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PREFACE 

The seventy-seventh session of the Executive Board was held at WHO headquarters, Geneva, 
from 8 to 17 January 1986. The proceedings are published in two volumes. The present volume 
contains the resolutions and decisions,丄 and relevant annexes. The summary records of the 
Board's discussions, list of participants and officers elected, and details regarding 
membership of committees and working groups, are published in document EB77/1986/REC/2. 

1 The resolutions, which are reproduced in the order in which they were adopted, have 
been cross-referenced to the relevant sections of the WHO Handbook of Resolutions and 
Decisions’ and are grouped in the table of contents under the appropriate subject headings. 
This is to ensure continuity with the Handbook, Volumes I and II of which contain most of the 
resolutions adopted by the Health Assembly and Executive Board between 1948 and 1984. A list 
of the dates of sessions, indicating resolution symbols and the volumes in which the 
resolutions and decisions were first published, is given in Volume II of the Handbook 
(pages XIII-XIV). 
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RESOLUTIONS 

EB77.R1 Appointment of the Regional Director for South-East Asia 

The Executive Board, 

Considering the provisions of Article 52 of the WHO Constitution and Staff 

Regulation 4.5; 

Considering the nomination and recommendation made by the Regional Committee for 
South-East Asia at its thirty-eighth session; 

1. REAPPOINTS Dr U Ko Ko as Regional Director for South-East Asia as from 1 March 1986; 

2. AUTHORIZES the Director-General to extend the appointment of Dr U Ko Ko as Regional 

Director for South-East Asia for a further period of five years from 1 March 1986, subject to 

the provisions of the Staff Regulations and Staff Rules. 

Hbk Res., Vol. II (1985), 4.2.3 (Sixth meeting, 10 January 1986) 

EB77.R2 Additional support to national strategies for health for all in the least developed 

among developing countries 

The Executive Board, 

Having considered the report of the Director-General on additional support to national 

strategies for health for all in the least developed among developing countries;
1 

RECOMMENDS to the Thirty-ninth World Health Assembly the adoption of the following 

resolution： 

The Thirty-ninth World Health Assembly, 

Recalling resolution WHA38.16; 

Having considered the report of the Director-General on additional support to 
national strategies for health for all in the least developed among developing 
countries, and the Executive Board

1

s recommendation thereon; 

Noting with satisfaction the efforts of the Director-General to mobilize additional 
resources for priority programmes of technical cooperation with and support to 
developing countries, especially the least developed among them; 

Noting further with appreciation the growth in extrabudgetary resources available 

to the Organization and to developing countries for activities in the health field; 

Reiterating its deep concern over the deteriorating health situation in the least 

developed among developing countries； 

1. EXPRESSES its appreciation for the support given by governments and other donors 

through their contributions of additional resources for the Organization
1

s work; 

1 See Annex 1. 
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2 EXECUTIVE BOARD, SEVENTY-SEVENTH SESSION 
2. THANKS the Director-General for his report, and requests him to continue his 
efforts to mobilize additional contributions from external sources for support to 
priority health activities in the least developed among developing countries, using all 
existing mechanisms for the mobilization and application of those financial resources； 

3. URGES Member States to cooperate with the Director-General in his efforts and to 
provide additional resources to meet the pressing and priority needs of the least 
developed among developing countries in support of their strategies for health for all. 

Hbk Res., Vol. II (1985), 1.1; 1.2.2.2 (Sixth meeting, 10 January 1986) 

EB77.R3 Prevention of mental, neurological and psychosocial disorders 

The Executive Board, 

Having considered the report of the Director-General on the prevention of mental, 
neurological and psychosocial disorders;1 

RECOMMENDS to the Thirty-ninth World Health Assembly the adoption of the following 
resolution: 

The Thirty-ninth World Health Assembly, 

Aware of the severity, magnitude and major public health importance of mental, 

neurological and psychosocial problems； 

Noting the existence of measures which can prevent the occurrence of a significant 
proportion of these problems, and thus reduce their negative social impact and human 
suffering; 

Convinced that health for all can only be achieved if action to reduce such 

problems and promote mental health is given high priority and undertaken urgently; 

Recalling resolutions WHA28.84 and EB61.R28 on the promotion of mental health, 
resolution WHA29.21 on psychosocial factors and health, resolutions WHA32.40, WHA33.27 
and EB69.R9 on drug- and alcohol-related problems, and resolution WHA30.38 on mental 
retardation; 

1. CALLS on Member States to apply the preventive measures identified in the report of 
the Director-General on the prevention of mental, neurological and psychosocial 
disorders, and to include these activities in their strategies to achieve health for all 
by the year 2000; 

2. REQUESTS the Director-General to take appropriate action to enhance the 
Organization

1

s collaboration with Member States in the conduct of activities to prevent 
these disorders, including: 

(1) the development and dissemination of materials arid technical guidance on the 
application of measures to prevent mental and neurological disorders and 
psychosocial problems； 

(2) the organization of training programmes that will help to ensure that 
available knowledge and experience reaches all those concerned, both professional 
and non-professional health workers； 

(3) the stimulation, coordination and conduct of research to develop further 

methods of prevention and explore ways in which these can be most effectively used; 

3. FURTHER REQUESTS the Director-General to report on the progress made to the 

Forty-second World Health Assembly. 

Hbk Res., Vol. II (1985), 1.13.5 (Tenth meeting, 14 January 1986) 

1 Document EB77/27. 



RESOLUTIONS AND DECISIONS 3 
EB77,R4 Tropical disease research 

The Executive Board, 

Having considered the progress report^ submitted by the Director-General on the 
UNDP/World Bank/WHO Special Programme for Research and Training in Tropical Diseases； 

Recognizing that the Programme has achieved substantial progress in the development of 
vaccines, drugs, diagnostic methods and vector control agents to combat tropical parasitic 
diseases； 

Noting that the Programme has made valuable contributions to the strengthening of the 
capability of tropical countries where the target diseases are endemic to conduct research on 
them; 

Noting further that, despite the generosity of many Member States, international 
agencies and nongovernmental organizations, financial contributions have fallen short of 
requirements to implement the approved level of research and research-strengthening 
activities； 

1. EXPRESSES its appreciation for the scientific and technical results already achieved by 
the Special Programme; 

2. CONSIDERS that one of its most significant achievements has been to mobilize the 
knowledge and skills of scientists and scientific institutions in countries where the 
diseases are endemic and in other countries into a cohesive network for the development of 
new and improved methods to control tropical parasitic diseases; 

3. WELCOMES the close collaboration between the Special Programme and other WHO programmes, 
especially those on parasitic diseases, malaria, vector biology and control and leprosy, for 
the control of tropical diseases, and between the Special Programme and the pharmaceutical 
industry in research on new technology against tropical diseases and the development and 
application of the results of such research; 

4. URGES the Director-General to continue to give high priority to the Programme, in view 
of the need for new or improved means of controlling tropical parasitic diseases within the 
context of primary health care and strategies for health for all; 

5. EMPHASIZES the importance of ensuring the rapid and widespread application of the 
results of research financed by the Programme in the national health strategies and 
programmes of countries； 

6. EXPRESSES its appreciation to Member States for their collaboration in and financial 
contributions to the Programme; and to the other sponsoring agencies, the United Nations 
Development Programme and the World Bank, for their continued support and assistance in the 
advancement, management and funding of the Programme; 

7. URGES Member States, in particular in tropical areas where the diseases are endemic, to 
improve career structures for scientists and other personnel engaged in research on tropical 
diseases, especially for those engaged in field research; 

8. URGES Member States to contribute or to increase their financial contributions to the 
Programme in order to accelerate the achievement of its objectives. 

Hbk Res., Vol. II (1985), 1.16.4 (Twelfth meeting, 15 January 1986) 

1 See Annex 2. 



2925 EXECUTIVE BOARD, SEVENTY-SEVENTH SESSION 
EB77.R5 Tobacco or health 

The Executive Board, 

Having considered the report of the Director-General on tobacco or health;1 

Believing that the Organization must reiterate its clear and firm policy on tobacco 

versus health; 

RECOMMENDS that the Thirty-ninth World Health Assembly adopt the following resolution： 

The Thirty-ninth World Health Assembly, 

Recalling resolutions WHA31.56 and WHA33.35 on the health hazards of tobacco 
smoking and the WHO action programme on smoking and health； 

Deeply concerned by the current pandemic of smoking and other forms of tobacco use, 
which results in the loss of the lives of at least one million human beings every year 
and in illness and suffering for many more; 

Believing that the battle between health and tobacco must and can be won for the 
sake of human health; 

Encouraged by the existence of total bans, restrictions or limitations on tobacco 
advertising in several countries; 

1. AFFIRMS: 

(1) that tobacco smoking and the use of tobacco in all its forms is incompatible 
with the attainment of health for all by the year 2000; 

(2) that the presence of carcinogens and other toxic substances in tobacco smoke 
and other tobacco products is a known fact； and that the causal link between 
tobacco and a range of fatal and disabling diseases has been scientifically proven; 

(3) that passive, enforced or involuntary smoking violates the right to health of 
non-smokers, who must be protected against this noxious form of environmental 
pollution; 

2. CALLS for a global public health approach and action now to combat the tobacco 
pandemic; 

3. DEPLORES all direct and indirect practices the aim of which is to promote the use 
of tobacco, as this product is addictive and dangerous even when used as promoted; 

4. URGES those Member States which have not yet done so to implement smoking control 

strategies； these, as a minimum, should contain the following: 

(1) measures to ensure that non-smokers receive effective protection, to which 

they are entitled, from involuntary exposure to tobacco smoke, in enclosed public 

places, restaurants, transport, and places of work and entertainment； 

(2) measures to promote abstention from the use of tobacco so as to protect 

children and young people from becoming addicted; 

(3) measures to ensure that a good example is set in all health-related premises 
and by all health personnel; 

(4) measures leading to the progressive elimination of those socioeconomic, 
behavioural, and other incentives which maintain and promote the use of tobacco; 

(5) prominent health warnings, which might include the statement that tobacco is 
addictive, on cigarette packets and containers of all types of tobacco products; 

1 See Annex 3, part 1. 



RESOLUTIONS AND DECISIONS 5 
(6) the establishment of programmes of education and public information on tobacco 

and health issues, including smoking cessation programmes, with active involvement 

of the health professions and the media； 

(7) monitoring of trends in smoking and other forms of tobacco use, tobacco-
related diseases, and effectiveness of national smoking control action; 

(8) the promotion of viable economic alternatives to tobacco production, trade and 
taxation; 

(9) the establishment of a national focal point to stimulate, support, and 
coordinate all the above activités; 

5. APPEALS to other organizations of the United Nations system: 

(1) to support WHO in all ways possible within their fields of competence; 

(2) to show solidarity with W H O
1

s efforts to stem the spread of tobacco-induced 
diseases by protecting the health of non-smokers on their premises, as this action 
would have a major exemplar role; 

(3) to help Member States in identifying and implementing economic alternatives to 
tobacco cultivation, production and trade; 

6. REQUESTS the Director-General： 

(1) to strengthen the present prograinme on smoking and health without waiting for 
its official introduction in the Eighth General Programme of Work, as a visible and 
resolute attitude on the part of WHO would provide Member States with encouragement 
and support, which are necessary prerequisites to abating the smoking pandemic 
before the year 2000; 

(2) to mobilize support for the present programme oil smoking and health in terms 
of funds and manpower which would ensure adequate programme continuity on a 
long-term basis; 

(3) to coordinate activities in support of W H O
1

s action on smoking and health with 
other organizations of the United Nations system at the highest executive level; 

(4) to continue and strengthen collaboration with nongovernmental organizations as 
appropriate; 

(5) to ensure that WHO plays an effective global advocacy role in tobacco and 
health issues and that, in common with other health institutions, it plays an 
exemplar role in non-smoking practices； 

(6) to provide support to national smoking 

(7) to report on progress to the Executive 
to the Forty-first World Health Assembly. 

Hbk Res., Vol. II (1985), 1.16.19 

control efforts； 

Board at its eighty-first session and 

(Twelfth meeting, 15 January 1986) 

EB77.R6 Evaluation of the Strategy for Health for All by the Year 2000 - Seventh Report on 
the World Health Situation 

The Executive Board, 

Having considered the report on the evaluation of the Strategy for Health for All by the 
Year 2000 - Seventh Report on the World Health Situation;

1 

1 Document EB77/13 Add.l. 
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Aware that the evaluation of the Strategy at national, regional and global levels has 

yielded valid and useful information which must be fully utilized to support the 
implementation of the Strategy; 

Recognizing the need for increased and coordinated efforts by Member States to 
accelerate progress in the implementation of their strategies for health for all by the year 
2000; 

Recommends to the Thirty-ninth World Health Assembly the adoption of the following 

resolution: 

The Thirty-ninth World Health Assembly, 

Reaffirming resolutions WHA30.43, WHA34.36, WHA35.23, WHA36.35 and WHA37.17 
concerning the policy, strategy and plan of action for attaining the goal of health for 
all by the year 2000; 

Recalling resolution WHA36.35 concerning the preparation of the Seventh Report on 
the World Health Situation on the basis of the first evaluation of the Strategy for 
Health for All by the Year 2000, at national, regional and global levels; 

Noting with appreciation that 86% of the Member States submitted reports on the 

evaluation of their national strategies； 

Mindful of the persistent deficiencies in the information support required to back 

the national managerial process for health development and of the consequent 

difficulties experienced by some Member States in generating relevant information and 

using it for the monitoring and evaluation of the Strategy; 

Stressing that the real value of the evaluation can only be realized if Member 
States use all available information to the fullest extent for accelerating the 
implementation of their strategies for health for all; 

Emphasizing that the achievement of the goal of health for all by the year 2000 
requires continuing political commitment and is intimately linked to socioeconomic 
development, and to the preservation of peace; 

1. APPROVES the global report on the evaluation of the Strategy for Health for All by 

the Year 2000, and decides that it should be published as the Seventh Report on the 

World Health Situation; 

2. NOTES with satisfaction the efforts made by Member States to evaluate the 

effectiveness of their strategies and transmit their reports to WHO and calls upon 

Member States which have not done so to undertake such action urgently; 

3. CONGRATULATES Member States which have made progress in the implementation of their 

strategies for health for all; 

4. DECIDES to modify the plan of action for implementing the Global Strategy for 
Health for All,l as recommended by the regional committees, by instituting 
reporting on monitoring of the Strategy every three years instead of every two, to 
allow more time to strengthen the national monitoring and evaluation process and 
the related information support； 

5. URGES Member States: 

(1) to make use of their evaluation reports to guide further their national health 
policies and health development processes towards the achievement of the goal of 
health for all, and to involve d e c i s i o n m a k e r s , community leaders, health workers, 
nongovernmental organizations and people from all walks of life in the attainment 
of national health goals; 

1 Plan of action for implementing the Global Strategy for Health for All. Geneva, 

World Health Organization, 1982 ("Health for All" Series, No. 7). 
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(2) to maintain high-level political commitment to social equity and leadership 
for the further implementation of national strategies, including the reduction of 
socioeconomic and related health disparities among people, thus fulfilling a 
fundamental requisite for the achievement of health for all; 

(3) to pursue vigorously actions aimed at strengthening the management of their 
health system based on primary health care, including the information support 
required for its monitoring and evaluation; 

(4) to accelerate efforts to obtain the collaboration of all health-related 
sectors and develop effective mechanisms for their coordinated support to achieve 
health goals; 

(5) to strengthen further the health system infrastructure based on primary health 
care in order to make full use of all available health resources； 

(6) to promote relevant research and the use of appropriate health technology in 
their national health system; 

(7) to investigate all feasible means of financing the implementation of their 
national strategies for health for all, including the rational and optimal use of 
national resources and external funding; 

6. URGES the regional committees： 

(1) to give appropriate attention to the dissemination and use of findings of the 
evaluation report to support the implementation of national and regional strategies 
and to make the best use of WHO resources at regional and national levels； 

(2) to promote mutual cooperation and exchange of experience among countries with 
regard to national health development based on primary health care; 

(3) to intensify further the mobilization of resources for the Strategy; 

(4) to carry out the next monitoring of the regional strategies in 1988; 

7. REQUESTS the Executive Board: 

(1) to continue to monitor and evaluate actively the progress in the 
implementation of the Global Strategy, in order to identify critical issues and 
areas requiring action by Member States and the Secretariat; 

(2) to explore other practical and effective economic approaches for financing the 

national health strategies, including the mobilization of support from other 

sectors; 

(3) to carry out the next review of the monitoring of the Global Strategy for 
Health for All in January 1989 and to report to the Forty-second World Health 
Assembly； 

8. DECIDES that the Forty-second World Health Assembly will review the report on the 
second monitoring of the Global Strategy for Health for A l l , in accordance with the 
revised plan of action; 

9. REQUESTS the Director-General: 

(1) to publish the evaluation report as the Seventh Report on the World Health 
Situation, in accordance with resolution WHA36.35, in the six official languages; 

(2) to disseminate the report widely to governments, organizations and agencies of 
the United Nations system, and other intergovernmental, nongovernmental and 
voluntary organizations； 

(3) to use the national, regional and global reports to guide W H O
1

s cooperation 
for health development and, in particular, as the basis for WHO'S response to the 
needs of Member States in the Eighth General Programme of Work; 
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(4) to intensify technical cooperation with Member States to strengthen the 

management of health systems, including information support mechanisms； 

(5) to continue to support Member States in developing and implementing their 
strategies to reach the goal of health for all by the year 2000 and their 
alternative economic strategies for the attainment of that goal; 

(6) to intensify support to the least developed countries, with particular 
emphasis on rationalizing the use of available resources and mobilizing additional 
financial resources for strengthening their health infrastructure from national, 
international, bilateral and nongovernmental sources; 

(7) to support the monitoring and evaluation of the Strategy at national, regional 

and global levels. 

Hbk Res., Vol. II (1985), 1.1； 1.6.1.2 (Fourteenth meeting, 16 January 1986) 

EB77.R7 Expanded Programme on Immunization 

The Executive Board, 

Having considered the report of the Director-General on the Expanded Programme on 
Immunization;1 

1 . ENDORSES the recommendations for action contained in that report； 

2. RECOMMENDS to the Thirty-ninth World Health Assembly the adoption of the following 
resolution: 

The Thirty-ninth World Health Assembly, 

Noting the report of the Director-General on the Expanded Programme on Immunization 

and the Executive Board's discussion on the report; 

Noting further the general recommendations for action contained in the 
Director-General's report, which emphasize the need to accelerate progress, furthering 
the five-point action programme endorsed by the Thirty-fifth World Health Assembly by: 
promoting the achievement of the 1990 goal through collaboration among ministries, 
organizations and individuals in both the public and private sector to create effective 
consumer demand and ensure that this demand is met； adopting a mix of complementary 
strategies for programme acceleration; and ensuring that rapid increases in coverage 
can be sustained through mechanisms which strengthen the delivery of other primary 
health care interventions; 

Noting also the recommendations for specific actions contained in the 
Director-General's report, which call for: providing immunization at every contact 
point, reducing drop-out rates between first and last immunizations, improving 
immunization services to the disadvantaged in urban areas and increasing the priority 
for the control of measles, poliomyelitis and neonatal tetanus； 

Recognizing that continued efforts are also required to strengthen disease 
surveillance and outbreak control, reinforce training and supervision, ensure the 
quality of vaccine production, management and administration, and pursue research and 
development; 

1. AFFIRMS that the Expanded Programme's goal of reducing morbidity and mortality by 
providing immunization for all children of the world by 1990 remains a global priority 
and represents a milestone toward achieving health for all by the year 2000; 

1 Document EB77/27. 
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2. WARNS that the goal will not be achieved without continuing acceleration of 

national programmes； 

3. URGES Member States to pursue vigorously the recommendations for action contained 
in the Director-General

1

 s report and to commit themselves fully to achieving the 1990 
immunization goal as part of their strategies for achieving health for all by the year 
2000 through primary health care; 

4. CALLS on organizations of the United Nations system to support the Expanded 
Programme on Immunization in the context of United Nations General Assembly resolution 
34/58, which endorsed the Declaration of Alma-Ata, welcomed the efforts of WHO and 
UNICEF to attain health for all by the year 2000, and called upon the relevant bodies of 
the United Nations system to cooperate with WHO and support its efforts by appropriate 
actions within their respective spheres of competence; 

5. NOTES with appreciation the increased international support for immunization 
programmes being provided particularly by the United Nations Children's Fund and by 
national development agencies, private and voluntary organizations and individuals, 
whose collective efforts are helping to bring the immunization goal within reach; 

6. URGES that such international support should be further increased; 

7. REMINDS Member States and collaborating organizations that the 1990 goal 
establishes a basis for immunization coverage, which must be sustained indefinitely; 

8. REQUESTS the Director-General: 

(1) to strengthen W H O
1

s coordinating role to help to ensure that immunization 
programmes continue to be carried out in consonance with the relevant policies of 
the World Health Assembly, and in particular the policy of attaining health for all 
through primary health care; 

(2) further to increase collaboration with Member States in order to meet the 1990 
goal, with special emphasis on achieving reductions in the target diseases and on 
training, evaluation and the improvement of national, regional and global systems 
for monitoring progress； 

(3) to pursue basic and applied research relevant to the field of immunization and 
to make the results known in good time to Member States； 

(4) to continue to keep the Health Assembly informed of the progress of the 
Expanded Programme and to propose the necessary means to achieve the 1990 goal. 

Hbk Res., Vol. II (1985), 1.16.1 (Fifteenth meeting, 16 January 1986) 

EB77.R8 Confirmation of amendments to the Staff Rules 

The Executive Board 

CONFIRMS in accordance with Staff Regulation 1 2 . 2
1

 the amendment to the Staff R u l e s
2 

which has been made by the Director-General with effect from 1 January 1985 concerning the 
effective gross base salary to be used in computing terminal remuneration. 

Hbk Res., Vol. II (1985), 6.2.1 (Fifteenth meeting, 16 January 1986) 

WHO Basic Documents, 36th ed., 1986, p. 92. 

See Annex 4. 
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EB77.R9 Real Estate Fund 

The Executive Board, 

Noting the report of the Director-General-'- on the status of projects being financed 
from the Real Estate Fund and the estimated requirements of the Fund for the period 
1 June 1986 to 31 May 1987; 

RECOMMENDS to the Thirty-ninth World Health Assembly that it adopt the following 
resolution: 

The Thirty-ninth World Health Assembly, 

Having considered resolution EB77.R9 and the report of the Director-General on the 
status of projects financed from the Real Estate Fund and the estimated requirements of 
the Fund for the period 1 June 1986 to 31 May 1987; 

Recognizing that certain estimates must necessarily remain provisional because of 

the fluctuation of exchange rates; 

1. AUTHORIZES the financing from the Real Estate Fund of the expenditures summarized 
in part III of the Director-General's report, at the estimated cost of US$ 1 812 500; 

2. APPROPRIATES to the Real Estate Fund, from casual income, the sum of US$ 196 000. 

Hbk Res., Vol. II (1985), 6.1.7 (Fifteenth meeting, 16 January 1986) 

EB77.R10 Amendment to the scale of assessments to be applied to the second year of the 
financial period 1986-1987 

The Executive Board, 

Noting the report of the Director-General on amendment of the WHO scale of assessments 

to be applied to the second year of the financial period 1986-1987；^ 

RECOMMENDS to the Thirty-ninth World Health Assembly that it adopt the following 

resolution: 

The Thirty-ninth World Health Assembly, 

Noting that the United Nations General Assembly, in resolution 40/248, adopted the 
scale of assessments for the contributions of Member States to the United Nations budget 
for the financial years 1986, 1987 and 1988 and established the rates at which States 
which are not Members of the United Nations but which participate in certain of its 
activities shall be called upon to contribute towards the 1986, 1987 and 1988 expense of 
such activities; 

Recalling the principle, established in resolution WHA8,5 and reaffirmed in 
resolution W H A 2 4

e
1 2 , that the latest available United Nations scale of assessments shall 

be used as a basis for determining the scale of assessments to be used by WHO; 

Recalling further that the Twenty-sixth World Health Assembly, in resolution 
WHA26.21, expressed the opinion that the scale of assessments in WHO should follow as 
closely as possible that of the United Nations, and confirmed the principles laid down 
in resolutions WHA8.5 and WHA24.12 for the establishment of the scale of assessments of 
WHO; 

1 See Annex 5, 
2 

See Annex 6. 
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Noting that by resolution WHA38.7 the Thirty-eighth World Health Assembly adopted a 

scale of assessments for 1986-1987; 

Noting also that Financial Regulation 5.3 provides that in the first year of the 

financial period the Health Assembly may decide to amend the scale of assessments to be 

applied to the second year of the financial period; 

1. DECIDES to amend the scale of assessments to be applied to 1987, subject to the 

provisions of paragraph 2, to be as follows: 

Assessment 

Member (percentage) 

Afghanistan 0.01 

Albania 0.01 
Algeria 0.14 
Angola 0.01 
Antigua and Barbuda 0,01 
Argentina 0.61 
Australia 1. 63 
Austria 0.72 
Bahamas 0.01 

Bahrain 0.02 
Bangladesh 0.02 

Barbados 0.01 
Belgium 1.16 

Benin 0.01 
Bhutan 0.01 
Bolivia 0.01 

Botswana 0.01 
Brazil 1.37 
Brunei Darussalam 0.04 
Bulgaria 0.16 
Burkina Faso 0.01 
Burma 0.01 
Burundi 0.01 
Byelorussian Soviet Socialist 

Republic 0.33 
Cameroon 0.01 
Canada 3.00 

Cape Verde 0.01 
Central African Republic 0.01 
Chad 0.01 
Chile 0.07 
China 0.77 
Colombia 0.13 
Comoros 0,01 
Congo 0.01 
Cook Islands 0.01 
Costa Rica 0.02 
Côte d'Ivoire 0.02 

Cuba 0.09 
Cyprus 0.02 
Czechoslovakia 0.69 
Democratic Kampuchea • 0.01 

Democratic People's Republic 

of Korea 0.05 
Democratic Yemen 0.01 
Denmark 0. 71 

Djibouti 0.01 
Dominica 0.01 
Dominican Republic 0.03 
Ecuador 0.03 
Egypt 0.07 
El Salvador 0.01 
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Assessment 

Member (percentage) 

Equatorial Guinea 0,01 
Ethiopia 0.01 
Fiji 0.01 

Finland 0.49 
France 6.25 
Gabon 0.03 
Gambia 0.01 
German Democratic Republic 1.30 
Germany, Federal Republic of 8.10 

Ghana 0.01 

Greece 0.43 
Grenada 0.01 
Guatemala 0.02 

Guinea 0.01 
Guinea-Bissau 0,01 
Guyana 0.01 
Haiti 0.01 
Honduras 0.01 
Hungary 0.21 
Iceland 0.03 
India 0.34 

Indonesia 0.14 

Iran (Islamic Republic of) 0.62 
Iraq 0.12 

Ireland 0.18 

Israel 0.21 
Italy 3.72 
Jamaica 0.02 
Japan 10,64 
Jordan 0.01 
Kenya 0.01 
Kiribati 0.01 
Kuwait 0.28 
Lao People's Democratic Republic 0.01 
Lebanon 0.01 

Lesotho 0.01 
Liberia 0.01 
Libyan Arab Jamahiriya • • 0» 25 
Luxembourg 0.05 

Madagascar 0,01 
Malawi 0.01 

Malaysia 0.10 
Maldives 0.01 

Mali 0.01 
Malta 0.01 
Mauritania 0.01 
Mauritius 0.01 
Mexico 0,87 
Monaco 0.01 
Mongolia 0.01 
Morocco 0.05 
Mozambique 0.01 
Namibia 0.01 

Nepal 0.01 

Netherlands 1.71 
New Zealand 0.23 

Nicaragua 0.01 
Niger 0.01 

Nigeria 0.19 
Norway 0.53 
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Assessment 

Member (percentage) 

Oman 0.02 
Pakistan 0,06 
Panama 0.02 
Papua New Guinea 0.01 
Paraguay 0.02 
Peru 0.07 
Philippines 0.10 
Poland 0.63 
Portugal 0.18 
Qatar 0.04 
Republic of Korea 0.19 
Romania • • • • • 0*19 
Rwanda 0.01 

Saint Christopher and Nevis 0.01 
Saint Lucia 0.01 
Saint Vincent and the Grenadines 0.01 

Samoa 0.01 
San Marino 0.01 
Sao Tome and Principe 0.01 
Saudi Arabia 0.95 
Senegal 0.01 
Seychelles 0.01 
Sierra Leone 0.01 
Singapore 0.10 
Solomon Islands 0»01 
Somalia 0.01 
South Africa 0.43 
Spain 1.99 
Sri Lanka 0.01 
Sudan 0.01 
Suriname 0.01 
Swaziland 0.01 
Sweden 1.23 
Switzerland 1.10 
Syrian Arab Republic 0.04 
Thailand 0.09 
Togo 0.01 
Tonga 0.01 
Trinidad and Tobago 0.04 
Tunisia 0.03 
Turkey 0.33 
Uganda 0.01 
Ukrainian Soviet Socialist 

Republic 1.25 
Union of Soviet Socialist 

Republics 10.01 
United Arab Emirates 0.18 
United Kingdom of Great Britain 

and Northern Ireland 4.77 
United Republic of Tanzania 0.01 
United States of America 25.00 
Uruguay • • 0.04 
Vanuatu 0.01 
Venezuela 0, 59 
Viet Nam 0.01 
Yemen 0.01 
Yugoslavia 0.45 
Zaire 0.01 
Zambia 0.01 
Zimbabwe 0.02 
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2. REQUESTS The Director-General, in the event that assessments are fixed 

provisionally or definitively by the present Health Assembly for any new Members, to 

adjust the scale as set forth in paragraph 1; 

3. DECIDES to amend the Appropriation Resolution for the financial period 1986-1987 

(resolution WHA38.32) as follows: 

(1) 

(2) 

(3) 

decrease the total amount appropriated 
by US$ 75 300, from US$ 605 327 400 to 

in paragraph 
US$ 75 300; 

decrease the 
US$ 75 300. 

A , decrease appropriation 

amount under paragraph D , 

for the financial period 1986-1987 
US$ 605 252 100; 

section 7 (Undistributed Reserve) by 

relating to assessments on Members, by 

Hbk R e s ” Vol. II (1985), 6.1.2.1 (Fifteenth meeting, 16 January 1986) 

EB77.R11 Global Strategy for Health for All by the Year 2000: economic dimension 

The Executive Board, 

Recalling resolution WHA38.20; 

Having considered the report of 
economic situation;“

1 

Recognizing that the continuing 

more difficult for many countries to 

Conscious of the interim nature 

generation of further information by 

the Director-General on the repercussions of the world 

economic crisis facing much of the world today makes it 

achieve the goal of health for all by the year 2000; 

of the Director-General
1

s report and the need for 

Member States before submission of a final report; 

Noting that the subject of the Technical Discussions at the Fortieth World Health 
Assembly will be "Economic strategies to support the strategies for health for all"; 

1. URGES those Member States which have not already done so; 

(1) to develop further their national strategies for health for all by the year 2000 by 
producing costed plans for health services and health-related activities； 

(2) to investigate all possible sources of finance, including the redeployment of 

existing resources； 

(3) to ensure that the plans can realistically be contained within the resources 

expected to be available； 

2. REQUESTS the Director-General: 

(1) to continue to study the repercussions of the economic crisis 
completion of the present provisional report and its review by the 
Health Assembly and to keep the Board informed periodically; 

on health after the 
Thirty-ninth World 

(2) to monitor trends in external cooperation for the health sector of developing 

countries from all sources； 

(3) to continue to support countries in their financial planning for health through 

both technical cooperation and the promotion of training. 

Hbk Res., Vol, II (1985), 1.1 (Fifteenth meeting, 16 January 1986) 

1

 Document EB77/INF.DOC./2 and Corr.1. 
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EB77.R12 WHO activities for the prevention and control of acquired immunodeficiency syndrome 

The Executive Board, 

Conscious that acquired immunodeficiency syndrome (AIDS) and other manifestations of 
LAV/HTLV-III infection are becoming a major public health concern in many areas of the world 
and may thereby represent a hindrance to the attainment of health for all by the year 2000; 

Recognizing that international alertness and preparedness are urgently required, as no 
country can consider itself immune to infection from LAV/HTLV-III; 

Noting that neither therapeutic agents nor vaccines are currently available for the 
treatment and prevention of AIDS; 

Considering that public information and education as well as the assurance and use of 
safe blood and blood products are at this time the only measures available that can limit the 
further spread of AIDS； 

1. ENDORSES the Director-General
1

s report on WHO activities for the prevention and control 
of A I D S ;

1 

2. NOTES with satisfaction: 

(1) the steps taken by the Director-General to cooperate with Member States in this 
field; 

(2) the assistance of the WHO collaborating centres on AIDS and other agencies in 
laboratory, epidemiological, clinical, and prevention and control activities regarding 
LAV/HTLV-III; 

3. URGES Member States: 

(1) to maintain vigilance and carry out as necessary public health strategies for the 

prevention and control of AIDS; 

(2) to share information, in all openness, with the Organization and other Member 
States on the incidence of AIDS, the seroprevalence of LAV/HTLV-III, laboratory methods, 
clinical experience, and approaches to prevention and control of LAV/HTLV-III 
infection; 

(3) to call upon the Organization as necessary for support in the prevention and 
control of AIDS and other LAV/HTLV-III infections; 

4. REQUESTS the Director-General: 

(1) to further develop activities within the WHO programme on AIDS: 

(a) to ensure the exchange of information on LAV/HTLV-III, its epidemiology, 
laboratory and clinical aspects, and prevention and control activities; 

(b) to prepare and distribute guidelines, manuals and educational materials； 

(c) to assess commercially available LAV/HTLV-III antibody test kits, develop a 

simple, inexpensive test for field application, and establish WHO reference 

reagents; 

(d) to cooperate with Member States in the development of national programmes for 
the containment of LAV/HTLV-III infection; 

(e) to advise Member States on the provision of safe blood and blood products; 

(f) to promote research on the development of therapeutic agents and vaccines, 
simian retroviruses, and epidemiological and behavioural aspects of LAV/HTLV-III 
infection; 

1 Document EB77/42. 
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(g) to coordinate collaborative clinical trials of antiviral and other drugs which 
have been demonstrated in human early phase trials to show efficacy in the 
treatment of AIDS and/or AIDS-related complex; 

(2) to seek additional funds from extrabudgetary sources for the support of national 

and collective programmes of surveillance and epidemiology, laboratory services, 

clinical support, and prevention and control, 

Hbk Res., Vol. II (1985), 1.16.12 (Sixteenth meeting, 17 January 1986) 

EB77.R13 Status of collection of assessed contributions and status of advances to the 

Working Capital Fund 

The Executive Board, 

Having considered the report of the Director-General on the status of collection of 

assessed contributions and of advances to the Working Capital Fund；^ 

Expressing its deep concern at the continuing deterioration in the pattern of payment of 

contributions by Member States; 

1. URGES those Members that are in arrears to pay their outstanding contributions before 

the Thirty-ninth World Health Assembly, to be convened on 5 May 1986; 

2. REQUESTS the Director-General to transmit his report to the Thirty-ninth World Health 

Assembly; 

3. RECOMMENDS to the World Health Assembly the adoption of the following resolution: 

The Thirty-ninth World Health Assembly, 

Noting with concern that as at 31 December 1985: 

(a) the rate of collection of contributions in respect of the effective working 

budget amounted to 90.90%, being the second lowest rate achieved in the 10-year 

period 1976 to 1985; and 

(b) only 83 Members had paid their current year contributions to the effective 
working budget in full, representing the lowest number of such Members during that 
10-year period, and 48 Members had made no payment towards their current year 
contributions; 

Noting further that 27 Members systematically made no payment towards their current 
year contributions in each of the three years 1983, 1984 and 1985; 

Further noting that, as at 30 September 1985, 43.84% of current year contributions 

for the effective working budget remained unpaid; 

1. EXPRESSES concern at the deteriorating trend in the payment of contributions over 

the 10-year period 1976 to 1985; 

2. CALLS THE ATTENTION of Members to the importance of paying their contributions as 

early as possible in the year to which they relate； 

3. REQUESTS Members that have not yet done so to provide in their national budgets for 
the payment to the World Health Organization of their contributions when due, in 
accordance with Financial Regulation 5.6, which provides that instalments of 
contributions and advances shall be considered as due and payable in full by the first 
day of the year to which they relate; 

4. URGES Members that systematically make a practice of late payment of contributions 

to take whatever steps may be necessary to ensure earlier payment； 

See Annex 7. 
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5. REQUESTS the Director-General to draw the contents of this resolution to the 
attention of all Members. 

Hbk Res., Vol. II (1985), 6.1.2.4 (Sixteenth meeting, 17 January 1986) 

EB77.R14 Members in arrears in the payment of their contributions to an extent which may 

invoke Article 7 of the Constitution 

The Executive Board, 

Having considered the report of the Director-General on Members in arrears in the 
payment of their contributions to an extent which may invoke Article 7 of the Constitution;1 

Noting that, unless payment is received from Romania before the Thirty-ninth World 
Health Assembly, to be convened on 5 May 1986, it will be necessary for the Assembly to 
consider, in accordance with Article 7 of the Constitution and the provisions of paragraph 2 
of resolution WHA8.13, whether or not that Member's right to vote should be suspended at the 
Thirty-ninth World Health Assembly; 

Recalling that resolution WHA16.20 requests the Executive Board "to make specific 
recommendations, with the reasons therefor, to the Health Assembly with regard to any Members 
in arrears in the payment of contributions to the Organization to an extent which would 
invoke the provisions of Article 7 of the Constitution"； 

Noting that Romania's indebtedness includes arrears of contributions dating as far back 
as 1981; 

Recalling that the Committee of the Executive Board to Consider Certain Financial 
Matters prior to the Thirty-eighth World Health Assembly recommended the suspension of the 
voting rights of Romania at the Thirty-eighth World Health Assembly; 

Recalling the Director-General
1

s statement made at the Thirty-eighth World Health 
Assembly that he had received a communication from a representative of the Government of 
Romania to the effect that Romania intended in the very near future to sen主 a delegation to 
WHO in order to discuss the modalities for settling its arrears of contributions; 

Noting further that, to this date, no such delegation has been sent :o WHO and 
communications from the Director-General to the Government of Romania recalling that Member's 
obligation have remained unanswered; 

Expressing the hope that Romania will arrange for payment of its arrears before the 
Thirty-ninth World Health Assembly, so that the provisions of Article 7 of the Constitution 
need not be invoked by the Health Assembly; 

1. URGES Romania to settle its indebtedness before the opening of the Thirty-ninth World 
Health Assembly, thus making it unnecessary for the Thirty-ninth World Health Assembly to 
consider, in accordance with Article 7 of the Constitution, whether or not Romania

1

s right to 
vote should be suspended; 

2. REQUESTS the Director-General to communicate this resolution to Romania and to continue 
his efforts to achieve an arrangement for payment which might lead to the elimination of its 
arrears； 

3. RECOMMENDS to the Thirty-ninth World Health Assembly that, should Romania still be in 
arrears in the payment of its financial contributions to the Organization in an amount which 
equals or exceeds the amount of contributions due from it for the preceding two full years at 
the time of opening of the Thirty-ninth World Health Assembly, the right to vote of Romania 
should be suspended during that session of the Health Assembly, 

Hbk Res., Vol. II (1985), 6.1.2.4 (Sixteenth meeting, 17 January 1986) 

1 Document EB77/42. 
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EB77.R15 Composition of the United Nations Joint Staff Pension Board 

The Executive Board, 

Having considered the report of the Director-General-'- on the composition of the United 
Nations Joint Staff Pension Board, including the summarized views expressed on the subject at 
the thirty-fourth session of the United Nations Joint Staff Pension Board and in the Fifth 
Committee of the United Nations General Assembly at its fortieth session; 

Noting that by resolution 40/245 the United Nations General Assembly invited the 
competent organs of the member organizations of the United Nations Joint Staff Pension Fund 
to review the size and composition of the United Nations Joint Staff Pension Board, taking 
into account, where practicable, the views expressed in the Fifth Committee at the fortieth 
session, and to submit their conclusions to the General Assembly, through the Pension Board, 
in time to enable the Assembly to take a decision on the matter not later than at its 
forty-second session; 

REQUESTS the Director-General to transmit to the United Nations General Assembly, 

through the United Nations Joint Staff Pension Board, the following views of the Executive 

Board: 

(1) the present tripartite composition of the United Nations Joint Staff Pension Board, 
with equal representation of the three groups, should be preserved; 

(2) on an enlarged Pension Board, in accordance with the principle of equal 
representation of the three groups of which the Board is composed, the World Health 
Organization should have three seats, allocated respectively to the World Health 
Assembly, the Director-General, and the participants; 

(3) formal recognition should be given to the status of the representatives of retired 

participants with a view to their being entitled to participate fully in the work of the 

Pension Board. 

Hbk R e s ” Vol. II (1985), 6.2.7.1 (Sixteenth meeting, 17 January 1986) 

EB77.R16 Relations with nongovernmental organizations 

The Executive Board, 

Having examined the report of the Standing Committee on Nongovernmental Organizations；^ 

DECIDES to establish official relations with the following nongovernmental organizations: 

International Organization of Consumers Unions 

International Association of Lions Clubs (Lions Clubs International) 
International Association for Maternal and Neonatal Health 
Council of Directors of Institutes of Tropical Medicine in Europe 
International Clearinghouse for Birth Defects Monitoring Systems 
International Commission for the Prevention of Alcoholism and Drug Dependency 
Helen Keller International, Incorporated 
World Blind Union 
National Council for International Health, United States of America 
World Hypertension League 
International Federation of Hydrotherapy and Climatotherapy• 

Hbk Res., Vol. II (1985), 7.2.3 (Sixteenth meeting, 17 January 1986) 
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EB77.R17 Health and development in Africa 

The Executive Board, 

Bearing in mind its discussions on the economic dimension of the Global Strategy for 

Health for A l l , and in particular on the critical situation in Africa; 

Recalling the Declaration on the Economic Situation in Africa and the Priority Programme 
for the Economic Recovery of Africa 1986-1990, which were adopted at the twenty-first session 
of the Assembly of Heads of State and Government of the Organization of African Unity held in 
Addis Ababa in July 1985; 

Welcoming the decision of the United Nations General Assembly, in resolution 40/40, to 
convene a special session of the General Assembly at the ministerial level from 27 to 
31 May 1986 to consider in depth the critical economic situation in Africa and to focus, in a 
comprehensive and integrated m a n n e r , on the rehabilitation and medium-term and long-term 
development problems and challenges facing African countries with a view to promoting and 
adopting action-oriented and concerted measures； 

Recalling the statement in the Declaration of Alma-Ata that the promotion and protection 

of the health of the people is essential to sustained economic and social development and 

contributes to a better quality of health and to world peace; 

Recalling also the affirmation in the Global Strategy for Health for All that the 
improvement of health not only results from genuine socioeconomic development as distinct 
from mere economic growth, but is also an essential investment in such development, and that 
the Strategy will be based on the mutual reinforcement of health development policy and 
socioeconomic development policy; 

Noting that the United Nations General Assembly, in its resolution 34/58 on health as an 
integral part of development, endorsed the Declaration of Alma-Ata, and in particular the 
view that primary health care constitutes the key to the ultimate achievement of a healthful 
society, especially when it is incorporated into the development process, particularly in 
developing countries, and appealed to Member States to carry out the actions called for in 
the Declaration of Alma-Ata； 

Noting further resolution 36/43 of the United Nations General Assembly, in which it 
recognized that the implementation of the Global Strategy for Health for All will constitute 
a valuable contribution to the improvement of overall socioeconomic conditions, endorsed the 
Strategy as a major contribution of Member States to the attainment of the world-wide social 
goal of health for all by the year 2000 and to the fulfilment of the International 
Development Strategy for the Third United Nations Development Decade, and urged all Member 
States to ensure its implementation as part of their multisectoral efforts to implement the 
provisions of the International Development Strategy； 

1. CONSIDERS it essential that full account be taken of the health aspects of development 
in Africa at the special session of the United Nations General Assembly in May 1986, in 
accordance with the Declaration of Alma-Ata and the Global Strategy for Health for All; 

2. REQUESTS the Director-General: 

(1) to transmit this resolution to the Organization of African Unity and the 

Secretary-General of the United Nations； 

(2) to submit together with the resolution a concise document on health and development 
in Africa so that it can be taken into account in the preparation for and discussions of 
the special session of the United Nations General Assembly in May 1986; 

(3) to report on the outcome of the special session of the United Nations General 
Assembly to the Executive Board at its seventy-ninth session in January 1987. 

Hbk R e s . , Vol. II (1985), 7.1.3 (Seventeenth meeting, 17 January 1986) 
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EB77.R18 Appointment of the Committee of the Executive Board to Consider Certain Financial 

Matters prior to the Thirty-Ninth World Health Assembly 

The Executive Board, 

Considering the provisions of Financial Regulations 

Director-General*s final financial report, including the 

the External Auditor; 

Considering that there will not be a session of the 

completion of the final financial report and the date of 

World Health Assembly; 

1. ESTABLISHES a committee of the Executive Board, consisting of Dr A . E . Adou, 

Dr D . N . Regmi, Dr G . Tadesse and Dr S . Tapa, to meet on Monday, 5 May 1986 to act on behalf 
of the Board in carrying out the provisions of Financial Regulation 12.9 in respect of the 
Director-General's final financial report for the financial period 1984-1985 and the 
report(s) of the External Auditor for 1984-1985, and to consider the following matter on 
behalf of the Board prior to the Thirty-ninth World Health Assembly: Members in arrears in 
the payment of their contributions to an extent which may invoke the provisions of Article 7 
of the Constitution; 

2. DECIDES that, in the event that any member of the committee should be unable to serve, 
his/her successor or the alternate member of the Board designated by the government 
concerned, in accordance with Rule 2 of the Rules of Procedure of the Executive Board, shall 
participate in the work of the committee. 

11.3, 11.5 and 12,9 concerning the 
final accounts, and the report of 

Executive Board between the date of 

the convening of the Thirty-ninth 

Hbk Res., Vol. II (1985), 6.1.10,2 (Seventeenth meeting, 17 January 1986) 



DECISIONS 

(1) R e p o r t on meetings of expert committees 

The Executive Board considered and took note of the D i r e c t o r - G e n e r a l
1

 s report-'- on the 

m e e t i n g s of the following expert committees： the W H O Expert Committee on Viral Haemorrhagic 

Fevers;2 the WHO Expert Committee on B i o l o g i c a l S t a n d a r d i z a t i o n , thirty-fifth r e p o r t ; ^ 

the W H O Expert Committee on Vector Biology and C o n t r o l , n i n t h report (Safe use of 

pesticides)；^ and the W H O Expert Committee on the Use of E s s e n t i a l D r u g s , second 

report.5 It thanked those experts who had taken part in the m e e t i n g s , and requested the 

D i r e c t o r - G e n e r a l to follow up the experts' r e c o m m e n d a t i o n s , as a p p r o p r i a t e , in the 

implementation of the Organization* s p r o g r a m m e s , bearing in m i n d the discussion in the B o a r d . 

(First m e e t i n g , 8 January 1986) 

(2) Changes in the programme budget for the f i n a n c i a l period 1986-1987 

The Executive Board took note of the D i r e c t o r - G e n e r a l
1

 s report on changes in the 

programme budget for the financial period 1986-1987 w i t h respect to g l o b a l and interregional 

a c t i v i t i e s , and of the Programme Committee's report thereon." The Board also noted the 

changes in regional programme budgets for 1986-1987 reported to it by the R e g i o n a l D i r e c t o r s . 

(Fourth m e e t i n g , 9 J a n u a r y 1986) 

(3) G u i d e l i n e s for the WHO Review of Dependence-Producing Psychoactive Substances for 

International Control 

The Executive B o a r d , having considered the report of the D i r e c t o r - G e n e r a l , ^ endorsed 

the proposed Guidelines for the WHO Review of Dependence-Producing Psychoactive Substances 

for International C o n t r o l , as amended in the light of the B o a r d ' s d i s c u s s i o n s , and urged 

their rapid i m p l e m e n t a t i o n . 

(Tenth m e e t i n g , 14 January 1986) 

1

 Document E B 7 7 / 3 . 

WHO T e c h n i c a l Report Series, N o . 721, 1 9 8 5 . 

W H O Technical Report S e r i e s , N o . 725, 1 9 8 5 . 

WHO Technical R e p o r t S e r i e s , N o . 720, 1 9 8 5 . 

W H O T e c h n i c a l Report S e r i e s , N o . 722, 1985. 

6 See A n n e x 8. 

7 See Annex 9 . 
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(4) Reports of the Joint Inspection Unit 

The Executive Board, having considered the reports of the Joint Inspection Unit on "Drug 
abuse control activities in the United Nations system" and "The changing use of computers in 
organizations of the United Nations system in Geneva; management issues", thanked the 
Inspectors for their reports and expressed its agreement with the Director-General*s comments 
thereon.1 

(Sixteenth meeting, 17 January 1986) 

(5) Report of the International Civil Service Commission 

The Executive Board took note of the eleventh annual report of the International Civil 

Service Commission,^ submitted in accordance with Article 17 of the Commission
1

s Statute. 

(Sixteenth meeting, 17 January 1986) 

(6) Members in arrears in the payment of their contributions to an extent which may invoke 
Article 7 of the Constitution 

The Executive Board, having noted with concern the report of the Director-General on 
Members in arrears in the payment of their contributions to an extent which may invoke 
Article 7 of the Constitution,^ requested the Director-General to continue his contacts 
with these Members, and to submit his findings to the committee of the Executive Board which 
is to consider certain financial matters prior to the Thirty-ninth World Health Assembly. 
That committee would then make recommendations to the Health Assembly on behalf of the Board, 
taking account of the discussions in the Board. 

(Sixteenth meeting, 17 January 1986) 

(7) Global Strategy for Health for All by the Year 2000: political dimension 

The Executive Board, having discussed the political dimension of the Global Strategy for 
Health for All by the Year 2000 in the presence of the President of the Thirty-eighth World 
Health Assembly, decided to request its representatives to the Thirty-ninth World Health 
Assembly to reflect the B o a r d

1

s discussion in their report to that Assembly by drawing its 
attention to the Director-General

1

s discussion paper,^ to the summary record of the Board's 
discussion and to the Director-General

1

s response to the debate,^ all of which will be 
published in the records of the B o a r d

1

s proceedings. 

(Sixteenth meeting, 17 January 1986) 

1

 Document EB77/36. 
2

 Document EB77/37. 
3 

Document EB77/33. 
4 

See Annex 10. 

5 See document EB77/1986/REC/2 (Executive Board, seventy-seventh session: Summary 

records). 
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(8) Relations with nongovernmental organizations 

The Executive Board, having considered the report of the Standing Committee on 
Nongovernmental Organizations,1 decided to endorse the revised Working Principles Governing 
the Admission of Nongovernmental Organizations into Official Relations with WHO, annexed to 
the Standing Committee

1

 s report, with the exception of section 5. With regard to this 
section, concerning relations with nongovernmental organizations at regional and national 
levels, the Board requested the regional committees at their 1986 sessions to consider these 
general principles and, if required, to expand them into more detailed principles for 
establishing relations with regional and national nongovernmental organizations• The results 
of their discussions should then be reported back to the Board at its seventy-ninth session 
in January 1987. With reference to sections 1, 2, 3, 4, 6 and 7 of the revised Working 
Principles, the Board requested the Director-General to apply these principles on a trial 
basis and report back on the experience gained to the Board at its seventy-ninth session. At 
that session, the Board would finalize its recommendations on the Working Principles relating 
to global, regional and national nongovernmental organizations, and submit them to the 
Fortieth World Health Assembly in May 1987. 

The Board further decided to maintain official relations with the 52 nongovernmental 
organizations reviewed at its current session.^ However, with regard to the Biométrie 
Society, the Commonwealth Medical Association and the International Sociological Association, 
the Board requested that efforts be made to intensify collaboration with these organizations 
and that a review of progress made be presented to the Board at its seventy-ninth session. 
With regard to the remaining 49 organizations, the Board expressed its appreciation for their 
valuable contribution to the work of W H O . 

(Sixteenth meeting, 17 January 1986) 

(9) Award of the Darling Foundation Prize 

The Executive Board, after considering the report of the Darling Foundation Committee, 
awarded the sixteenth Prize to Professor R , H . Black and the seventeenth Prize to 
Professor D . F . Clyde for their outstanding contributions in the field of epidemiology, 
therapy and control of malaria in different parts of the world. It endorsed the Foundation 
Committee's recommendation that, in accordance with Article 8 of the Regulations of the 
Foundation, the prizes be presented during a meeting of the Thirty-ninth World Health 
Assembly in May 1986; should a recipient be unable to attend the award ceremony in person, 
the prize would be presented to a person representing him. 

(Seventeenth meeting, 17 January 1986) 

(10) Award of the Leon Bernard Foundation Prize 

The Executive Board, after considering the report of the Léon Bernard Foundation 

Committee, awarded the Léon Bernard Foundation Prize for 1986 to Professor Olikoye 

Ransome-Kuti for his outstanding service in the field of social medicine. 

(Seventeenth meeting, 17 January 1986) 

1

 Document EB77/38. 
2 

See Annex 11. 
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(11) Award of the Dr A . T . Shousha Foundation Prize 

The Executive Board, after considering the report of the Dr A . T . Shousha Foundation 
Committee, awarded the Dr A . T . Shousha Foundation Prize for 1986 to Dr Mohamed Labib 
Ibrahim Hassan for his most significant contribution to public health in the geographical 
area in which Dr A . T . Shousha served the World Health Organization. 

(Seventeenth meeting, 17 January 1986) 

(12) Award of the Jacques Parisot Foundation Fellowship 

The Executive Board, after considering the report of the Jacques Parisot Foundation 
Committee, awarded the Jacques Parisot Foundation Fellowship to Dr Pamela Mary Enderby. 

(Seventeenth meeting, 17 January 1986) 

(13) Award of the Sasakawa Health Prize 

The Executive Board, after considering the report of the Sasakawa Health Prize 
Committee, awarded the Sasakawa Health Prize for 1986 jointly to the Ayadaw Township People's 
Health Plan Committee, Burma, Dr Lucille Teasdale Corti and Dr Pietro Corti, and Dr Amorn 
Nondasuta for their innovative work in health development. Of the total sum of US$ 100 000 
available for the Prize, the Board decided that the Ayadaw Township People

1

 s Health Plan 
Committee should receive US¿ 40 000, Dr Lucille Teasdale Corti and Dr Pietro Corti 
US$ 30 000, and Dr Amorn Nondasuta US$ 30 000. 

(Seventeenth meeting, 17 January 1986) 

(14) Provisional agenda for and duration of the Thirty-ninth World Health Assembly 

The Executive Board approved the Director-General's proposals for the provisional agenda 
of the Thirty-ninth World Health Assembly,1 as amended by the Board. Recalling its earlier 
decision^ that the Thirty-ninth World Health Assembly should open on Monday, 5 May 1986, at 
noon, the Board noted that the Thirty-sixth World Health Assembly had decided^ that the 
duration of the Health Assembly should be limited to two weeks in even-numbered years and 
that, as a consequence, the Thirty-ninth World Health Assembly should close no later than 
Friday, 16 May 1986. 

(Seventeenth meeting, 17 January 1986) 

(15) Date and place of the seventy-eighth session of the Executive Board 

The Executive Board decided that its seventy-eighth session should be convened on 
Monday, 19 May 1986, at WHO headquarters, Geneva, Switzerland. 

(Seventeenth meeting, 17 January 1986) 

Document EB77/41. 
2

 Decision EB76(13). 
3

 Resolution WHA36.16. 
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ANNEX 1 

ADDITIONAL SUPPORT TO NATIONAL STRATEGIES FOR HEALTH FOR ALL 

IN THE LEAST DEVELOPED AMONG DEVELOPING C O U N T R I E S
1 

[EB77/15 - 20 November 1985] 

Report by the Director-General 

I. INTRODUCTION 

1. The Executive Board, in its seventy-fifth session in January 1 9 8 5 , considered the 
Director-General

1

 s progress report on the Global Strategy for Health for All by the Year 
2000. In the discussion, members noted that recent alarming trends in the economic and 
health situation of many developing countries, particularly the least developed among them, 
had been aggravated by natural and man-made disasters (a list of the least developed 
countries is appended). The already vulnerable economies of these countries had been 
strained to ensure the physical survival of their peoples; even if the threat to survival 
was averted, the current critical situation might jeopardize the implementation of their 
health strategies. Concern was expressed by many members that all possible action should be 
undertaken to mobilize new financial and technical resources to enable the least developed 
countries to pursue their goals, to strengthen their health infrastructure and to ensure a 
better quality of life. The Board recommended in its resolution EB75.R14 that the 
Thirty-eighth World Health Assembly consider the matter. 

2. The Health Assembly reaffirmed that concern over the deteriorating health situation in 

the least developed among the developing countries, which stood in flagrant contradiction to 

the Global Strategy for Health for All adopted unanimously by WHO'S Member States. It 

requested the Director-General: (1) to mobilize new financial and technical resources to 

support national strategies for health for all in the least developed among developing 

countries within the existing Special Account for Assistance to the Least Developed Among 

Developing Countries in the Voluntary Fund for Health Promotion； and (2) to prepare a report 

for further consideration by the Executive Board and the Health Assembly on possible actions 

which can support these countries in strengthening their health infrastructures and thereby 

enhance their capacities to attract and absorb significant quantities of new health resources 

(resolution WHA38.16). 

3. The estimated 300 million people living in the 36 least developed countries (LDCs) are 
trapped in a vicious circle of poverty, malnutrition, disease and despair that saps their 
energy, reduces their productive capacity, and carries a heavy toll of morbidity and 
mortality. These countries are the poorest and economically weakest of the developing 
nations, with the most formidable structural, social and health problems. Their restricted 
resource b a s e , complicated by their weak health infrastructure and the inadequate numbers of 
qualified health workers, has made it difficult for them to move with any vigour towards a 
realization of their national health-for-all strategies. While they have primary 
responsibility for their own overall development, concerted action and support by the 
international community will be required to reverse the serious health situation they face. 
This support will need to come from the developed countries, from the developing countries 
which may be in a position to be of assistance, and from relevant international and 
nongovernmental organizations. 

1

 See resolution EB77.R2. 
2

 Document WHA38/1985/REC/1, Annex 6. 

-27 -



28 EXECUTIVE BOARD, SEVENTY-SEVENTH SESSION 
II. ACTION BY THE UNITED NATIONS SYSTEM 

4. The organizations of the United Nations system undertook a new initiative at the United 
Nations Conference on the Least Developed Countries held in Paris in 1981 when they launched 
the Substantial New Programme of Action for the 1980s for the Least Developed Countries 
(SNPA).1 The Conference affirmed that there is an immediate need for a greatly expanded 
programme, including a major increase in the transfer of additional resources, to meet the 
critical needs of the LDCs and to help them promote more rapid socioeconomic development. 
Participants emphasized the particular importance of the contribution that economic and 
technical cooperation among developing countries can make, inter alia, to the development of 
the least developed among them. 

5. The main objectives for intensified international support to the LDCs within the 
framework of the SNPA included special attention to food security and agricultural 
development； human resources and social development, including health； natural resources 
and energy development； manufacturing； physical and institutional infrastructure 
development; environment; foreign trade; economic restructuring and strengthening; and 
disaster assistance. Health, nutrition and population issues rank among the priorities 
identified for specific attention in the SNPA, and WHO'S participation ensured that the 
Global Strategy for Health for All by the Year 2000 based on primary health care was adopted 
as the approach to be followed. 

6. The United Nations Conference on Trade and Development (UNCTAD) has been designated as 
coordinating secretariat for the SNPA, and the United Nations Development Programme (UNDP) 
and the World Bank have taken the lead in focusing the resources of the donor community on 
the specific needs of the LDCs. Within the limitations imposed by the modest increases in 
funding supplied to UNDP, preferential funding to the LDCs has been increased and UNDP has 
channelled greater contributions through its Special Measures Fund for the Least Developed 
Countries and the United Nations Capital Development Fund (UNCDF). The main collaborating 
mechanisms at the national level for reviewing needs and for the generation of the required 
external resources for individual countries have been the UNDP-supported round table meetings 
of donors and agencies of the United Nations system and the World Bank-supported consultative 
group meetings. WHO has played a significant role in support and advocacy on behalf of 
health sector requirements during the first half of this important decade. 

7. A mid-term review of the progress made towards the objectives of the SNPA was carried 
out in October 1985 by all concerned governments and donors under the auspices of UNCTAD. 
There was general agreement that inadequate progress had been made in reaching the 
established targets. The success of formal donor consultations in mobilizing additional 
resources for the LDCs concerned has varied from case to case over the years, but it was 
conceded that the results of round table meetings in the early 1980s had been generally 
disappointing. The widespread economic recession of the early 1980s has restrained any 
significant increase in official development assistance during this period and for the 
foreseeable future. The situation has been further complicated by the demands placed upon 
the donor community by the emergency situations in drought-affected countries, war zones and 
assistance to refugees. In view of all this, governments represented at the mid-term review 
of the SNPA emphasized the need for renewed efforts to ensure that the LDCs would receive 
priority attention from donor agencies from now to the end of the decade• 

III. MOBILIZATION OF TECHNICAL AND FINANCIAL RESOURCES BY WHO FOR THE LEAST DEVELOPED 
COUNTRIES 

Technical resources 

8. In addition to its overall policy and operational coordination at the international 
level, WHO provides technical resources to the developing countries for direct support to 
their national health development. Fundamental to this support, and particularly crucial for 
the least developed countries, is the support provided for strengthening health system 
infrastructure, which is aimed at establishing comprehensive health systems based on primary 
health care. The infrastructure provides the essential framework for the development of 
health science and technology for the protection and promotion of health and the control of 
disease. The establishment, progressive strengthening, organization and operational 

1 Reported to the Executive Board in January 1982 (document EB69/44). 
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management of health system infrastructures, including the related m a n p o w e r , is achieved 

through the systematic application of a well-defined managerial process and related health 

systems research based on v a l i d , available information. Support is provided to assist the 

defining of national strategies for health for all based 011 overall health policy and the 

articulation of a clear national plan of action for primary health care to achieve the 

delivery of well-defined country-wide health programmes. Support is also provided for the 

development of information systems to analyse the health situation and trends as the basis 

for the planning of health systems. In most L D C s , the existing health infrastructure 

typically lacks coherent and coordinated organization and the management capacities to assure 

the application of the essential elements of primary health care to entire populations. WHO 

support in these areas aims also at increasing community involvement and coordinated 

intersectoral action to ensure the best application of all national resources. Particular 

attention is paid to the selection of technologies appropriate for use at the local and 

national level and the training of people who form the key to developing and sustaining 

national health programmes. 

9 . Technical cooperation among developing countries (TCDC) is another vital force for 

initiating, designing, organizing and promoting cooperation among developing countries for 

the sharing of pooled knowledge, experience and technical resources. WHO plays a catalytic 

and supportive role in this cooperation, supporting, for example, the production and 

distribution of essential drugs and medical equipment, the development of low-cost technology 

for water supply and wastes disposal, joint training programmes for manpower development, and 

collaborative research. 

1 0 . Technical and managerial support to LDCs has been geared towards identifying those 

activities that will gain the optimal impact from domestic (national) resources as a first 

and necessary step to identifying the need for additional external resources which may be 

required from enlightened donor partners. This has been facilitated through the methods 

incorporated in the country health resource utilization (CRU) reviews, which are now seen as 

an integral part of the managerial process for national health development. The starting 

point is the study of national resource utilization, in order to rationalize its application 

for the development of primary health care, reallocations being recommended as necessary to 

meet that e n d . External resources already available must be examined to ensure their most 

effective u s e . A major output of each CRU review is the preparation of w e l l conceived 

proposals for external funding which are then made available for donor review. Since they 

were first used in 1 9 8 1 , the CRU reviews have been applied as a priority to L D C s , and 17 LDCs 

have now carried out their own reviews. The proposals have been used successfully in 

bilateral negotiations with individual donors in some cases. Other countries have chosen to 

convene follow-up round table meetings for the health sector in the context of the SNPA. 

11. Recent years have also seen the expansion and development of new programmes which carry 

primary benefits to the developing countries and address some of the most pressing problems 

in the L D C s . More effort is still required to ensure that the work of these new programmes 

is coordinated to enhance the building up of the basic infrastructure for primary health care 

and the capacity of the country to sustain the programmes. The Action Programme oil Essential 

Drugs and Vaccines is focusing attention on the LDCs and has concrete activities under way in 

20 out of the 36 LDCs； plans call for increasing that number before the end of the 1980s. 

Some 20 countries are the beneficiaries of nutrition support programmes to combat 

malnutrition, most of them among the L D C s . Most of the LDCs h a v e , with WHO support, 

developed their expanded programmes on immunization and their diarrhoeal disease control 

programmes as part of overall primary health care efforts in order to interrupt the vicious 

circle of the preventable but devastating diseases of childhood. Other activities supported 

by WHO from within the country and from the regional and global l e v e l , ranging from the 

promotion of safe drinking-water supply and sanitation to action for the prevention of 

blindness, tropical disease research and new vaccine development, all have a bias towards the 

needs of the countries where infrastructure is the weakest and where the benefits will be the 

greatest. Once a g a i n , the benefits of these new programmes and of discoveries in such fields 

as tropical disease research and new vaccine development can have their maximum effect only 

when the health system infrastructure provides the framework for their application. 

Financial resources 

12. With regard to WHO'S regular budget, the situation has evolved favourably in that a 

growing proportion of resources is being devoted to technical cooperation with and services 

to Member States. This trend has resulted from the Health Assembly's historic decision in 

resolution WHA29.48 (May 1976) calling upon the Director-General to reorient the working of 
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the Organization with a view to ensuring that allocations of the regular programme budget 

reach the level of at least 60% in real terms towards technical cooperation and provision of 

services by 1980. Not only has this goal been reached but it has actually been surpassed as 

a result of recent years
1

 budgetary policy placing increasing emphasis on activities at 

country l e v e l . T h u s , as shown in the programme budget for 1986-1987, nearly 70% of the 

regular budget is now allocated to country and regional levels. M o r e o v e r , despite recent 

y e a r s
1

 budgetary constraints w i t h zero real g r o w t h , it has been found possible also in 

1986-1987 to provide a 4% real increase in country allocations, offset by decreases at other 

l e v e l s . As a result of this policy it h a s , therefore, been possible also in respect of the 

regular budget to increase the resources being made available for health activities in the 

developing countries, including L D C s . 

1 3 . The importance of the development of health system infrastructure is reflected in the 

regular programme budget by the fact that almost 33% of regular budget funds are devoted to 

this type of support. Included in this 33% is the 11% of the budget devoted to health 

m a n p o w e r development alone• 

14• Regional programme budget policies are aimed at making the maximum use of the 
Organization's resources to the benefit of Member S t a t e s , especially the L D C s . An 
illustration of this commitment can be seen in the proposed programme budget for the biennium 
1986-1987 for A f r i c a , where the allocation for intercountry projects has been decreased by 
16.8% to permit a corresponding increase in individual country allocations of some 17» 5%. In 
the Eastern Mediterranean R e g i o n , the country allocations in WHO'S regular budget go almost 
entirely to the L D C s , the m o r e wealthy countries having relinquished their share a n d , in 
a d d i t i o n , provided extrabudgetary resources for the LDCs of the R e g i o n . 

15. The importance of strengthening health system infrastructure within the context of WHO 

support to individual countries is seen most clearly at this l e v e l . An examination of the 

country programmes for the 36 LDCs reveals that, on the average, W H O
1

s resources are applied 

to activities in health infrastructure development with far greater weight than activities in 

other a r e a s . An average of 63% (64.8% in 1982-1983, 63.1% in 1984-1985, 61.6% in 1986-1987) 

of the country programme budget in the LDCs is aimed specifically at infrastructure 

strengthening. 

16* The importance of extrabudgetary resources for WHO'S work and the provision of 
assistance to developing countries has long been recognized by all c o n c e r n e d . Over the years 
the Board and the Health Assembly have adopted a number of resolutions and decisions urging 
Member States and all other existing and potential sources of extrabudgetary funds to make 
voluntary contributions in support of the Organization's w o r k , with particular reference to 
the needs of the developing countries. At the same time they have requested the 
Director-General to continue to develop appropriate mechanisms for attracting and 
coordinating an increased volume of bilateral and multilateral aid for health purposes. 

1 7 . Following the amalgamation of a number of special accounts into the Voluntary Fund for 

Health Promotion, the past two decades have seen a significant growth in extrabudgetary 

resources available to the Organization for programme purposes, both as part of and in 

addition to the F u n d , The special accounts channel contributions to action in the areas of 

m a l a r i a , community w a t e r supply, leprosy, diarrhoeal diseases, the prevention of blindness, 

and the Expanded Programme on Immunization. Another is the Special Account for Assistance to 

the Least Developed among the Developing Countries, T h u s , this latter account is only one 

account among many which provide specific and directed support to priority programmes in 

L D C s . More recently this trend has been accentuated as a result of the establishment of a 

number of important special programmes, such as the Onchocerciasis Control Programme in the 

Volta River Basin Area and the Special Programme for Research and Training in Tropical 

D i s e a s e s . A new grant of US$ 250 000 has just been received for health resource utilization, 

rationalization and mobilization w o r k in the African Region. The Director-General has also 

pursued new resource mobilization m e c h a n i s m s , such as the creation of the Primary Health Care 

Initiative F u n d , 

1 8 . The Primary Health Care Initiative Fund was established in 1981 to support countries in 

their planning process for primary health c a r e , and particularly to support their efforts in 

reviewing their resource utilization. This Fund has been applied in a priority way to LDCs 

a n d , in a number of c a s e s , has been used to support the carrying out of country health 

resource utilization reviews in those c o u n t r i e s . The Fund has expended some USÍ 750 000 in 

providing such support to 17 LDCs to d a t e , and ensuring the printing and distribution of the 

resource utilization review documents to donors and round table m e e t i n g s . 
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19. In purely financial terms the increased support of TOO
1

s work from extrabudgetary 
resources is illustrated, for example, by the fact that the cumulative total contributions to 
the Voluntary Fund for Health Promotion from inception until the end of 1984 amounted to 

US$ 446 956 8 3 5 . During the last 10 years the annual contributions to the Fund increased 
significantly from a level of about US$ 15 million in 1974 to some USÍ 35 million in 1984. 
Similarly, the total contributions made to the Onchocerciasis Control Programme in the Volta 
River Basin Area from inception until 1984 amount to about US$ 155 million and to the Special 
Programme for Research and Training in Tropical Diseases to nearly US$ 160 million. For 
these two major programmes the currently anticipated extrabudgetary financing stands at about 
US$ 45 million and US$ 64 million respectively for 1986-1987. As can be seen, very 
substantial progress has been made during the past decade in the mobilization of 
extrabudgetary resources to the benefit of the Organization's work and thus of its Member 
States, in particular the developing countries (including the LDCs). This encouraging 
situation is also illustrated by the fact that of the two main sources of financing the work 
of WHO for 1986-1987, nearly half is accounted for by sources of funds other than the regular 
budget. 

IV. CONTINUING ACTION BY WHO FOR THE MOBILIZATION OF RESOURCES 

20. Resource mobilization efforts continue in a wide variety of ways to reinforce what WHO 
is already doing to strengthen health system infrastructure in developing countries. New and 
active liaison with the major donor capitals is being fostered with a view to enhancing the 
commitment of enlightened donors to health development programmes which reflect the priority 
needs of developing countries. These cooperative programmes with donors are regularly 
reviewed during annual meetings with such donor countries as Denmark, Finland, Sweden, and 
the United States of America. WHO continues to assure the overall coordination of the 
mobilization of resources for its technical support activities, promoting coordination among 
these donor efforts through regular pledging meetings and coordinating bodies. Special 
collaboration with the World Bank, UNDP and major donor partners exists to ensure rapid 
progress in the areas of drinking-water supply and sanitation, tropical disease research, and 
human reproduction. 

21. The structures and mechanisms, therefore, already exist for the continuing efforts by 
the Director-General and the Secretariat to mobilize financial and technical resources to 
support the priority programmes of the least developed among the developing countries. The 
Organization has committed itself to a reinforcement of all of these efforts to support the 
LDCs in their struggle to improve the quality of life of their peoples. 
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Appendix 

LIST OF LEAST DEVELOPED COUNTRIES BY WHO R E G I O N
1 

Africa (23) 

Benin 
Botswana 
Burkina Faso 
Burundi 

Central African Republic 
Chad 

Cape Verde 
Comoros 
Equatorial Guinea 
Ethiopia 
Gambia 
Guinea 
Guinea-Bissau 
Lesotho 
Malawi 
Mali 
Niger 

Rwanda 
Sao Tome and Principe 

Sierra Leone 
Togo 

Uganda 
United Republic of Tanzania 

Americas (1) 

Haiti 

South-East Asia (4) 

Bangladesh 
Bhutan 
Maldives 
Nepal 

Eastern Mediterranean (6) 

Afghanistan 
Democratic Yemen 
Djibouti 
Somalia 
Sudan 
Yemen 

Western Pacific (2) 

Lao People's Democratic Republic 
Samoa 

1 Total of 36 countries, with a population of approximately 300 million. 



ANNEX 1 

RECENT DEVELOPMENTS IN TROPICAL DISEASES RESEARCH 

[EB77/21 - 27 November 1985] 

Progress report by the Director-General 

The following report reviews the progress and current status of 
activities conducted with the support of the UNDP/World Bank/WHO 
Special Programme for Research and Training in Tropical Diseases (TDR). 

TDR is a goal-oriented research and training programme with two 
interdependent objectives: through research and development, to obtain 
new and improve existing tools for the control of major tropical 
diseases; to strengthen the research capabilities of the tropical 
countries. The research is conducted on a global basis by 
multidisciplinary scientific working groups; the training and 
institution-strengthening activities are limited to the tropical 
countries where the diseases are endemic. The diseases selected for 
attack are malaria, schistosomiasis, filariasis (including 
onchocerciasis), the trypanosomiases (both African sleeping sickness 
and the American form, Chagas

1

 disease), the leishmaniases and 
leprosy. Scientific working groups are also active in biological 
control of vectors, epidemiology, and social and economic research. 

Overall, T D R
1

s main achievement has been the mobilization of 
academic, industrial and other institutions to support research oil 
major tropical diseases. The increasing involvement in this research 
of scientists and institutions of the developing countries in which 
these diseases are endemic can be seen as part of this achievement. 
Testifying to the success of TDR*s impact on these diverse research 
areas is the increasing number of scientific publications stemming from 
TDR-funded projects - over 4000 by 31 October 1985, just over half the 
authors being scientists from developing countries. 

More specifically, the Programme has produced a number of tangible 
results: some 50 "products", including potential vaccines (against 
malaria and leprosy, for example)； biological toxins for disease 
vector control (such as Bacillus thuringiensis H-14 and 
B . sphaericus); new drugs (such as the antimalarial, mefloquine, and a 
new agent being tested against African sleeping sickness, 
DL-a-difluoromethylornithine or DFMO)； diagnostic tests (for African 
trypanosomiasis, Chagas

1

 disease, schistosomiasis, malaria and 
leprosy)； and tests to measure sensitivity of parasites (malaria 
parasites, for example) to drugs. 
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1 . INTRODUCTION 

TDR is now in its third stage of development. Planning dominated the first stage. The 
second stage focused on implementing plans. The present, third stage in T D R

1

s development is 
marked by results: usable products and technologies are emerging from work supported by the 
Programme. Four main types of tool are being developed for the control of the six "target" 
diseases: drugs, vaccines, diagnostic methods and new vector control techniques. Some are 
ready for use or are actually being used for disease control and treatment• Others are at an 
advanced stage of development: they have been shown to be effective but require refinement 
before they can be used. Yet others are still only promising leads derived from 
TDR-supported research. 

Not all the developments described here stem originally from TDR-supported work. Nor 
have they all been supported exclusively by the Programme. But in many cases where original 
discoveries were made outside the Programme their subsequent development - including the many 
stages of laboratory and field testing - has benefited from TDR support. 

The following is a brief account of recent progress in T D R
1

s activities. Further 
details can be found in many of the documents published by TDR, in particular the Seventh 
Programme Report, which is issued in English and French.1 

2. MALARIA 

Malaria is still the most important parasitic disease in the tropics. In 1983, the most 
recent year for which reliable figures are available, 389 million people - one-twelfth of the 
world's population - were living in areas, mostly in Africa, where malaria is still highly 
endemic and where no specific antimalaria measures are being applied. A further 2227 million 
一 48% of the world

1

 s population 一 were living in areas where malaria is still endemic but 
where control measures have somewhat reduced its level of endemicity, 

2.1 The organisms 

Of the hundred or so species of Plasmodia that exist in nature, four are generally 

pathogenic to man: Plasmodium falciparum, P . vivax, P. ovale and P . malariae. P . falciparum 

is the parasite responsible for most cases of malaria (80% worldwide) and for the most 

iUNDP/World Bank/WHO Special Programme for Research and Training in Tropical 

Diseases• Tropical disease research: Seventh programme report, 1 January 1983-31 December 

1984. Geneva, World Health Organization, 1985. 一 一 
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severe, often fatal, forms of the disease. It is deeply entrenched in tropical Africa. 
P. vivax is the commonest species in the Americas and in Asia. These two species account for 
most of the human suffering and economic loss due to malaria in the world today. In southern 
Asia, where renewed efforts at malaria control have shown recent successes, the incidence of 
P, vivax infection has fallen but that of P. falciparum has remained virtually unchanged. 
This is an ominous sign and apparently due to drug resistance. Any relaxation of malaria 
control efforts in these areas could well cause an explosive upsurge in incidence. 

2.2 Control 

The tools and methods available for malaria control have not (with the exception of the 
new antimalarial drug, mefloquine) increased significantly in number over the past three 
decades and have even declined in efficacy. In many areas, resistance of vector anopheline 
mosquitos to insecticides has prompted a shift from chlorinated hydrocarbon insecticides, 
such as DDT and HCH, to organophosphorous compounds or the more expensive carbamides. 
Exophilic (outdoor) vectors, such as the Anopheles balabacensis mosquitos in South-East Asia 
or the An. nuneztovari group in South America, are not amenable to control by indoor spraying 
of insecticides, and the inaccessibility and wide distribution of their breeding places make 
larval control practically impossible. 

Resistance of P. falciparum to drugs, however, has probably become the most important 
threat to effective control of the disease. It has arisen largely through a combination of 
massive antimalarial drug deployment and a failure to combat transmission of the disease• 
Population movements have also played a part in the occurrence and spread of resistance. By 
the end of 1984 chloroquine-resistant P. falciparum was present in 15 countries in eastern 
Asia and Oceania, 10 in South America and 15 in Africa (mostly south of the equator, where it 
had reached the Atlantic coast in three countries). Resistance to the second-line 
sulfonamide/pyrimethamine combination is already widespread in parts of South-East Asia and 
South America, and there have been recent reports of declining efficacy of treatment in other 
areas, including East Africa. Although chloroquine arid especially amodiaquine are still 
effective in most "semi-immune" individuals in tropical Africa, their ineffectiveness in an 
increasing number of non-immune patients poses a major threat to millions of infants and 
young children. 

Apart from technical problems, malaria control has also suffered from inflationary 
increases in the costs of insecticides, drugs, equipment and fuel. In contrast, government 
budgetary expenditure on malaria control has not increased and, in many countries, has even 
been cut back. All in all, the balance favours the malaria parasite. 

Current efforts at malaria control hold only limited promise. New approaches are 
clearly required, and this is the goal of TDR's three scientific working groups (SWGs) on 
malaria: that on the Chemotherapy of Malaria (CHEMAL) pursues the development of new 
antimalarial drugs; that on the Immunology of Malaria (IMMAL) has made considerable progress 
in the development of "causal" prophylactic vaccine (acting directly on the cause of the 
disease), clinically attenuating vaccine and transmission-blocking vaccine; and that on 
Applied Field Research in Malaria (FIELDMAL) aims at the improvement of epidemiological and 
control technology and the validation and field application of new tools emanating from the 
work of CHEMAL and IMMAL. 

2.3 Chemotherapy of malaria 

New drugs are urgently needed that possess blood schizontocidal, tissue schizontocidal 
and gametocytocidal properties. They must be inexpensive, safe, long-acting and effective in 
preventing relapses. 

Mefloquine, a quinolinemethano1, is a potent blood schizontocide active against 
multi-resistant falciparum malaria. It continues to be developed by the Scientific Working 
Group on the Chemotherapy of Malaria (CHEMAL) in collaboration with Hoffmann-La Roche and 
Company of Basel, Switzerland, and the Walter Reed Army Institute of Research, Washington, 
D.C. Studies carried out so far have permitted its registration for treatment in adults 
(except pregnant women) and in children over two years of age. Trials of the "monosubstance" 
(mefloquine alone) in pregnant women, in whom the effects of malaria can be devastating, have 
begun. 

Potential resistance to mefloquine is causing great concern mainly because: (1) the 
drug is structurally similar to other currently used blood schizontocides, such as quinine, 
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amodiaquine and chloroquine; (2) stable resistance has been induced in the laboratory; and 
(3) isolated cases of mefloquine-resistant falciparum infection have been observed in the 
field. Everything must be done to prevent mefloquine resistance from becoming a major 
problem. One approach is to ensure, as far as possible, that the drug will be used 
rationally: for example, in suitable combinations with other drugs - a strategy known to 
reduce the risk of resistance. One drug combination has already been developed, and a WHO 
Scientific Group has made recommendations for the use of mefloquine alone and in combination 
with other drugs, stating "(a) that governments should legislate for strict control of the 
importation, distribution, and utilization of mefloquine alone or in drug combinations； 
(b) that the use of mefloquine by communities in endemic areas should be restricted to the 
treatment of acute malaria attacks that are likely to be due to multiple drug-resistant P . 
falciparum,••； (с) that, when available, drug combinations known to delay the development of 
drug resistance (as might be the case with the mefloquine/sulfadoxine/pyrimethamine 
combination currently under development) should be used for prophylaxis or treatment, when 
necessary, instead of mefloquine; (d) that mefloquine should not be distributed for use as a 
single prophylactic drug by residents in endemic areas".1 

Another approach is to develop a second generation of drugs, to be used if resistance 
becomes widespread• Such drugs should preferably have different structures and modes of 
action from mefloquine and the other drugs currently in use, lest cross-resistance diminish 
their usefulness. CHEMAL is collaborating with pharmaceutical firms on at least five 
compounds, which are in various pre-clinical and clinical stages of development. 

Qinghaosu (artemisinine), the active principle of the Chinese medicinal herb 
Artemisia annua, is a structurally novel antimalarial. The parent compound and several 
derivatives have been widely studied by Chinese scientists and shown to have a rapid action 
in the treatment of chloroquine-resistant falciparum malaria. The assessment of this series 
of compounds is of extremely high priority. 

Developing a drug from synthesis to clinical use can take many years (for mefloquine it 
took over 15)• Priority is therefore already being given to the development of a third 
series of blood schizontocides. The steps in this process include： synthesis of "lead" 
compounds (e.g.

9
 simple trioxanes, structures derived from the more complex Qinghaosu 

molecule)； evaluation of plant-derived compounds known to have antimalarial activity; and 
studies on basic parasite biology and biochemistry to provide leads for the rational 
development of new compounds selectively toxic to the parasite (sparing the host). 

The emergence and spread of resistance to widely used antimalarial drugs are regarded as 
inevitable. Susceptibility of the parasite to existing drugs must therefore be monitored and 
baseline sensitivity data obtained for new drugs. High priority is given to the development 
of tests for these purposes. Basic studies on the genetics of drug resistance are also in 
progress. It is hoped that these lines of research will lead to a more rational approach to 
the development and use of antimalarial drugs• 

In circumstances where prophylactic measures are called for, a drug specially formulated 
to act for up to three months would ensure maximum patient compliance. Feasibility studies, 
using pyrimethamine as a model, are almost completed. Further development of long-acting 
formulations depends on the future availability of drugs suitable for operational use. 

2.3.1 Highlights of recent activities 

• Mefloquine, the first new antimalarial to be clinically tested in 
20 years, has been registered in Switzerland for the prophylaxis 
and treatment of malaria in adults (except pregnant women) and in 
children over two years of age. The triple drug combination 
comprising mefloquine, sulfadoxine and pyrimethamine has been 
registered in Switzerland and Thailand. Restricted use of the 
combination in adults and in children over two years of age began 
in Thailand in late 1984. 

IWHO Technical Report Series, N o . 711, 1984 (Advances in malaria chemotherapy: report 
of a WHO Scientific Group), section 5.2 (4). 一 
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Contacts are being maintained with five pharmaceutical companies 
on the preclinical and clinical development of new blood 
schizontocidal compounds belonging to a variety of chemical 
classes. Several simple trioxane ring compounds have also been 
shown to possess blood schizontocidal activity and several new 
8-aminoquinolines, tissue schizontocidal activity. Primaquine 
itself has been the subject of intense research, essentially on 
pharmacokinetics, metabolism and mode of action, and significant 
findings are emerging. 

Kits for the in vitro testing of P . falciparum for susceptibility 
to sulfadoxine and pyrimethamine are being standardized in a 
multicentre study in Switzerland, Thailand and the United States 
of America, and field-tested in several malaria-endemic countries. 

Exoerythrocytic stages of P , vivax have been successfully grown in 
culture, paving the way for the development of in vitro screens 
for tissue schizontocidal activity of primaquine, its metabolites 
and other 8-aminoquinolines• 

2.3.2 Diagnostic tests 

Current methods of diagnosing malaria involve examination of stained blood films under 
the microscope, a reasonably sensitive and specific procedure, but time-consuming and 
expensive and requiring trained personnel. Immunodiagnostic techniques are being developed 
by the Scientific Working Group on the Immunology of Malaria (IMMAL) (see section 2.4 below), 
while CHEMAL is exploring the diagnostic potential of DNA probes, which have already been 
developed for P . falciparum and P . vivax in a CHEMAL-supported study conducted at Harvard 
Medical School in Boston, M A , USA, Similar studies with P . falciparum have been conducted by 
others outside the Programme. A major advantage of DNA probes is the possibility of rapidly 
testing many blood samples, a particularly useful asset in large population surveys. DNA 
probes appear to have adequate specificity, and their current sensitivity approaches that of 
methods employing well-trained microscopists. Initial field tests have yielded promising 
results. Studies aimed at increasing the sensitivity of DNA-probe methods and at developing 
simple, non-radioisotopic methods are being conducted with CHEMAL support. 

2.3.3 The future 

CHEMAL will continue clinical development of candidate antimalarials already identified 
and will search for new antimalarials. In particular, Phase III trials of mefloquine and of 
mefloquine in combination with other drugs will be completed. Phase I and II trials of other 
blood schizontocidal drugs will begin. Studies of the tissue schizontocide, primaquine, will 
continue, and preclinical studies will be undertaken on selected Qinghaosu derivatives. 
Tests for sensitivity of P . falciparum to selected antimalarials and for the detection and 
quantification of antimalarials in blood and tissue will be developed. 

2.4 Immunology of malaria 

The development of vaccines and the improvement of immunodiagnostic methods have 
remained the two major research priorities of IMMAL. 

Malaria vaccine research is now being vigorously pursued in a large number of 
laboratories and there has been a virtual explosion of scientific publications on the 
subject. Pessimism about the feasibility of developing effective vaccines against malaria 
has been largely replaced by a mood of cautious optimism, based, first, on recent advances in 
applying molecular biology to malaria research, and secondly, on the expectation that new 
vaccine production technology will be applicable to malaria. 

The strategy for malaria vaccine development is based on the identification and 
characterization of those parasite antigens which specifically stimulate protective immune 
responses. The next phases involve cloning of the genes coding for the protective antigens 
or antigenic structures (epitopes), their expression in bacteria, analysis of their 
nucleotide sequences, deduction of the amino-acid sequences of the encoded molecules and 
production of the molecules by genetic engineering methods or chemical synthesis. 
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Much of the malaria parasite

1

 s life-cycle involving the vertebrate host takes place 
within the liver or blood cells, where the organisms are relatively well protected from 
immune attack. Interest is therefore focused on the extracellular forms - sporozoites and 
merozoites - which come into direct contact with the immune system, and also on the sexual 
stages, which develop within mosquitos and could be possible targets of vaccines capable of 
blocking transmission of the disease. 

Most current research on malaria vaccine centres on the analysis and production of 
antigens of these various parasite forms. Stage-specific antigens are of special interest, 
since protective immunity is apparently stage-specific. Thus, a sporozoite-based vaccine 
would not be expected to protect against malaria transmitted by transfused blood containing 
asexual-stage parasites, nor would a gamete-based vaccine be expected to protect against 
infection by sporozoites and the development of disease due to the asexual blood stages. 

It is now reasonable to expect that experimental malaria vaccines will in the near 
future be brought to the stage of initial testing for efficacy, tolerance and toxicity. TDR 
collaborates closely with agencies in the United States of America actively involved in this 
w o r k , including the United States Agency for International Development (USAID), the Walter 
Reed Army Institute of Research and the National Institutes of Health (NIH). The Programme's 
goal is to develop a vaccine which could be effectively incorporated into public health 
measures for malaria control. 

The remarkable recent progress made in the identification and production of potentially 
protective antigens contrasts strikingly with the still fragmentary understanding of the 
mechanisms and possible indicators of protective immunity in m a n . At this stage of their 
development, the effectiveness of malaria vaccines for disease control remains to be 
demonstrated. Their effectiveness in protecting individuals and in stemming transmission of 
the disease will have to be carefully evaluated under tropical conditions. 

2.4.1 Highlights of recent activities 

• The most striking advance in malaria vaccine research has been the 
cloning of the gene coding for the major protective surface 
protein of sporozoites of P, falciparum. As a result of this 
achievement, reported in mid-1984 independently and almost 
simultaneously at NIH and by IMMAL-supported scientists at New 
York University, the first malaria vaccine should soon be ready 
for initial testing for toxicity, tolerance and efficacy. 

參 Other noteworthy advances in research, much of it supported by 
IMMAL, include: the identification, in several species of 
Plasmodium, including P . falciparum, of potentially protective 
antigens on the surface of asexual blood-stage forms of the 
parasite - the intraerythrocytic schizont and the extracellular 
merozoite; the identification of a stage-specific antigen of 
P, falciparum exoerythrocytic (liver) stages; the analysis and 
amino-acid sequencing of P, falciparum "S-antigens", which are 
released in large quantities at the time of schizont rupture; the 
identification of the P« falciparum gamete antigens which are the 
targets of transmission-blocking immunity; the development of a 
simple, highly sensitive, species-specific assay - the Zavala test 
- u s i n g the monoclonal antibody technique to detect sporozoites in 
infected mosquitos. 

2.4.2 The future 

IMMAL will continue its programme of vaccine development. It is expected that clinical 
testing of antisporozoite vaccines will soon be carried out. Cloned gene products from other 
life-cycle stages should become available for use in candidate vaccines. Analysis of immune 
mechanisms and immunopathological complications in malaria and the development of 
immunodiagnostic tests will continue. 
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Malaria vaccine research will soon progress from the stage of fundamental laboratory 

investigation to the developmental stages, involving pilot-scale production and initial 
testing for efficacy, tolerance and toxicity. Indeed, in the case of antisporozoite vaccines 
the development programme is already under w a y . Although several candidate antigens from 
asexual blood-stage parasites have been identified on which future malaria vaccines might be 
based, there is still a long way to go before this form of malaria vaccine will be ready for 
clinical trials. Among the problems to be solved are the production, formulation and 
selection of suitable adjuvants and carrier molecules. It is therefore impossible to predict 
when malaria vaccines will become commercially available, but the present rate of progress 
and the commitment of industry justify optimism. 

2.5 Applied field research in malaria 

The aims of the Scientific Working Group 
are to promote the best use of existing tools 
of reliable epidemiological data, to evaluate 
field research. 

on Applied Field Research in Malaria (FIELDMAL) 
for the control of malaria and, on the strength 
new tools and methods for malaria control and 

Over the past two years FIELDMAL has been concerned mainly with: the growing severity 
and increasing spread of resistance of P . falciparum to chloroquine; the complex pattern of 
"family relationships" among the different Anopheles species and the roles of different 
members of these families in malaria transmission; and the integration of malaria control 
into local primary health care systems. 

2.5*1 Malaria vector control 

Insecticides and spraying devices 

Resistance of Anopheles to insecticides or p e o p l e
1

s objections to spraying call for 
modified operational approaches. In one study, pirimiphos methyl was effective for up to 
three months when applied on walls but had little effect in ultra-low volume (ULV) space 
spraying. The former method can now be evaluated in a larger trial in order to determine its 
effectiveness, cost and acceptability to the population. In another trial, spraying of 
fenitrothion in a single swath 10-85 cm high on interior walls proved more effective against 
A . aconitus than coverage of entire walls. 

An electrostatic spraying device already used in agriculture is being adapted to vector 
control and overcomes many of the difficulties experienced with established methods. A 
prototype sprayer is being prepared for village trials. 

Biological control 

In semi-arid areas of northern Somalia it was shown that malaria can be controlled by 
the introduction of a species of larvivorous fish (Oreochromis spilurus spilurus) into 
mosquito breeding sites. Other species of fish are now being tested under different 
ecological conditions. 

2.5.2 Highlights of recent activities 

• A global system for monitoring the spread of P, falciparum 
resistance to drugs has been set up and integrated into the 
routine epidemiological activities of national health services in 
several countries in Africa, Central and South America and 
South-East A s i a . 

• Kits to test the sensitivity of P. falciparum to 4-aminoquinoline 
drugs and to the new antimalarial, mefloquine, are being produced 
in the Philippines, initially under a research agreement with TDR. 

• Ways of gearing antimalarial treatment to the specific needs and 
circumstances of individual communities are being developed from 
studies in Guatemala, Kenya, Thailand and United Republic of 
Tanzania. These studies have provided an epidemiological 
surveillance mechanism. 



40 EXECUTIVE BOARD, SEVENTY-SEVENTH SESSION 
Chromosomal and biochemical analyses are emerging as promising 
tools for studying the different functional "families" or species 
complexes of mosquitos and their roles in disease transmission, 
and could provide the basis for more rational malaria control 
strategies. 

2.5.3 The future 

FIELDMAL w i l l conduct studies on the epidemiology of drug resistance and its c o n t r o l , 
and on the operational use of d r u g s . Vector taxonomy, behaviour, status and modified 
approaches to vector control w i l l be explored. Studies w i l l be made of malaria epidemiology 
in relation to integrated control strategies, particularly in areas of rapid environmental 
change (irrigation, deforestation, urbanization)• In preparation for vaccine trials, 
epidemiological studies w i l l be conducted and ways of refining field investigation will be 
sought. Attempts w i l l be made to introduce in vitro test kits for measuring the sensitivity 
of P , falciparum to new d r u g s . Other types of test needed in epidemiological studies, such 
as a kit using m o n o c l o n a l antibodies for the detection of sporozoites in m o s q u i t o s , w i l l be 
further developed. 

3 . SCHISTOSOMIASIS 

Schistosomiasis is still spreading, in association with water and agricultural 

development projects, in the 74 countries where it is endemic, where an estimated 200 million 

people are actually infected, and where over 600 million m o r e are exposed to the risk of 

infection. 

There are four types of schistosome worms that infect man: three, Schistosoma mansoni
э 

S , japonicum and S , intercalatum, cause intestinal schistosomiasis and the fourth, 
S . haematobium, urinary schistosomiasis. WHO'S control strategy for all four types of 
infection aims at reduction of morbidity rather than eradication of disease transmission, 
since m a n himself causes and spreads schistosomiasis； children are the most frequently and 
heavily infected; in children there is a direct association between intensity of infection -
as measured by urinary or faecal egg counts - and severity of disease; current approaches to 
control of the snail intermediate hosts of schistosomes are expensive, require skilled field 
personnel not usually available locally, and demand long-term, repeated interventions• 

A realistic, demonstrably effective control strategy (recently endorsed by a WHO Expert 
Committee^-) has been established for schistosomiasis. It is based on quantitative 
epidemiological evaluation, chemotherapy, supplemental m o l l u s c i c i d i n g , follow-up of patients 
at predetermined intervals, community education and integration of control operations into 
health care delivery systems. The success of this strategy depends on the resolve of endemic 
countries to adapt it to local needs and to mobilize the political and administrative 
resources required for its implementation. 

The P r o g r a m m e
1

s Scientific Working Group on Schistosomiasis supports research focused on 

the identification and development of new scientific tools that should make for more 

efficient, less expensive and more easily achieved disease c o n t r o l . 

In planning its activities, TDR takes into account research needs not covered by work 

conducted outside the Programme. More specifically, it recognizes a need for applied field 

research on new drugs, diagnostic tests, snail control a g e n t s , drug delivery m e t h o d s , disease 

control in agricultural development projects, disease control operations and their 

applicability in different epidemiological conditions, and the distribution of potential 

intermediate snail hosts in the environment and their relation to human infection. 

There is also special interest in the immunology of schistosomiasis, including 
schistosome antigens, immunological aspects of the schistosome surface m e m b r a n e , the 
development of immunodiagnostic tests suitable for control programmes, and the potential for 
v a c c i n a t i o n . 

1 WHO Technical Report Series, N o . 728, 1985 (The control of schistosomiasis: report 

of a WHO Expert Committee)• 
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Other research topics currently within the focus of the Programme include the 

identification of schistosome strains and species, development of new drugs based on parasite 
biochemistry, the schistosome surface membrane, parasite neurophysiology, mechanisms of drug 
resistance, pharmacokinetics and drug metabolism, snail metabolism and schistosome 
embryogenesis• 

3.1 Immune regulation and vaccination 

It is now clear that immune schistosome-host interactions form an extraordinarily 
complex system. A large number of potential host effector mechanisms have been identified, 
mainly by in vitro studies, and an equally large number of parasite evasion and defence 
mechanisms have been disclosed. Host-parasite interplay results most often in chronic, 
long-lasting infection, with generally slow and variable development of resistance. Research 
has not yet defined a vaccine likely to prevent disease in m a n , but a safe, potent vaccine 
would be of such great benefit that this objective should be pursued• 

3.2 Highlights of recent activities 

• A new syringe urine filtration technique has been tested in 
Zanzibar (United Republic of Tanzania) and found effective, and is 
now being evaluated in Cameroon, Congo, Malawi, Mozambique and 
Niger. 

• Biochemical studies on schistosome purine and pyrimidine 
metabolism are providing promising pointers to new 

antischistosomal drugs. 

• Monoclonal antibodies are being used successfully to identify 
schistosome antigens that might form the basis of protective 
vaccines. 

• Applied field research projects have been conducted in Burundi and 
Zanzibar with a view to assessing control strategies in different 
locations, and have demonstrated the feasibility of large-scale 
treatment programmes using available diagnostic techniques and 
antischistosomal drugs. 

3.3 The future 

In order to identify and resolve more easily problems of schistosomiasis control, WHO 
will foster close collaboration between research and operational programmes. In particular, 
applied field research will be linked to national control programmes to promote the 
adaptation of new techniques and operational approaches to field use. More research on the 
basic metabolism of the snail will be encouraged as a basis for the development of new 
molluscicides. The parasite's biochemistry and metabolism will be explored as a basis for 
the development of new antischistosomal drugs and for a greater understanding of the modes of 
action of current drugs. The development will be encouraged of new, sensitive, inexpensive 
diagnostic techniques appropriate for use in developing countries. The increasing use of 
large-scale chemotherapy to reduce morbidity has created unique opportunities to study the 
effect of drugs on the human immune response. This situation opens new avenues for applied 
immunological research in endemic countries. 

4 . FILARIASIS 

Filariasis comprises several diseases. Most are caused by filarial worms and 
transmitted by bloodsucking flies. One, dracunculiasis, is a closely related metazoan 
disease transmitted by water fleas. 

Onchocerciasis, or "river blindness", which is transmitted by blackflies of the genus 
Simulium, is probably the most serious of the filarial diseases. It affects about 40 million 
people, mainly in tropical Africa, but also in Central and South America, and foci in the 
Eastern Mediterranean Region extend to Yemen and the Sudan, The manifestations of 
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onchocerciasis - mainly intense itching and ultimately, in many cases, blindness - are due to 
the millions of Onchocerca volvulus microfilariae infesting the body, especially in the skin 
and eyes. The adult worms lodge in nodules in subcutaneous and even deeper tissues in 
various parts of the body. 

Treatment of onchocerciasis is still unsatisfactory. There are no safe, effective drugs 
available for large-scale therapy. Diethylcarbamazine (DEC), which has been in use for the 
last 35 years, eliminates microfilariae but in doing so it usually causes an intense reaction 
(the Mazzotti reaction), consisting of pruritus, rash, lymph-node enlargement, fever, 
hypotension and occasionally eye damage, and has to be administered under ophthalmological 
supervision. Unfortunately, it does not kill adult worms. Suramin, which has been in use 
for about 40 years as the only drug known to kill adult worms, is toxic, particularly to the 
kidneys. 

The parasitic worms that cause human lymphatic filariasis are Wuchereria bancrofti, 
Brugia malayi and B. timori. In Africa, South America, Asia and the Pacific Islands an 
estimated 905 million people are exposed to the risk of infection with these parasites and 
about 90 million are actually infected. The adult worms lodge in lymphatic vessels; the 
microfilariae circulate in the blood, often in a nocturnally periodic pattern, and are 
transmitted by various genera of mosquitos. The worms are responsible for considerable 
disability and disfigurement, due to acute adenolymphangitis and chronic lesions such as 
elephantiasis and hydrocoele. 

Lymphatic filariasis can be relatively safely and effectively treated with DEC, which, 
although mainly microfilaricidal, is also a fairly effective macrofilaricidal if used in 
large enough doses. In use against lymphatic filariasis DEC is also not without 
side-effects, which are related to the rapid destruction of large numbers of microfilariae in 
patients with high levels of parasitaemia. On the whole, though, it has been successfully 
used not only to treat individual patients but also in large-scale chemotherapy programmes. 

Overall, the major problem in the control and treatment of filarial infections has been 
the lack of a completely safe, effective compound that could be used, preferably in a single 
dose, for both onchocerciasis and other filarial diseases. 

In the search for a suitable new drug the Programme has adopted several approaches: the 
selection of compounds from pharmaceutical company stocks and the testing of these compounds 
in animal screens; synthesis following up leads on new compounds, with continuous feedback 
from animal screens; research to identify biochemical characteristics that are unique to the 
parasite and have potential as chemotherapy targets; pharmacokinetic and toxicological 
studies on compounds that have shown promise in these early tests; and clinical trials of 
new drugs, as well as of drugs already in use for other purposes. 

To implement these steps, the Programme has set up drug screening centres in several 
parts of the world and has established drug screening procedures. Research has also been 
funded on synthesis following up leads on new compounds, pharmacokinetic studies have been 
undertaken on available drugs and clinical trial centres have been set up to test not only 
new compounds but also better ways of using suramin and DEC. 

4.1 Collaboration with the onchocerciasis chemotherapy project 

In view of the urgent need to complement successful larvicidal control with effective 
chemotherapy, in 1982 the Onchocerciasis Control Programme in the Volta River Basin Area in 
West Africa (OCP) established an "onchocerciasis chemotherapy project" (OCT) with two main 
objectives: to obtain drugs which would kill or permanently sterilize adult 0 , volvulus 
worms without causing severe reactions in patients and to identify microfilaricides which do 
not produce severe Mazzotti reactions. OCT has supported mainly clinical trials and basic 
research following up leads to new compounds• Special attention has been given to 
ivermectin, OCT works in close collaboration with the TDR Scientific Working Group on 
Filariasis. 

In addition to drugs, major needs include: immunodiagnostic tests for both 
onchocerciasis and lymphatic filariasis; information on the biology, bionomics, biting 
behaviour and transmission potential of vectors of filarial worms in different localities; 
simple tests to identify the origin (human or animal) of filarial parasites in vector flies； 
methods of distinguishing between savanna and forest strains of the human onchocerciasis 
parasite; and a better knowledge of the epidemiology of filarial infections in order to 
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identify individuals and population groups at risk of infection and those among them at risk 

of developing the more serious disease manifestations. 

4.2 Highlights of recent activities 

• Several thousand compounds have now been put through animal 

screens and a number have shown promising activity. 

• Ivermectin, derived from a naturally occurring antibiotic-like 

substance, developed by M e r c k , Sharpe and Dohme of New Jersey, 

United States of America, has been shown, in Phase II trials, to 

be capable in a single dose of ridding patients of 0 . volvulus 

microfilariae without causing serious side-effects. The 

microfilariae in the skin and eyes can be effectively suppressed 

in this way for at least six months. Phase III trials are now 

under way at six centres. 

• Two Ciba-Geigy compounds, CGP 6140 and CGP 20376, whose activity 
has been confirmed in tertiary screens for onchocerciasis 

(0. gibsoni, in cattle) and lymphatic filariasis (B, m a l a y i , in 
leaf m o n k e y s ) , have reached the clinical trial stage. Phase I and 
IIA trials on CGP 6140 in the treatment of onchocerciasis began at 
the Onchocerciasis Chemotherapy Research Centre in Tamale, Ghana, 
in February 1985. Phase I trials on CGP 20376 in lymphatic 
filariasis are likely to begin soon. 

• Advances have been made in attempts to develop a specific, 

sensitive immunodiagnostic test for filarial infection. Filarial 

antigens have been detected in body fluids of most 

microfilaria-positive patients, as well as in a proportion of 
infected patients without evidence of microfilariae, suggesting 
the possibility of diagnosing infection serologically at a 
pre-patent or occult stage of infection. 

4.3 The future 

The search for nontoxic filaricides will continue, based on studies of biochemistry and 

metabolism, screening and synthesis following up leads to new compounds. Ivermectin will 

continue to be examined for activity in onchocerciasis and lymphatic infection, and the new 

compounds that have reached Phase I trials will undergo Phase II trials if they prove 

satisfactory. The search for more specific diagnostic tests will continue, with emphasis on 

the detection of specific antigens in body fluids. Higher priority will be given to the 

detection and identification of parasites in vectors, using DNA probes and immunological 

methods, and to the identification of vectors by non-microscopic methods, such as DNA probes 

and isoenzyme techniques• Epidemiological studies will include the relation of different 

risk factors. 

5. AFRICAN TRYPANOSOMIASIS 

African trypanosomiasis, or sleeping sickness, is a severe, often fatal disease that 
occurs widely in the sub-Saharan region of the continent. There are two varieties: one, 
caused by Trypanosoma brucei rhodesiense， is found in East Africa; the other, caused by 
T . b . gambiense, occurs in West and Central Africa, The rhodesiense infection is usually 
acute, causing severe symptoms and death within a few weeks or months. The gambiense form 
progresses more slowly over several months or years. Both varieties can produce brain damage 
and a sleeping sickness syndrome, and are fatal if not treated. 

About 50 million people in 36 African countries are at risk of developing the disease 

and, of these, only between 5 and 10 million have access to some form of protection or 

treatment. The incidence of reported cases is currently 20 000 a year, but many cases go 

undetected. Severe outbreaks have occurred over the last 10 years, partly as a result of 
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poor disease surveillance, in Cameroon, Central African Republic, Côte d'Ivoire, Sudan, 

Uganda and Zaire. 

The trypanosomiases are transmitted by a small number of tsetse fly species. An 
infected bite from the insect causes local inflammation (trypanosomal chancre)； the 
parasites migrate from this site and multiply in lymph and blood. The blood-trypanosome 
count oscillates cyclically, the parasites in each successive wave of parasitaemia carrying 
different surface antigens and thereby evading antibodies raised by the host to previous 
surface coats of the parasite. Eventually all organs are invaded, with involvement of the 
central nervous system ultimately leading to coma and death. 

T.b« rhodesiense trypanosomiasis occurs in a variety of game and cattle. When incidence 
of human infection is low, transmission occurs mainly through animal hosts, although during 
epidemics man-to-man transmission is important. T.b. gambiense infection, on the other hand, 
was thought until recently to be confined to man. Control of sleeping sickness, especially 
of the gambiense form, is based on population surveillance, diagnosis and treatment• In view 
of the wide variability in parasitaemia levels, early diagnosis of infection is not easily 
achieved under field conditions. The immunofluorescent antibody test is valuable but its use 
is limited by the need for specialized laboratories. Currently available drugs are grossly 
inadequate for the treatment of these diseases. The earlier stages of infection, which do 
not involve the brain, can be treated with suramin (for T.b. rhodesiense infection) and 
pentamidine (for T,b. gambiense infection), but resistance to pentamidine has been reported. 
Treatment of late stages of the disease is currently based on the arsenical compound 
melarsoprol, which causes serious side-effects in 5-10% of patients and is fatal in 1 - 5 % . 
Treatment is also hampered by inadequate knowledge of the pathology of the disease. 
Insecticides can be used to control tsetse vectors but they are expensive, have ecological 
drawbacks and do not produce a lasting effect. In view of the many problems facing those 
involved in control of the trypanosomiases, the WHO action programme on sleeping sickness 
control has recently prepared a draft manual (based partly on findings of TDR-supported 
research) for primary health care workers, nurses, medical assistants and doctors. 

5.1 Highlights of recent activities 

• Strong evidence has emerged that domestic and game animals can 
harbour trypanosomes identical to T.b* gambiense from m a n , 
although the relevance of this finding to transmission of human 
disease has yet to be determined. 

• Simple, effective insecticide-impregnated traps and screens 
developed for use by rural communities have reduced tsetse 
populations by over 90% in some areas. With special funds 
approved by the Director-General, WHO is supporting a project in 
Côte d

f

I v o i r e designed to evaluate the impact of 
insecticide-impregnated traps or screens and of community 
participation on Glossina control and trypanosomiasis transmission. 

• The new card agglutination test for trypanosomiasis (CATT) - a 
simple, relatively sensitive field test for African 
trypanosomiasis, derived initially from work conducted outside the 
Programme - was found, in comparative field trials, to be the most 
practical field test now available for the rapid diagnosis of 
infection. Many endemic countries are now purchasing CATT, either 
directly or through WHO, for sleeping sickness control. 

• The miniature anion-exchange centrifugation technique (MAECT) has 
been shown to be the most sensitive method of detecting 
trypanosomes in blood. The WHO action programme on sleeping 
sickness control is preparing kits to make the test suitable for 
routine use by sleeping sickness treatment centres. 

• DL- -difluoromethylornithine (DFMO), an ornithine decarboxylase 

inhibitor, administered in combination with bleomycin, cured mice 

of berenil-resistant T,b, brucei infection of the central nervous 

system. In preliminary clinical trials conducted within and 
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outside the Programme and involving about 100 patients with 

African trypanosomiasis, DFMO achieved satisfactory results in 97 

patients, including those with melarsoprol-resistant infection. 

Further trials are being conducted in collaboration w i t h the 

pharmaceutical industry. 

W o r k is in progress to improve therapeutic regimens based on 

existing d r u g s , but less toxic drugs are urgently n e e d e d . Of 

100 compounds put through TDR animal screens for trypanocidal 

activity, two nitroimidazoles, given with suramin, brought about 

permanent cure of T . brucei infection of the central nervous 

system in mice and are now being tested in m o n k e y s . 

In a study in Côte d ' I v o i r e , use of insecticide-impregnated 

screens in conjunction with selective insecticide groundspraying 

reduced tsetse population density by 98%. 

5.2 The future 

Further studies w i l l be undertaken on the relationship between seropositivity and 

parasitological evidence of infection. Long-term multidisciplinary studies on disease 

epidemiology will continue for T.b. gambiense in the Congo and for T.b, rhodesiense in 

E t h i o p i a . Development of diagnostic tests w i l l continue to be explored. The search for safe 

and effective chemotherapeutic agents and regimens will continue. Assessment of combinations 

of known trypanocides, of new compounds and of the use of anti-inflammatory drugs is 

e n v i s a g e d . Development of a CATT for T.b, rhodesiense and continued research on antigenic 

repertoires of both T > b , gambiense and T . b . rhodesiense for the development of m o r e sensitive 

tests will be pursued. Studies on the pathology of the disease, the mechanisms of 

inflammation and the nature of the immune response in m a n and its role in immunopathology 

w i l l c o n t i n u e . Identification of simple and cost-effective methods of vector c o n t r o l for 

application by rural communities is e n v i s a g e d . The search for odour attractants for flies of 

the Glossina palpalis group will continue• 

6. CHAGAS' DISEASE 

Chagas
1

 disease, a chronic illness caused by the flagellate parasite Trypanosoma cruzi， 

was first described in 1909 by the Brazilian physician Carlos Chagas• It is confined to the 

American continent, particularly to tropical and subtropical countries of Latin A m e r i c a , 

although indigenous cases have been reported from temperate areas of North A m e r i c a . There 

are two stages of the disease: an acute stage, occurring shortly after the initial 

infection, and a chronic stage, in which the h e a r t , oesophagus, lower intestine and 

peripheral nervous system are chiefly affected. Fifteen to 20 years or m o r e may elapse 

between the two stages. During this "interim" p e r i o d , infection is present without overt 

i l l n e s s . Definitive diagnosis of infection is based on the demonstration of parasites in the 

blood and is achieved by xenodiagnosis: patients are exposed to the bites of 

laboratory-reared triatomine b u g s , the vectors of T , c r u z i , which are then examined for the 

presence of parasites. Triatomines, commonly known as "kissing bugs" because they often bite 

their victims on the f a c e , infest and breed in substandard mud-wall d w e l l i n g s . 

It has been estimated that up to 63% of blood donors in non-endemic urban areas are 

infected w i t h T, c r u z i , and transmission by transfusion has now become a serious problem. 

About 65 million people are directly exposed to the risk of T , cruzi infection, a further 15 

to 20 million are actually infected, and of infected individuals approximately 10% develop 

chronic Chagas
1

 cardiopathy. According to recent e v i d e n c e , chronic Chagas
1

 disease may be 

responsible in some areas for up to 10% of deaths among the adult population. 

M a n y countries recognize Chagas
1

 disease as a public health problem and a number of 
control programmes have been in operation since the early 1950s. Designing and evaluating 
such programmes requires a knowledge of the prevalence of infection. Current prevalence 
estimates are based largely on evidence from sérodiagnostic tests, which are validated and 
standardized in a continental network of collaborating laboratories sponsored by T D R . 

Research topics being given high priority by the Programme include: the 

immunopathogenesis of chronic Chagas* disease lesions; prevalence rates and geographical 
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variations in prevalence; improvement of control programmes; development of improved, 
long-acting insecticides; improvement of housing (to prevent transmission)； standardization 
of sérodiagnostic reagents and tests; improvement of sérodiagnostic tests by the use of 
defined antigens; development of tests suitable for screening transfusion blood; 
development of trypanocidal compounds for sterilizing transfusion blood; and development of 
drugs to cure disease and not merely clear blood of parasites. 

6.1 Highlights of recent activities 

• Prevalence studies being undertaken with the Ministries of Health 
of Ecuador, Honduras, Paraguay and Uruguay are providing 
information for the implementation and evaluation of national 
control programmes. 

• The continental network of collaborating laboratories for the 
standardization of serodiagnosis in Chagas

1

 disease now covers 

11 countries: Argentina, Bolivia, Brazil, Chile, Colombia, Costa 
R i c a , Ecuador, Honduras, Panama, the United States of America, and 
Uruguay. The central reference laboratory in Sa^o Paulo, Brazil, 
has distributed 2800 samples of reference sera to other 
collaborating laboratories for calibration of sérodiagnostic 
tests. Quality control undertaken by the Sao Paulo laboratory 
shows high indices of agreement between the different laboratories 
in assessment of sera as positive or negative for infection. 

• Slow-release insecticidal paint formulations have been 
field-tested and found effective for up to nine months* The new 
paints can be easily applied and are well accepted by the 
community. 

• A new, more cost-effective formulation for the insecticide 
deltamethrin has been developed and field-tested, and has now been 
adopted for routine control activities by the Brazilian Chagas' 
disease control programme. 

• In collaboration with Argentina
1

s control programme a fumigant 

insecticide canister has been tested for indoor use, and initial 

results are encouraging. 

眷 Twenty-one active compounds potentially suitable for sterilizing 
transfusion blood have been identified by in vitro screen 
testing. Two have been selected for further study. 

• A new serological monoclonal antibody-based assay is being 

field-tested in Bolivia and Venezuela. 

6.2 The future 

Research w i l l continue along the present lines with emphasis on standardization of 
research methods and materials. Studies on efficacy, toxicology and safety of selected 
trypanocidal compounds will continue. Assessment of a test for the rapid routine screening 
of transfusion blood will be given high priority. Large-scale trials with insecticidal 
paints and new formulations will be launched, involving national control programmes. Basic 
studies aiming at the development of a curative drug for all stages of Chagas

1

 disease and at 
the identification and characterization of parasite antigens for use in safe and effective 
immunoprophylactic regimens will continue and expand. Studies on the relation of parasite 
subpopulations and clinical and geographical varieties of Chagas

1

 disease will be initiated. 

7. THE LEISHMANIASES 

The leishmaniases, diseases caused by infection with the flagellate protozoan parasite 
Leishmania, occur in three major forms： visceral, mucocutaneous and cutaneous• 
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Visceral leishmaniasis (VL), in which the parasite invades internal organs (spleen, 

liver, bone marrow, etc.), is usually lethal if untreated. It is endemic in several parts of 
Africa, Latin America and the Indian subcontinent, and occurs sporadically in China, the 
Mediterranean Basin, South-West Asia and southern parts of the Soviet Union. In 1977, an 
epidemic of V L , or kala-azar as it is called in India, occurred in Bihar State, India, 
affecting 100 000 people (according to a survey of the Indian National Institute of 
Communicable Diseases), and for 1978 a conservative estimate of 40 000 cases was reported. 

Mucocutaneous leishmaniasis (MCL) is primarily found in South America, although cases 
have also been reported in Africa, notably Ethiopia and the Sudan. The disease begins with a 
primary skin lesion, followed several years later by metastasis to the oronasal or pharyngeal 
mucosa. These degenerative mucocutaneous lesions can be mistaken for leprosy and carry 
something of the stigma and cause some of the socioeconomic problems experienced by many 
leprosy patients. 

Cutaneous leishmaniasis (CL), the most prevalent form of leishmaniasis, is found in 
Africa, Latin America, South-West Asia, the Indian subcontinent, and parts of the 
Mediterranean Basin and of the Soviet Union. Uncomplicated cutaneous lesions heal within 
nine months (in the Middle East) to two years (in Central and South America). However, 
nonhealing lesions occur, as in diffuse cutaneous leishmaniasis (found in Ethiopia), 
leishmaniasis recidivans (in the Middle East) and post-kala-azar dermal leishmaniasis (in 
India and East Africa). Even uncomplicated CL is associated with high morbidity, a 
disfiguring lesion and life-long scarring. Loss of worktime due to CL, especially in new 
development projects, can have important economic consequences (projects in forest areas of 
Brazil and desert areas of Saudi Arabia, for example, have been curtailed because of the high 
incidence of CL in these areas)• 

Leishmaniases are transmitted by sandflies of the Phlebotomus (Old World) and Lutzomyia 
(New World) species• They require humid but not wet conditions for breeding and live on a 
wide range of organic materials. Females generally require a vertebrate blood meal for 
development, although autogenous development has been reported. 

The ecological systems maintaining the different Leishmania species in different areas 
vary from place to place• In central Kenya and in India man is thought to be the reservoir 
host for L, donovani, the species responsible for kala-azar. In almost all other endemic 
areas of the world, i.e., in north-western Africa, South America and southern Europe, the dog 
is the reservoir. Other animals - foxes (in France and the Islamic Republic of Iran), rats 
(in Italy) and jackals and wolves (in the Soviet Union) - have also been implicated as 
L . donovani reservoir hosts. 

At present there is no diagnostic test for early Leishmania infection. Definitive 
diagnosis depends on isolation and identification of the parasite from biopsy material. In 
visceral leishmaniasis this is a serious problem, since biopsies of bone marrow, spleen or 
liver are required. Serological tests give a presumptive indication of infection and are 
positive in advanced disease. 

The only drugs available to treat the leishmaniases are pentavalent antimony compounds, 
which are toxic and require repeated injections given under close supervision for three weeks 
or m o r e . Common side-effects include vomiting, nausea, malaise, headache, lethargy and 
electrocardiographic (ECG) changes. Current treatment schedules are, moreover, not always 
successful. 

A form of vaccination has long been practised against CL in parts of the Middle East: 
an infective dose of the parasite is administered at a chosen site of the body in order to 
prevent naturally occurring lesions from developing on the face or in multiple sites. 
Following this "leishmanization" procedure, the disease runs its normal course and, after the 
lesion has healed, leaves the patient with strong immunity to the parasite. During the past 
four years over 800 000 individuals have been submitted to leishmanization in the Islamic 
Republic of Iran, whenever all other control measures failed. 

Vector control is not always feasible in zoonotic leishmaniases. However, in 
anthroponotic foras (such as kala-azar or some forms of CL) vector control programmes 
directed primarily against malaria have also been very effective against leishmaniases. 
Indeed, cessation of antimalarial insecticide application has been suggested as the cause of 
the 1977-1978 outbreak of leishmaniasis in Bihar. 
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Scientific interest in the leishmaniases has increased significantly in recent years. 

Over the past decade the number of published scientific papers on these diseases - of which 
those arising from TDR support constitute a considerable proportion - has doubled. The 
availability of animal models and the ease with which Leishmania can be grown in vitro are 
two reasons why experimental leishmaniasis is now widely used as a model for studying the 
host-parasite relationship in general. Research on the leishmaniases, however, is still in 
its infancy, despite the fact that the diseases have been known for centuries and their 
causes for more than 70 years. There is little doubt, though, that if adequate support is 
now provided for a concerted, sustained research effort, effective agents to treat and 
control these diseases, including drugs, diagnostic tests and even vaccines, could be 
developed within a reasonably short period of time. 

7.1 Highlights of recent activities 

• New information has been obtained on the geographical distribution 
of infections and on the characteristics of vectors, 

• Studies on nucleotide metabolism in Leishmania have led to the 
development of allopurinol riboside, a nucleic acid analogue now 
undergoing a limited Phase II clinical trial. 

• Improvements have been made to therapeutic regimens using antimony 
compounds. 

• Monoclonal antibodies and cloned kDNA probes specifically 
recognizing various Leishmania species have facilitated the 
identification and characterization of the parasite and are being 
used to develop new diagnostic tests. 

• It has been found that some types of T-lymphocytes can aggravate 
leishmanial lesions in m i c e , a finding pertinent to research on 
new approaches to vaccine development. 

參 Fourteen strains of Leishmania have been selected as reference 
strains to be used by all laboratories involved in the 
identification and characterization of these parasites, 

參 Experimental protection has been achieved in animal models using 
several types of vaccinating agents other than virulent parasites. 

7.2 The future 

Plans for vaccine development against zoonotic cutaneous leishmaniasis have been 
prepared and candidate preparations will be tested, initially in vitro. New diagnostic tests 
will be field-tested. Further development and trials of a new promising drug for cutaneous 
and visceral disease are anticipated, either alone or in combination with antimonials• 
Experimental models of leishmaniases, particularly in primates, will be developed. Field 
research on the transmission cycle and ecology of the disease will be continued in selected 
areas. Studies on host-parasite interactions in mucocutaneous and visceral leishmaniases 
will be emphasized. 

8. LEPROSY 

About 1.4 billion people - nearly a third of the world
1

 s population - live in 
leprosy-endemic areas, mostly in Asia and Africa, and more than a third of the 
(conservatively) estimated 10.6 million leprosy patients in the world face the threat of 
permanent, progressive physical disability, often with its concomitant of social rejection. 
Indeed, in many countries the social dimensions of the disease carry its public health impact 
far beyond the extent suggested by prevalence rates. 

A major problem in leprosy treatment has been the growing resistance of Mycobacterium 
leprae to dapsone, the only cheap, safe and effective antileprosy drug and one that has been 
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used widely for almost 40 years as the treatment for leprosy, Dapsone resistance is now 
widespread and increasing: alternative drugs are urgently needed. Over the past 15 years, 
secondary resistance (appearing during the course of treatment) has been reported with 
increasing frequency. Whenever dapsone resistance has been sought among treated or relapsed 
lepromatous leprosy patients it has been found, and its prevalence has been steadily 
increasing in many countries. 

Primary resistance (confirmed before treatment) presents an even more disturbing picture 
and seems to be increasing more quickly than secondary resistance• As a counter-measure, the 
use of combined drug regimens has been proposed by a WHO Study Groupé on the strength of 
research conducted under the Programme's Scientific Working Group on the Chemotherapy of 
Leprosy (THELEP). Based primarily on intermittent administration of rifampicin, these 
regimens are simple, operationally practicable and effective, and have been widely accepted 
for use in control programmes. In the long run, though, currently available drugs may lose 
their effectiveness. The search for new and better drugs must therefore continue. 

In spite of some progress in chemotherapy, a method of primary prevention is urgently 
needed. BCG vaccination has been tested in large-scale prospective trials and found to give 
only a modest degree of protection. The development of a more effective vaccine is clearly 
of high priority. 

Epidemiological research on leprosy is currently based oil the study of well-established 
cases. There is now good evidence that only a proportion of infected individuals actually 
develop overt disease. A test for early, subclinical infection would undoubtedly facilitate 
the epidemiological studies oil the disease, which would in turn provide data essential for 
future control efforts. 

8.1 Highlights of recent activities 

• Leprosy vaccines are now being studied in human subjects. A 
Phase I trial of a killed-M. leprae vaccine, involving 
31 Norwegian volunteers, w a s completed and showed the preparation 
to be safe, as well as effective in inducing sensitization. 
Another study showed a mixed vaccine (BCG, killed M , leprae and a 
mixture of both) to be capable of inducing sensitization in a 
higher proportion of vaccinated individuals than with killed 
M . leprae alone or BCG alone. A vaccine prophylaxis trial, using 
a combination of killed M , leprae and BCG and involving over 
60 000 household contacts of leprosy patients, has begun in 
Venezuela. Other trials are shortly to begin in other countries. 

• Ten M . leprae-specific monoclonal antibodies were prepared and 
will be used to develop immunodiagnostiс tests for field u s e . 

參 Alarmingly high prevalence rates of primary resistance to dapsone 
were reported in some areas. Primary resistance (in previously 
untreated patients) is becoming increasingly widespread• Coming 
on top of widespread secondary resistance (following drug 
treatment), this development calls for the use of a combination of 
drugs or "multidrug" therapy, for all leprosy patients. 

• Preliminary findings of field trials conducted in India on 
multidrug regimens suggest that therapy using a combination of 
drugs is operationally feasible: the regimens tested were well 
accepted and found to be free of serious side-effects. Although 
it is too early to assess the efficacy of the different regimens, 
none has so far been associated with clinical deterioration. 

1

 WHO Technical Report Series, N o . 675, 1982 (Chemotherapy of leprosy for 
control programmes: report of a WHO Study Group). — “ — 
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The genome of M , leprae has recently been cloned and expressed in 
Escherichia coli, This advance opens up the prospect of second-
generation leprosy vaccines not requiring armadillos for their 
production, and will obviate many other problems in leprosy 
research arising from inability to cultivate M . leprae. 

8.2 The future 

The plans of the Scientific Working Group on the Immunology of Leprosy (IMMLEP) include 
initiation of large-scale leprosy vaccine trials in Asia and Africa; studies of 
immunotherapy to promote early cure and prevent relapse; application of immunodiagnostic 
tests based on monoclonal antibodies and phenolic glycolipid-I antigen in epidemiological 
studies; identification of specific antigens of relevance to diagnosis, and vaccine 
development using molecular biology; and further elucidation of immuno-regulating mechanisms 
in leprosy. 

THELEP
1

 s plans include screening of new classes of compounds, and short-term trials of 
quinolones, a promising new class of compounds； exploitation of the expression of M , leprae 
DNA genes in E. coli and Streptomyces species for application to drug screening; improvement 
of the sensitivity and specificity of the available in vitro drug screening system; 
elucidation of the efficacy, acceptability and operational feasibility of multidrug regimens 
in field conditions; evaluation of the impact of multidrug therapy on the transmission of 
leprosy; exploration of the effectiveness of immunotherapy combined with intensive 
chemotherapy in the treatment of lepromatous leprosy; and the application of newer 
approaches for monitoring chemotherapy. 

9. BIOLOGICAL CONTROL OF VECTORS 

Of the six diseases within TDR's mandate, all but leprosy are transmitted by vectors. 
Programmes aimed at controlling these vectors have up to now relied heavily on chemical 
pesticides. But increasing costs, vector resistance, low target specificity and ecological 
concerns have prompted the search for other approaches that can be included within integrated 
vector strategies. 

One such approach is to exploit the existence of organisms whose pathogenicity to other 
members of the ecosystem acts as a natural "regulator" of the system. This has several 
advantages and is ecologically more acceptable than chemical control alone. Unlike most 
chemical pesticides, natural regulators tend to have fairly narrow ranges of targets, so that 
their effects are more amenable to ecological containment. 

The aims of research on the biological control of vectors are to identify natural, 
biological regulators that have survived such containment; to test them not only for 
efficacy and field applicability against vectors of the five vector-borne diseases of 
interest to the Programme but also for safety to human and other non-target species; to 
stimulate the development and production of those that emerge as promising from efficacy and 
safety tests; and, if possible, to improve the effectiveness of naturally occurring 
regulators. An ultimate aim is the inclusion of agents of proven efficacy into integrated 
vector control programmes. 

Of more than 40 agents so far investigated with TDR support, some were discovered in 
research supported by TDR, others by investigators initially working outside the Programme 
but later receiving its support for subsequent testing and development• These agents 
include: bacteria, fungi, protozoa, worms (nematodes), invertebrate predators, biological 
competitors and fish. Certain larvicidal bacteria and larvivorous fish have shown great 
promise, and all the agents selected for further development have proved remarkably 
"target-specific"• 

9.1 Highlights of recent activities 

• Bacillus thuringiensis H-14 is now in use for the control of 
Simulium in areas of the Onchocerciasis Control Programme where 
the vector has become resistant to chemical insecticides• 
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New strains of B. sphaericus, a larvicidal microorganism capable 
of recycling even in polluted water, have been shown in several 
countries - Côte d'Ivoire, Israel, Nigeria, Soviet Union, Thailand 
and the United States of America - to be effective against strains 
of both Anopheles and Culex vector mosquitos. 

A method of mass-producing oospores of the larvicidal fungus 
Lagenidium giganteum is in the early stages of development and is 
showing great promise. The oospore is the stage during which the 
fungus is "transportable" and is most resistant to natural 
hazards, and provides a rich source of infective zoospores. 

9.2 The future 

A number of biological agents are being accorded highest priority for future 
development: formulations of B. thuringiensis H-14 for mosquito control and development of 
asporogenic mutants; B . sphaericus； L . giganteum; larvivorous fish; and nematodes, notably 
Romanomermis iyengari« In addition, emphasis is being placed on methodological approaches, 
such as methods for developing formulations of biological control agents specifically adapted 
for use in tropical developing countries, and field trials of the effectiveness of biological 
control agents in disease control. 

10. EPIDEMIOLOGY 

Knowledge of the distribution of the six major diseases of concern to TDR has been 
accumulating steadily over the years, and some of the factors underlying the occurrence and 
distribution of these diseases are better understood. But further epidemiological research 
is needed (1) to measure the disease burden so as to provide national health services with 
guidelines on priorities and to enable the impact of specific control measures to be 
monitored; (2) to identify specific risk factors for infection and disease, with a view to 
improving disease control； (3) to develop techniques for testing the efficacy of new control 
tools, such as drugs and vaccines, so that they might be used most effectively; and (4) to 
test alternative approaches and determine the best strategies for their use. 

The increasingly vigorous application of basic biomedical sciences to tropical diseases 
is now yielding powerful tools for diagnosis, prevention, treatment and control. The new 
diagnostic tests must not only be epidemiologically validated for sensitivity and specificity 
in the field but also standardized to facilitate comparison of results. Vaccines must be 
carefully tested for safety and protective value. Well-designed, epidemiologically sound 
studies are needed to ensure the effective deployment of these new tools and their 
integration into control operations. All branches of epidemiology must be marshalled to meet 
these requirements - from simple descriptive studies to complex computer simulations, from 
case-control studies of causal factors to community trials of vaccines and therapeutic 
agents* TDR has concentrated only on those aspects of research most likely to lead rapidly 
to effective control of the six tropical diseases within its mandate. 

Important epidemiological research is conducted with the support of T D R
1

s 
"disease-specific" scientific working groups. Studies describing disease distribution 
patterns have been completed in areas of the world where little information had previously 
been available. Baseline studies, for example, of Chagas

1

 disease and the leishmaniases are 
now providing the foundations on which national control programmes can be undertaken and on 
which analytical studies have been started with a view to determining risk factors and 
designing strategies for community-based disease control. 

In many respects, the factors underlying disease distribution in the community are still 
obscure. Some diseases, such as schistosomiasis, Chagas' disease and lymphatic filariasis, 
show a common pattern: infection may be highly prevalent in the community while only a 
minority of those infected have serious clinical disease. Identifying risk factors for 
infection, for disease and for disease complications is an important task of T D R

1

s Scientific 
Working Group on Epidemiology and one that is being accomplished through the application of 
epidemiological techniques originally developed for the study of chronic, non-parasitic 
diseases such as cancer and heart disease. For other diseases, epidemiological methods are 
now being used to test different approaches to disease control and to lay the groundwork for 
future field studies on vaccines (against leprosy and malaria, for example). 
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10,1 Highlights of recent activities 

• Multidisciplinary, population-based epidemiological studies 
combining investigation of several diseases in selected areas were 
completed and have yielded information on disease patterns in 
several countries where the diseases are endemic, which should 
prove useful for the planning and execution of disease control 
programmes. 

• Faster, more efficient epidemiological methods have been applied 
to the study of tropical diseases, including case control methods 
to determine special risk factors and to evaluate the effects of 
procedures and simple techniques of disease surveillance and 
diagnosis for use by primary health care workers. 

• Facilities have been set up for the assessment and development of 
promising new diagnostic tests, particularly those simple enough 
for field use. 

• Training in epidemiological research has been provided by 
postgraduate courses initiated by TDR in several institutions in 
countries where the diseases are endemic, and by workshops on 
epidemiological research methods. 

• A field manual on practical epidemiology has been prepared for 

health officers and is being evaluated. 

10.2 The future 

The future work of the Scientific Working Group on Epidemiology will cover: the 
development of epidemiological methods for field trials of new tools, including diagnostic 
tests, therapeutic agents and strategies for existing agents, and new preventive techniques, 
especially vaccines; the epidemiological analysis and identification of factors underlying 
the pathogenesis of tropical diseases and determination of priorities to be accorded to 
different diseases in tropical countries with respect to disease control programmes； the 
determination of the effectiveness of control measures for the purpose of rational allocation 
of resources, and the evaluation of tropical disease control programmes as starting points 
for operational research; the continuing promotion of epidemiological research training 
through postgraduate programmes in selected institutions in developing countries, workshops 
on epidemiological research methods, short advanced courses on methods for research on 
tropical diseases, promotion and development of teaching tools, and coordination of 
epidemiological training activities with other agencies. 

11. SOCIAL AND ECONOMIC RESEARCH 

In the early stages of TDR* s activities it was realized that social and economic factors 
must be taken into account if the control of tropical diseases is to be significantly 
improved. The result was the establishment, in 1979, of the Scientific Working Group on 
Social and Economic Research (SER). 

Scientists from many disciplines are involved in the work of SER; anthropologists, 
sociologists, psychologists and linguists investigate people's attitudes, views and behaviour 
in relation to disease and disease transmission; economists assess, from national and 
international perspectives, not only the cost-effectiveness of control programmes but also 
the economic rationale behind decision-making in the household and how it is influenced by 
and influences diseases transmission. 

In the past, these scientists have often worked in isolation. Effective social and 
economic research can only be achieved through the application of sound epidemiological 
knowledge combined with principles of social science: in other words, through a 
collaborative effort on the part of community health specialists and social scientists. Too 
frequently in the past health specialists were well trained in epidemiology but lacked 
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expertise in social research, whereas social scientists lacked training in epidemiology. 

This dichotomy may explain why the findings of earlier studies on the social and economic 

impact of tropical diseases were often erroneous or did not take into account the importance 

of underlying social and economic conditions. Scepticism about the value of social science 

studies on tropical diseases was the result• Projects supported by SER are now demonstrating 

that well-conceived, well-executed studies can give results directly applicable to the 

improvement of disease control. 

Since 1980, all projects supported by SER have been based on institutions in tropical 
countries and carried out by investigators from these countries, who have a greater 
understanding of local situations and closer contact with communities and disease control 
authorities than foreign experts. 

There are a great variety of problems to be solved and topics to be studied. Each topic 

is usually determined by a research team that includes national control programme staff. SER 

first supports research on basic social and economic factors influencing disease transmission 

and control and then examines how control operations are organized and put into effect. On 

completion of a research project, recommendations for improving disease control are given 

directly to national control programmes and local communities* 

11.1 Highlights of recent activities 

Results directly applicable to the improvement of disease control 
that have emerged from SER projects during the reporting period include； 

• a method of analysing the cost and performance of malaria control 
(Thailand); 

• evidence that local beliefs and behaviour influence the 

effectiveness of filariasis control (Malaysia and Philippines)； 

• new methods of identifying and solving leprosy control problems 
related to stigma and local attitudes (Philippines)； 

• new multidisciplinary m e t h o d s , currently being developed, of 
assessing the social and economic impact of disease (Brazil, 
Colombia, Philippines, Sudan and United Republic of Tanzania)； 

• evidence of wide variability in the applicability of community 

participation and new methods of assessing locally its 

effectiveness in disease control (Brazil, K e n y a , Nigeria and Sri 

Lanka)• 

11.2 The future 

SER will give priority to research projects which seek to incorporate the findings of 
social and economic studies into disease control programmes. To this end, more extensive 
links will be established with W H O

1

s programmes for disease control and with ministries of 
health. In collaboration with other agencies, SER will seek to establish additional networks 
of scientists involved in social and economic research on tropical diseases. Training 
programmes will be developed in social sciences related to tropical diseases; a proposed 
M . S c , course in health economics will be reviewed in 1985 by T D R

f

s Research Strengthening 
G r o u p . A series of reports is being started which will present case studies on social and 
economic research on tropical diseases* 

More research is required on the cost-effectiveness of intervention and delivery systems 

(including community participation) and resource allocation. SER will promote research on 

social and economic factors involved in the transfer of new technologies developed by TDR 一 

new diagnostic techniques, new vaccines, new vector control tools (tsetse-fly traps and 

guinea-worm filters, for example) and new drug regimens. 
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12. STRENGTHENING OF RESEARCH CAPABILITIES IN DEVELOPING COUNTRIES WHERE THE DISEASES ARE 

ENDEMIC 

TDR supports research throughout the w o r l d . A special effort is m a d e , however, to 
involve scientists and institutions in developing countries in the planning and execution of 
this research. Scientists from developing countries are engaged in all aspects of research 
funded by the Programme, from basic biomedical sciences to clinical and field activities. 
Already they are playing vital roles in the final development of the products of research -
drugs, vaccines and diagnostic tests - and in the adaptation of these products for local use 
within national disease control programmes. 

Much of this work is carried out under T D R
1

s different scientific working groups 
(SWGs)• In addition, the Programme has a direct mechanism for strengthening the research 
capabilities of the developing countries: the Research Strengthening Group (RSG). The 
respective roles of RSG and the SWGs have been clearly defined in relation to the developing 
countries, and mechanisms have been established to ensure that they support and complement 
each other. Both RSG and SWG grants have provided opportunities for the training of young 
research scientists, in some cases enabling them to complete requirements for higher 
degrees. RSG grants have made it possible for institutions in developing countries to make 
significant contributions to priority areas identified by the SWGs. To enhance local 
biomedical and health resources, the Programme strengthens the infrastructures of selected 
national institutions and trains key personnel, but always in the context of national health 
development plans and existing programmes of research and disease control. 

Since the start of the Programme the proportion of operational funding going to 
developing countries where the diseases are endemic has steadily increased, reaching a record 
58% for 1983-1984. Up to September 1985, over 60 institutions received grants through RSG in 
support of research activities, and nearly 600 scientists and other research personnel 
received training grants• Institutions are also being strengthened through their 
participation in the research and development activities of the Programme; formal training 
courses have been supported by the Programme for M . S c . degrees in medical entomology, 
epidemiology and malacology, and short courses and workshops have been organized to promote 
the rapid transfer of technology to developing countries. Scientists and institutions in 
developing countries have made major contributions to the development of tools for the 
treatment and control of the six target diseases, notably in activities best carried out in 
the areas where they are endemic - epidemiological surveys, clinical trials, social and 
economic research. These activities have resulted in important scientific achievement s: the 
discovery of Trypanosoma cruzi schizodemes, test kits for malaria-parasite sensitivity to 
drugs, and the worldwide mapping of P . falciparum resistance to chloroquine, to mention only 
a f e w . Strengthened institutions are providing training for scientists from other 
institutions in the same or different countries. 

12.1 Progress in strengthening of research capability 

Strengthening research capabilities in developing countries is a long-term process. 
Even at this relatively early stage there are encouraging signs that significant progress has 
been made; the number of projects originated by scientists in developing countries has grown 
steadily, as has the number of scientific publications resulting from projects supported in 
developing countries. 

12.2 Scientific contributions 

• Scientists and institutions in developing countries have now made 
significant contributions to the Programme by participating in the 
work of the different TDR scientific working groups and in 
activities supported by RSG. 

• Institutions in Brazil, Thailand and Zambia have carried out 18 

clinical trials of the antimalarial drug mefloquine； these trials 

provided the bulk of the clinical information required to obtain 

registration of the drug. 
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In collaboration with the Liverpool School of Tropical Medicine in 
the United Kingdom, the Onchocerciasis Chemotherapy Research 
Centre in Tamale, Ghana, has made significant contributions to the 
development of new drugs for the treatment of onchocerciasis. 

The Clinical Research Centre in Nairobi has produced evidence that 
led to the revision of traditional drug regimens using pentavalent 
antimonials in the treatment of visceral leishmaniasis• The 
revised schedule was endorsed by a WHO Expert Committee on the 
Leishmaniases•1 

The Institute of Tropical Medicine at the University of Sao Paulo, 
Brazil, is the coordinating centre for a network of 14 
institutions collaborating on the standardization of serodiagnosis 
in Chagas

1

 disease. 

Scientists working at the Centre for Medical Education and 
Clinical Research and the Latin-American Institute for Medical 
Research in Argentina have produced lesions in the cebus monkey 
comparable to those of chronic Chagas

1

 disease. 

A long-acting insecticidal paint has been developed at the Federal 
University of Rio de Janeiro, and is being used by the Brazilian 
Chagas

f

 disease control programme in a large-scale field trial in 
Goiás State. 

The Malaria Eradication Service in Manila, in collaboration with 
the WHO Regional Office for the Western Pacific and TDR, has 
organized the production of "micro" field kits for testing the 
sensitivity of P , falciparum to 4-aminoquinolines and mefloquine. 

Work on the clinical pharmacology of chloroquine, conducted in 
Ibadan, Nigeria, in collaboration with scientists at the 
Karolinska Institute in Sweden, and at the National Drug Research 
Centre of the University of Science in Penang, Malaysia, has 
provided new information about the d r u g

1

s pharmacokinetic 
properties. 

The Institute of Malariology, Parasitology and Entomology in Hanoi 
has carried out baseline research on the epidemiology of 
P« falciparum malaria which should serve as a basis for improving 
the national control programme. 

In the Faculty of Tropical Medicine, Mahidol University, Bangkok, 
a multidisciplinary group of epidemiologists, behavioural 
scientists, clinicians and parasitologists has contributed 
substantially to the development of strategies for malaria control. 

At the Oswaldo Cruz Foundation in Rio de Janeiro, molecular 
biologists are using DNA restriction enzyme analysis to classify 
T . cruzi. The new classification is now being applied to 
epidemiological research on Chagas' disease. 

Scientists in Thailand have made important contributions to the 
understanding of the basic biology of malaria parasites and the 
mechanisms of antimalarial drug action and of Plasmodium 
resistance to drugs. 

12,3 Role of strengthened institutions 

Some strengthened institutions are now becoming regional reference and training centres 
in their respective disciplines• The Centre for Malacological Research in the Department of 

ÍWHO Technical Report Series, No. 701, 1984 (The leishmaniases: report of a WHO 

Expert Committee)• 
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Biology, Faculty of Sciences, Mahidol University, Bangkok, for example, has now become a 
regional reference and malacology training centre for South-East Asia. The Programme is 
making increasing use of training facilities available in endemic countries. Of 139 training 
grants awarded during 1983-1984, 52 went to students who were to complete part or all of 
their training in another developing country. 

At the national level, institutions being strengthened by TDR are providing ministries 
of health with technical support for disease control activities, and data from field studies 
are being used to plan, modify and evaluate control programmes. Over the next two years, RSG 
will focus on strengthening capabilities in field research and basic biomedical sciences• 

12.4 The future 

As the first phase of R S G
1

s strategic plan comes to an end, the second phase is being 
put into effect. In the immediate future, activities will focus on field research and basic 
biomedical research. As new products and methods for disease control are developed there is 
an urgent need to increase the capability of scientists and institutions in endemic areas to 
evaluate them in the field. The Programme will therefore intensify its efforts to train 
appropriate personnel in epidemiology, medical entomology and social sciences, where trained 
staff are in short supply, and will continue to work with national authorities to identify 
research needs and to establish plans for the implementation of research in the field through 
institution-strengthening activities. With the disestablishment of the Scientific Working 
Group on Biomedical Sciences, RSG has been assigned the task of strengthening selected 
institutions in developing countries in the use of modern biomedical concepts and techniques 
in research on the six diseases, with emphasis on immunology, molecular biology, biochemistry 
and genetics. 

13, T D R
1

S CHANGING ROLE IN RESEARCH AND DEVELOPMENT 

Initially, the role of TDR was to stimulate and support research on the six target 
diseases. From 1975 to mid-1985 the Programme supported a total of 2519 projects, of which 
1982 (79%) were in developing countries where the diseases are endemic. One measure of the 
output of this research is the number of reports of TDR-supported work published in the 
scientific literature, which had reached 4136 by mid-1985, compared with 2798 at the end of 

1983 and 1800 at the end of 1982• 

In many cases Programme support has been seminal, providing encouragement and often 
enabling scientists to obtain additional resources. Most of the scientists working on 
malaria vaccines, for example, received their first grants from WHO and TDR, and now obtain 
more extensive funding from other sources. 

TDR is increasingly called upon to coordinate efforts now supported by a variety of 
funding agencies. The Programme fulfils this new role in many ways: by creating a framework 
for future research through the organization of planning and review meetings and the 
publication of progress reports and "state-of-the-art" reviews; by conducting workshops for 
the standardization of reagents; by setting up reference biological reagents and parasite 
strains； and by promoting exchange visits between scientists. 

The Programme is also being called upon to collaborate with the pharmaceutical industry 
in the testing and further development of agents that were discovered, in some cases, with 
TDR support. The Programme's ability to organize the clinical and field evaluation of new 
products in areas where the diseases are endemic is being increasingly recognized. 

14. MAINTAINING THE MOMENTUM 

The mechanisms established by TDR to promote research and carry research findings 
through to the point where they become practical tools for disease control seem to work. But 
if the full benefits of the initial investment in creating these mechanisms are to be reaped 
the effort must be sustained: promising scientific leads take time to develop into useful 
disease control tools - time and, of course, money. 

A threat to such sustained effort is the widening gap between the TDR programme budget 
and the resources being made available to finance it through voluntary contributions from 
government agencies, philanthropic foundations and other sources. Planned activities cannot 
be completed nor hoped-for results achieved as quickly as they might be unless this gap is 
closed, and the promise of some exciting leads cannot be fulfilled as urgently as it should 
be. 
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On the other hand, parasitic diseases are coming more and more to exert their own 

fascination as subjects of scientific scrutiny. More scientists than ever before are aware 
of the human problems related to tropical diseases• And the interest and concern of research 
funding agencies and of industry have been aroused. 

T D R
1

s efforts are beginning to bear fruit and to justify the hope that lasting 
improvements can be made in the health of peoples in the tropics. It is now a critical 
necessity that adequate, sustained financial support should be forthcoming so that these 
early results can be elaborated to form a unique, powerful and realistic offensive against 
the diseases that have kept these peoples for so long under so heavy a burden of suffering. 
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TOBACCO OR HEALTH
1 

1. WHO PROGRAMME ON TOBACCO OR HEALTH 

Report by the Director-General 

[EB77/22 Add.l and Add.2 - 15 November 1985 and 11 January 1986] 

Tobacco smoking and the diseases that it causes have reached pandemic proportions 
in the developed countries and are rapidly gaining ground in the developing countries. 
In many of these countries cigarettes usually yield higher tar levels than those 
available in the developed countries. An additional major public health problem will 
shortly arise in the developing countries before communicable diseases and malnutrition 
have been controlled, and the gap between rich and poor countries will thus be further 
expanded. Nothing less than the removal of this man-made hazard would be compatible 
with WHO's goal of health for all by the year 2000. 

The objective of the action programme on tobacco or health is, through 
collaboration with countries, to counteract these harmful trends and, in particular, to 
prevent tobacco addiction from taking root in youth. In certain developing countries, 
forms of tobacco use other than smoking are prevalent and cause specific diseases. 
These forms are also considered in this report. 

As tobacco use is a multifaceted problem, multiple approaches are needed to tackle 
it. Among these are: collection and dissemination of tobacco use data; education and 
information; legislation to restrict smoking and to limit the promotional pressure of 
the tobacco industry; help for smokers in stopping smoking； involvement of the health 
professions, as well as of political, social and 一 in some countries - religious leaders 
in an exemplar role; elimination of agricultural, market, and labour dependence on 
tobacco production; collaboration between WHO and other relevant organizations and 
bodies of the United Nations system and the nongovernmental organizations active in this 
field； and international collaboration, including technical cooperation among 
developing countries (TCDC). Tobacco has proved to have a strong dependence-producing 
effect, due to its nicotine content, and that effect must be recognized in preventive 
and treatment strategies. 

As a result of increasing public awareness of the harmful health effects of 
smoking, and thanks to a number of different control actions described in this report, 
the habit is becoming socially less acceptable and a decrease in smoking is beginning to 
emerge as a trend, but only in some highly industrialized countries. The extent of the 
problem regarding tobacco and the essential elements of tobacco control programmes have 
been determined. What is needed now is the design of relevant national programmes and 
their implementation through vigorous and persistent action at the country level, with 
appropriate cooperation and support of WHO and other partners at the international level. 

Guidance was sought from the Programme Committee of the Executive Board on the 

types of action that WHO should emphasize in its efforts towards controlling the smoking 

epidemic, and on whether a draft resolution on the subject should be submitted to the 

Executive Board. 

1 See resolution EB77.R5. 
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EXECUTIVE SUMMARY 

This report has been prepared in response to the request by the Executive Board at its 

seventy-fifth session in January 1985. 

Resolution WHA33.35 in 1980 requested the Director-General to further develop an action 
programme on smoking and health. The Executive Board and the World Health Assembly in their 
1985 sessions expressed concern and it now appears that the time has come for a programme on 
smoking and health to be included in the classified list of programmes for the Eighth General 
Programme of Work of W H O . A recommendation to that effect was already made by the WHO Expert 
Committee on Smoking Control Strategies in Developing Countries, when it met in 1982. 

The present report describes the magnitude and extent of the health problem caused by 
the use of tobacco (particularly, but not only, in the form of cigarette smoking), the 
apparent advantages and manifest disadvantages of tobacco production and consumption for 
national economies, WHO activities combating the problem, the effectiveness and the results 
of national and international smoking control actions, and plans for future activities. The 
report also refers to the guidance provided by the Programme Committee of the Executive 
B o a r d .

1 

Health problems. Cigarette smoking is the major avoidable cause of ill health and premature 
mortality in countries where it is widespread. It is responsible for about 90% of all cases 
of lung cancer, 75% of chronic bronchitis and emphysema, and 25% of cases of ischaemic heart 
disease, as well as for a number of other types of cancer, pregnancy complications, and 
respiratory diseases in children exposed to passive smoking. In many developing countries 
the cigarette smoking habit is already widespread; in others, particularly the least 
economically privileged ones, the habit is beginning to catch on noticeably and must be 
stopped before it is too late. In some developing countries traditional forms of tobacco 
use, for example, reverse smoking and tobacco chewing, bring about other disease 
manifestations, such as oral cancers. Besides being a cause of premature deaths through the 
diseases that it causes, cigarette smoking is the leading cause, in industrialized countries, 
of fires in residential accommodation and of forest fires that entail numerous injuries and 
deaths, and severe economic losses. 

Worldwide use. Whereas in most industrialized countries the smoking habit is decreasing and 
is becoming socially less acceptable, in developing countries it is on the increase, fuelled 
mainly by intensive and ruthless promotional campaigns on the part of the tobacco industry. 
In most developing countries, unfortunately, the legislative controls and other measures -
which in industrialized countries succeed in limiting the use of tobacco - do not exist or 
are at best inadequate. 

Behavioural aspects. Once the young have experimented with smoking (or other forms of 
tobacco use) under peer pressure, promotional inducement, or as part of their rebelliousness 
and risk-taking behaviour, they become confirmed smokers because of the social reinforcement 
of the habit and the dependence potential of nicotine. 

Economic aspects. In the short run, tobacco production is a source of revenue to many 
governments, as well as to farmers, retailers and others who work in this and related 
fields. Most of the revenue, however, goes to the tobacco industry. In the long run, 
developing countries will face greatly increased domestic consumption, increased import of 
foreign cigarettes, increased public health problems due to tobacco-related diseases, and 
higher rates of absenteeism from work among smokers. Some developing countries may also face 
deforestation that occurs partly as a result of tobacco production. All these factors 
entail, besides the deterioration of the people

1

 s health, huge economic losses. Several 
studies have demonstrated that these losses in the long run outweigh the economic benefits• 
Economic considerations apart, tobacco use is essentially an ethical and health issue. 

WHO action. If WHO*s message about smoking and health is to reach the large public and 
influence national policies, the Organization and its leadership must be seen to act as 
health advocates in the fight against the spread of the smoking pandemic. Several 

The Programme Committee
1

 s report is reproduced as part 2 of this Annex. 
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resolutions of the Executive Board and World Health Assembly have guided, since 1970, WHO's 
global and regional activities in smoking and health, which have included expert committee 
meetings, intercountry seminars, assistance to research, the publication of the newsletter 
Tobacco Alert, dissemination of information, World Health Day 1980, and support of 
legislation. Collaboration has also been established with other organizations and bodies of 
the United Nations system and with nongovernmental organizations. 

Future action. This will concentrate on education and information of the public and of 
sociopolitical leaders, and youth; promotion of national legislation, for example to ban 
tobacco promotion, limit smoking in public places, and use price policies as a deterrent to 
tobacco use； operational research, for example to set up national support structures, to 
identify methods for bringing about large-scale cessation of smoking, to find economically 
viable alternatives to tobacco production, to involve the mass media as effective health 
message communicators, and to limit the tobacco industry

1

 s promotional drives. 

Evaluation of anti-smoking action. Although it is difficult to quantify the results of 
anti-smoking activities, promising trends can be discerned. In many countries where 
long-term comprehensive anti-smoking education and other smoking control activities have been 
carried out, for example, Australia, Canada, Finland, Norway, Sweden, United Kingdom of Great 
Britain and Northern Ireland, and the United States of America, a decrease in the prevalence 
of smoking and in per capita tobacco consumption has occurred in most strata of the 
population. Smoking-related diseases, e.g. cardiovascular disease and, in some countries, 
even lung cancer rates, are decreasing. Overall, in the industrialized countries smoking is 
becoming socially less acceptable. Worldwide, the number of countries that have adopted 
smoking control legislation has significantly increased. National and international 
conferences, seminars, "no-smoking" days and weeks, intercountry consortia and similar events 
to counteract the spread of smoking have also been rapidly increasing in number and intensity 
in both the industrialized and the developing world, thus showing the concern of the 
governments for this problem. More and more nongovernmental organizations are joining forces 
with WHO in building up worldwide anti-smoking advocacy. 

Guidance was sought from the Programme Committee of the Executive Board on whether the 
lines of action followed by WHO in tackling the problem of smoking and health on a global 
scale are sound, whether other approaches are needed, and whether a draft resolution should 
be prepared for the attention of the Executive Board and the Health Assembly, 

I. INTRODUCTION 

1. This report on the smoking pandemic today and the ill effects on health of the use of 
tobacco in all its forms has been prepared for consideration by the Programme Committee of 
the Board in response to concerns expressed by the World Health Assembly and the Executive 
Board at their 1985 sessions. It describes the situation as it is now known, in terms of the 
extent of the public health problem, analyses worldwide trends in the use of tobacco, and 
states the case for and against tobacco production and consumption. Strategies for coping 
with the problem are then outlined, including epidemiological assessment, national and 
international activities and evaluation of results. 

2. Although the WHO programme on smoking and health is a separate programme with its own 
programme activities, it receives and embodies in those activities contributions from a 
number of other programmes that are concerned with different aspects of the health problem, 
mainly those on cancer, cardiovascular diseases, public information and education for health, 
health legislation and the promotion of mental health. 

3. The evidence of a causal relation between the use of tobacco, whether for smoking or for 
chewing, and ill health is now overwhelming. It has been reviewed by numerous national and 
international committees whose reports on smoking and health are known worldwide• Reference 
is made, in this connection, to the series of reports on smoking and health issued by the 
Surgeon General of the United States of America (la,b,c,d), the reports of the Royal College 
of Physicians, United Kingdom (2a,b,c), the reports of WHO expert committees (3a,b,c) and 
technical programmes (4,5,6,7,8,9), and the reports of the International Union against Cancer 
(10a,b) and of the International Agency for Research on Cancer (IARC) (11). The Agency has 
looked at tobacco chewing (11a) as well as smoking (lib). The reader is referred to the 
above reports for full details； only a summary of the findings is given here. Only the 
tobacco industry denies the role of tobacco in causing disease. The onus of proving that 
tobacco use is not a cause of disease should thus be on the tobacco industry itself. 
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4. The burden of smoking-related diseases, in terms of ill health and human misery and the 
consequent health and social costs, is staggering and it is W H O

1

s mandate to collaborate with 
Member States, as well as with other organizations and bodies of the United Nations system 
and nongovernmental organizations, in containing and eliminating this modern pandemic. In 
the absence of strong and resolute action, the prospects of achieving the goal of health for 
all by the year 2000 will be greatly diminished. 

5, If present trends continue and effective national action is not taken, morbidity and 
mortality from tobacco-related diseases will rise, both in the developed countries and, 
especially, in the developing countries. 

SITUATION ANALYSIS 

II. EXTENT OF THE TOBACCO-RELATED PUBLIC HEALTH PROBLEM 

Diseases caused by tobacco use 

6. Tobacco smoking is beyond doubt one of the major avoidable causes of ill health and 
premature mortality in countries where it is widespread• It is responsible for about 90% of 
all cases of lung cancer, 75% of chronic bronchitis and emphysema, and 25% of ischaemic heart 
disease in men under 65 years of age (3b). The use of tobacco, including traditional forms 
of tobacco chewing, is responsible for 90% of oral cancer deaths in south-east Asia. It is 
estimated that one-third of all cases of cancer are related to tobacco use. Calculations 
indicate that at least one million premature deaths occur yearly worldwide because of tobacco 
use (3c). A report from the United States of America (12) shows that 25% of all deaths in 
the country can be attributed to the consequences of smoking compared with 5% linked to 
alcohol and 2% to use of other addictive substances (Table l)

e
 In Cuba, smoking-related 

diseases account for over 30% of all deaths (13), and in the United Kingdom for about 
15-20% (2). According to a report of the Royal College of Physicians, London, the extent of 
the problem is such that, of 1000 young male adults in England and Wales who smoke 
cigarettes, on an average, one will be murdered, six will be killed on the roads and 250 will 
die prematurely of tobacco-related diseases (2c). Although repeated attempts are made by the 
tobacco industry and other vested interests to minimize as "only statistical" the evidence of 
a causative role of tobacco smoking in lung cancer and coronary heart disease, this evidence 
is overwhelming and beyond any reasonable doubt• It is based on thousands of independent 
publications resulting from studies of all kinds - prospective, retrospective, clinical, 
case-control, epidemiological and experimental - carried out in the majority of countries 
(3c)• Environmental pollution, which is often blamed by vested interests in an attempt to 
side-track attention from the smoking issue, is of lesser importance as a public health 
problem compared to tobacco smoking. 

Cardiovascular diseases 

7. It is well known today that cardiovascular diseases (together with cancer) are major 
health problems in the developed regions of the world, and that they are becoming serious 
problems in developing countries as w e l l . For example, in the United States a report of the 
Surgeon General on cardiovascular diseases (lb) concluded that, during the period 1965 to 
1980, there were over three million premature deaths among Americans from heart disease 
attributed to cigarette smoking and that, unless smoking habits of the American population 
change, as many as 10% of all people now alive may die prematurely of heart disease 
attributable to their smoking. Similar trends are now appearing in many developing countries 
a n d , for example, cardiovascular diseases have already become one of the leading causes of 
death in China, Malaysia, Mauritius, and Sri Lanka• 

8 . The influence of smoking is independent of, but also synergistic w i t h , other risk 
factors, such as hypertension and high serum cholesterol levels. The relative risk is 
greater at younger ages; the risk to the smoker increases with the amount smoked, but 
decreases with cessation of smoking until, some years later, it becomes almost the same as 
that of the life-long non-smoker. Cigarette smoking seems to be particularly important in 
causing peripheral artery diseases and sudden death from coronary heart disease, especially 
in men under 50 years of age. It is sometimes argued that the urge to smoke and the diseases 
related to smoking are both due to genetic predisposition with no causative relationship. 
Studies of smoking-discordant male twins, however, have shown that, while psychological 
scores and life event scales were practically the same between the smoking and non-smoking 
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co-twins, the incidence of angina pectoris and of myocardial infarction was significantly 
higher among the smoking со-twins, a finding which supports the conclusion that cigarette 
smoking is a causal factor in coronary heart disease (14). 

Cancer 

9. The use of tobacco, whether for smoking (6) or for chewing (7), is cause-related to 
one-third of all cancers globally (8). Prevention of tobacco use would therefore be one of 
the most cost-effective approaches in cancer control (8,15,16). While cigarette smoking is 
implicated in many types of cancer, its responsibility is particularly striking for the great 
majority of lung cancer cases, the number of which has increased notably in all countries 
where mortality statistics are reliable. This trend is not confined to industrialized 
countries but is present in the developing countries as well. The evidence of a causal 
relationship is clear (3b,c,ll). On cessation of smoking, the relative risk of lung cancer 
developing declines slowly almost to the level of the risk for the life-long 
non-smoker (3b). Along with the prevalence of the smoking habit, lung cancer mortality in 
women in 28 developed countries increased greatly between 1960 and 1980 (16)• For instance, 
in Australia, the death rates from lung cancer in women rose rapidly from 8.9 per 
100 thousand in 1975 to 14.1 per 100 thousand in 1982. In the United States lung cancer is 
catching up with breast cancer as the leading cause of cancer death in women (17). 

10. The disease pattern in developing countries is likely to show an increasingly close 
resemblance to that of the industrialized countries, and that change has already taken place 
in many areas. For example, in Shanghai County, an urban area near the City of Shanghai in 
China, the leading causes of death in 1961-1962 were infectious diseases, accidents, 
respiratory diseases, digestive diseases and neonatal deaths (15). By 1978-1980, cancer had 
become the leading cause, followed by cerebrovascular diseases, heart diseases, respiratory 
diseases and accidents. This shift in health problems took place over less than 20 years and 
is marked by the emergence of diseases caused by or related to the use of tobacco. Although 
the overall consumption of manufactured cigarettes per capita appears to be rather low, 
because few women smoke, in reality tobacco consumption is very high (18), use of home-grown 
tobacco being widespread and very largely unreported (19). 

11. Perhaps the most important feature in the relationship between cigarette smoking and 
lung cancer is the strong correlation between the duration of regular cigarette smoking and 
subsequent lung cancer rates. Doubling the duration of regular tobacco use will result in an 
approximately 20-fold increase in lung cancer incidence. The earlier an individual begins to 
smoke the greater the risk of lung cancer developing: the risk is three-fold that of a 
non-smoker, if smoking starts at 24 years of age, but will be 15-fold if smoking starts in 
the early teens. All these relationships still hold when other factors, such as diet, 
stress, atmospheric pollution and urbanization, also associated with cardiovascular and 
respiratory diseases, are taken into account, thus pointing to the causality of smoking. It 
has been calculated that 600 000 new cases of lung cancer occur worldwide every year, most of 
them due to smoking (7). By the year 2000 the yearly number of new lung cancer cases may be 
as high as two million (20). Smoking also aggravates the cancer risk in certain occupation 
groups, for example that of bronchial cancer in workers exposed to asbestos. 

12. Other uses of tobacco are also implicated in cancer. The habit of chewing tobacco and 
mixtures containing tobacco - which is widespread in south-east Asia - is responsible for 90% 
of oral cancer cases (8). The chewing of tobacco and the use of snuff passed its peak many 
decades ago in industrialized countries, but a resurgence has occurred since the mid-1960s 
and the habit, actively promoted by the tobacco industry, is becoming popular once again. A 
working group convened in 1984 by IARC concluded that tobacco thus used, and not smoked, is 
carcinogenic in man (11a). 

Acute and chronic respiratory diseases 

13. Cigarette smoking acts independently of, and synergistically with, the other risk 
factors contributing to non-neoplastic respiratory diseases. In developing countries it is 
now the most important cause of chronic bronchitis and relatively much more important than 
atmospheric pollution or occupational exposure as a cause of bronchopulmonary diseases. For 
instance, smoking increases markedly the risk to miners and smelters of developing chronic 
bronchitis. In purely economic terms, bronchitis is the most expensive of all the 
smoking-related diseases (3b)• Many of the conditions which gave rise to widespread 
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bronchitis in nineteenth century England are occurring now in developing countries: poor 
social conditions in urban areas, poor nutrition, overcrowding leading to the spread of 
respiratory infections, and uncontrolled atmospheric pollution arising from rapid 
industrialization. A large increase in morbidity and mortality is probably inevitable, if 
urgent steps are not taken to reduce smoking as far as possible. 

Other diseases and ill effects on health 

14. Besides the major killers - lung cancer, coronary heart disease, and acute and chronic 
respiratory diseases - several other diseases and disease manifestations are caused or 
aggravated by the use of tobacco. They include oral and bladder cancers, as well as cancers 
of other sites, peripheral vascular diseases, gastric ulcer, dental diseases, subarachnoid 
haemorrhage, and pregnancy complications. 

15. Recent evidence also suggests that the consequences of smoking are particularly 
deleterious to reproductive health (21). They affect contraception and fecundity, pregnancy, 
birth outcomes, lactation, early childhood development, and the development of cancers of the 
reproductive system of both men and women. For example, the risk of myocardial infarction 
among women using oral contraceptives is 10 times greater among smokers than among 
non-smokers (le). Recent studies reflect an increased risk of spontaneous abortion, fetal 
death, and perinatal death rising in direct parallel with the level of the mother's smoking 
during pregnancy. They also indicate a 20% increase in the perinatal death rate for children 
of women who smoke less than one packet a day, and a 35% increase for consumption above that 
level. Smoking in pregnancy is a problem in Latin America where surveys show that, in urban 
areas, more than 20% of pregnant women smoke (19). Studies have also consistently shown that 
smoking during pregnancy is associated with a more than two-fold increase in the proportion 
of small-for-date babies ( < 2 5 0 0 g), the proportion increasing with the number of cigarettes 
smoked (le,3b). The mother's smoking also contributes to prematurity, at least 11% of 
pre-term births being attributable to it. Because the adverse effects on the fetus are so 
numerous, it has been suggested that smoking by pregnant women may be regarded as a form of 
child abuse. Heavy cigarette smoking has been linked with decreased fecundity and with 
infertility, and amenorrhoea; it also appears to cause a dose-response lowering of age at 
menopause. Possible adverse effects of heavy smoking on male fertility have been reported, 
including impaired spermatogenesis, sperm morphology and motility, and androgen 

secretion (21). 

16. Deaths and losses of property are also indirectly caused by smoking. Sixty-five 
thousand fires in residential accommodation, resulting in about 2000 deaths and 5000 burn 
casualties, are caused each year in the United States of America by careless smoking, mainly 
of cigarettes (22,23). 

17. Although nowadays cigarette smoking is the most commonly practised form of tobacco use, 
it is not the only one. Others, such as the smoking of hubble-bubbles, hookahs, narghiles, 
bidis, and so o n , and snuff-taking and the chewing of tobacco leaves, either alone or in 
combination with other vegetable and mineral materials, are both traditional and widespread 
in many developing countries, and with them the diseases that they cause. Respiratory 
diseases, for example, are spread by the shared type of hubble-bubble smoking, and 
oropharyngeal cancer is associated with tobacco chewing and with reverse smoking, i.e., 
smoking with the lighted end inside the mouth, Bidi-smoking yields very high concentrations 
of tar and nicotine, and may be regarded as a major contributor to the development of 
ischaemic heart disease and other cardiovascular disorders, as well as cancers of the lung, 
oropharyngeal cavity, oesophagus, and larynx. These observations are of capital importance 
not only with regard to the smoking habits traditional in the developing countries, but also 
in view of the increasing trend, particularly among youth in some industrialized countries, 
to use tobacco otherwise than for smoking, e.g., for chewing and as snuff, and to smoke 
bidis, in an ill-advised attempt to avoid the adverse health effects of cigarette smoking. 
These forms of tobacco use also bring about nicotine dependence. 

Effects of involuntary, compared with active, smoking 

18. While the disease effects described above are often well-recognized for the direct 
consumer, insufficient attention has been given to what is known as "passive" smoking, i.e., 
smoking "enforced" on others. Tobacco smoking is the largest source of indoor pollution; it 
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affects not only the smoker directly but also, indirectly, those obliged to inhale smoky 
air. Studies suggest that the lung cancer risk among non-smoking wives of smokers is higher 
than that of non-smoking wives of non-smokers (25,26). A recent study confirmed that 
non-smoking wives run a noticeably higher risk of developing lung cancer if exposed to 
passive smoking of 20 or more cigarettes per day, as compared to non-smoking wives of 
non-smoking husbands (26a). A new IARC monograph states that "passive smoking gives rise to 
some risk of cancer" (lib). Early signs of impairment of small airways function have been 
detected in non-smokers constantly exposed to passive smoking at the place of work (27). The 
elderly, children, and cardiac or asthmatic, and hypersensitive subjects can be adversely 
affected by smoke produced in their vicinity. Health hazards apart, smoke in the environment 
is a nuisance; exposure to it brings discomfort to many non-smokers, and is increasingly 
considered as socially unacceptable. Consequently, there is an observable trend towards 
separating areas for smokers and non-smokers in aircraft, other public transport facilities, 
and enclosed public places. 

1 9 . A major aspect of the harm done to children lies in the example set them by adults, but 
several studies have shown that the inhalation of cigarette smoke is in itself harmful. In 
particular, smoking by parents has been proved to increase the incidence of acute respiratory 
infections in small children, for instance the risk of an infant developing bronchitis or 
pneumonia in the first year of life is doubled if its parents smoke (3c). Children of 
parents who smoke are more likely to take up the habit themselves as they grow up and, if 
they d o , they develop more respiratory symptoms than do those who refrain. If the mother 
smokes, the toxic components of the smoke are carried in the mother's bloodstream to the 
fetus, in effect subjecting it to passive smoking in another form. As mentioned in 
paragraph 15, more of the babies born of mothers who smoke are small-for-date than those born 
of non-smokers (le). 

III. WORLDWIDE TRENDS IN TOBACCO USE 

20. Addiction to smoking is spreading like a pandemic throughout the w o r l d . Starting as a 
predominantly male phenomenon in the industrialized countries, smoking is now practised by 
women and young people too in those countries and in the developing world, where the 
cigarette is nowadays the predominant form of tobacco use. Indigenous forms of tobacco use 
for smoking and for chewing are, however, also widespread in many developing countries, where 
the materials smoked or chewed are usually even more noxious than those used in the developed 
countries, and yield much higher levels of toxic components, particularly tar and nicotine. 
Such indigenous habits of tobacco smoking and chewing cause an incidence of diseases such as 
oral cancer and respiratory infections unknown in the industrialized countries. Poor housing 
and environmental conditions, malnutrition, absence or inadequacy of legislative measures to 
control tobacco promotion and u s e , and the lack of public education and information about the 
dangers of tobacco make the populations in developing countries especially susceptible to the 
forthcoming epidemic of tobacco-related diseases. According to some analysts of the tobacco 
economy, a major factor enhancing tobacco export possibilities from developed countries to 
the Third World was the perception of cigarettes as an affordable luxury in the poorer areas 
of the world (28), At present, cigarette consumption per capita in most of the developing 
countries is much lower than in the affluent countries (Table 2), but the prevalence of 
smoking is higher than in the developed countries, where intensive and sustained education 
and information action has brought about significant decreases in the number of smokers 
(Table 3). The number of manufactured cigarettes may not, however, provide an accurate 
picture of the intensity of smoking in certain developing countries where the use of bidis 
and home-grown tobacco is widespread. 

21. Many governments will act with great speed when pharmaceutical products or food 
additives are merely suspected of harmful health consequences that might entail only a remote 
chance of the development of cancer, for instance. This is in marked contrast to common 
government reluctance to act on tobacco, which is demonstrably à cause of avoidable mortality 
and morbidity on a scale unmatched by any other currently available product for human 
consumption (3c). The message is clear: in the absence of strong and resolute government 
action, we face the serious probability that the damage done by the smoking epidemic will 
have started to take effect in the developing world within a decade and that a major 
avoidable public health problem will have been inflicted on the countries least able to deal 
with it as a result of unscrupulous commercial enterprise and government inactivity. Smoking 
diseases will appear in developing countries before communicable diseases and malnutrition 
have been controlled, and thus the gap between rich and poor countries will widen 
further (3b). This prediction is, unfortunately, now starting to be fulfilled. 
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22. In China and India, 25% to 30% of all males are dependent on tobacco smoking before they 
are 20 years old. Rates of adult male smoking in excess of 50% are found in a great many 
countries, especially developing ones. Although, in some developing countries, the 
prevalence of smoking is very low among certain groups of women, such as Moslem women, in 
others it approaches that of men

#
 In rural areas of Andhra Pradesh in India, 67% of the 

women smoke, as compared with 81% of the m e n . In Papua New Guinea 95% of women and 97% of 
men are reported to smoke• Similarly high smoking rates among women are also found in 
Nepal (19,29). 

23. Worldwide tobacco consumption is now stagnant. But the decrease in smoking in 
industrialized countries is offset by rapid population growth particularly in developing 
countries. This has fostered increased demand for cigarettes (30). Per capita consumption 
in Kenya increased by 32% between 1970 and 1980, and in Latin America by 24%, as compared 
with only 4% in North America. Cigarette consumption in Kenya increased from 

3310 metric tonnes in 1972 to 4524 tonnes only eight years later, and is still increasing at 
the rate of about 8% per year (31). Tobacco consumption between 1976 and 1980 increased 5% 
in Indonesia and Malaysia, 3% in Brazil, 6% in Turkey, while it decreased in many developed 
countries, e.g.

}
 7% in France, and 2% in the United States of America. In the United States 

the yearly per capita cigarette consumption was 610 in 1920, but had climbed to 1820 by 1940 
and to 3850 by 1973 (32). Since then, it decreased to 1678 cigarettes in 1982 and for three 
consecutive years during the early 1980s domestic sales fell as a result of increased public 
health consciousness (33). In Pakistan, total cigarette consumption increased from 
24 thousand million in 1970 to 39 thousand million in 1980. In India, it rose 400% during 
the same period. In Papua New Guinea the consumption trebled from 1960 to 1980 (34). In 
Brazil, about 135 thousand million cigarettes were smoked in 1981, while cigarette-related 
diseases far outstripped the infectious diseases as the leading cause of death (35). In the 
Islamic Republic of Iran, yearly cigarette consumption reportedly increased from 14 thousand 
million in 1980 to 32 thousand million in 1983 (36). Tables 4 and 5 show that the largest 
increases in consumption are in the developing countries. FAO has published per capita 
tobacco consumption figures for 1985 for 56 selected countries (37)； these data are 
summarized in Table 4. The consumption projection to 1995 by the World Bank (Table 5) shows 
a very significantly greater increase in the developing countries than in the developed 
free-market economy countries. 

24. Overall demand for tobacco is still rising, but production in the industrialized 
countries is expected to remain steady while that of the developing countries is expected to 
increase. A small number of large enterprises are responsible for manufacturing operations 
throughout the world, in both the developed and the developing countries. About 37% of the 
world's cigarettes are produced by state-controlled industries in centrally-planned 
countries, a further 17% are manufactured by state monopolies - e.g., in Austria, France, 
Italy, Kenya, Tunisia and Turkey - whose aim is to maximize government revenue. The 
remainder of the market is dominated by a few conglomerates which, although primarily 
interested in tobacco, have diversified their activities widely in other manufacturing 
sectors or trading enterprises• 

25• The summary given in Table 6 clearly shows the upward trend in cigarette production 
throughout the world. The production of tobacco for purposes other than smoking ~ for 
chewing, or as plug, moist snuff, dry snuff, e t c . - has been increasing over the past five to 
10 years, but information is scattered or incomplete. In the United States of America 
production of tobacco in these forms increased about 3-4% per year during the 1960-1980s, and 
consumption increased by 11% per year (38). In most industrialized countries the percentage 
of leaf tobacco used for manufacturing snuff is very small, and in most countries chewing 
tobacco accounts for less than 1% of total leaf usage, except in the United States of America 
where the proportion is about 6%. Strong attempts are being made by the tobacco industry to 
revivify this sector of the market in many industrialized countries, thus bringing about 
additional and growing health problems for the world, for instance, cancer of the mouth. 
This situation calls for action. The main target of these new promotional activities is 
y o u t h . Tobacco chewing is a fast means to provide addiction leading later to cigarette use. 

26. In many of the developing countries, the picture is different and complex because, in 
addition to the accountable tobacco industry, there is also a very large cottage industry 
whose activities are difficult to assess. India probably presents the greatest challenge in 
this respect, but Bangladesh, Pakistan and Sri Lanka also have sizeable cottage industries 
producing bidis and chewing tobacco. 
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27. The worldwide picture of trends in tobacco use is not equally bleak, everywhere. Indeed, 

it is important to note that in a number of countries, thanks to vigorous national action and 

increased public awareness, the trends in smoking, tobacco consumption and tobacco-related 

diseases have actually been reversed, particularly among the male population. These trend 

reversals are further discussed in paragraphs 129 to 141 below. In addition, information on 

the economic advantages and disadvantages of tobacco production and consumption is provided 

in Section V. 

IV. BEHAVIOURAL ASPECTS 

28. Why do people smoke? Probably the earliest mode of tobacco use was pipe smoking, which 

had ceremonial importance in the cultures where it originated. As a vehicle for tobacco, 

however, the machine-made cigarette outstripped the other forms of use as from the turn of 

this century• Smoking was traditional in China even before the 15th century, although it has 

not been established that the substance smoked was tobacco rather than other herbs• The 

actual discovery of tobacco by Europeans is considered to date from when Christopher Colombus 

landed in Central America at the end of 1492. The habit of smoking was popularized in Europe 

by soldiers returning from the Peninsular War (1808-1814) (39) and the Crimean War 

(1853-1856)• From then on the habit spread to the rest of Europe and thence to Africa and 

A s i a , brought in by explorers and traders. 

Starting to smoke 

29. Cigarettes are often tasted during childhood, i.e.
y
 at least in the case of boys, at the 

early age of 6 to 9 years； their use becomes more regular during adolescence. T h e n , unless 

the formation of the habit is stopped, experimenters become confirmed smokers in their late 

teens. Smoking being regarded as socially attractive, the wish to imitate adult behaviour, 

accompanied by rebelliousness towards adult disapproval of smoking by the young, the tendency 

to experimentation and to risk-taking, often suggested by cigarette advertisements, and peer 

group pressure are among the important factors that induce children to smoke. Tobacco is 

often a "gateway" drug, which is followed by alcohol and sometimes by other substances. 

Particularly in relation to adolescent behaviour, the factors, including risk-taking, which 

are important in relation to tobacco are equally relevant to the consumption of alcohol and 

other drugs• In terms of socialization processes, smoking and drinking are frequently 

simultaneous rather than alternate activities. 

Reinforcement of the habit and the addiction potential of nicotine 

30. The initial habit is reinforced by such factors as peer pressure, the imitation of 

exemplars, the status symbol value of smoking in some cultures, its value as a tool for 

social identification and interpersonal relations, and in most countries, by the promotional 

activities of the tobacco industry which, through seductive imagery, constantly associates 

smoking with desirable life situations, youth, success, and sex appeal. Then, in addition, 

the addictive potential of nicotine - the active alkaloid in Nicotiana tabacum - plays a 

predominant role in keeping smokers slaves to their habit. Smoking is the most efficient way 

of delivering a drug like nicotine, which reaches the brain within a few seconds. Most 

smokers experience withdrawal symptoms when they try to stop smoking, so that the desire to 

avoid the unpleasant effects of nicotine deprivation is a potent factor determining the 

continuation of the habit. Smoking can be even more addictive than alcohol or heroin, and a 

habit that is just as difficult to break. 

31. The National Institute on Drug Abuse in the United States of America considers that 
dependence "in the classic sense is characterized by: (a) persistent regular use of a d r u g , 
(b) attempts to stop such use which lead to discomfort and which often result in termination 
of the effort to stop, (c) continued drug use despite damaging physical and/or psychological 
problems, and (d) persistent drug-seeking behaviour". W H O

1

s International Classification of 
Diseases (ICD), Ninth Revision (1975), defines drug dependence as "A state, psychic and 
sometimes also physical, resulting from taking a drug, characterized by behavioural and other 
responses that always include a compulsion to take a drug on a continuous or periodic basis 
in order to experience its psychic effects, and sometimes to avoid the discomfort of its 
absence". By all these criteria, the use of tobacco, especially in the form of cigarettes, 
qualifies as a dependence-producing process. In the United States of America cigarette 
smoking has been found to be the most widespread example of drug dependence• Indeed, while 
only one in 10 alcohol users and four in 10 morphine users are compulsive daily users, nine 
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in 10 cigarette smokers are compulsive daily users (33). Russell (40) writes that "cigarette 
smoking is probably the most addictive and dependence-producing form of object-specific, 
self-administered gratification known to man". The Diagnostic and Statistical Manual of 
Mental Disorders of the American Psychiatric Association defines both a "tobacco withdrawal 
syndrome" and "tobacco dependence disorder". The Ninth Revision (1975) of the WHO 
International Classification of Diseases also includes tobacco dependence. 

32. Nicotine, the dominant alkaloid present in tobacco, is rapidly absorbed from the lungs 
when presented as the sub-micron aerosol resulting from the high-temperature combustion of 
cigarette tobacco, and it is quickly distributed to the brain and the rest of the body. The 
role of nicotine is probably critical in both the acquisition and the maintenance of tobacco 
dependence, and this explains the difficulty some have in stopping smoking, as discussed in 
paragraphs 85 to 91, Nicotine is a powerful pharmacological agent which stimulates the 
release of a variety of endogenous neurotransmitters and hormones and, being mood-altering 
and psychoactive, produces an initial euphoria. Once smoking is established as a habit, 
consistency of pattern is ensured by environmental influences, as well as by pharmacological 
regulation. The smoker may perceive many immediate gains from smoking, whereas the 
deterrents may seem remote. 

33. Psychological habituation, besides physiological addiction, also plays a role through 
the manipulation of the smoking material, i.e., having something to do with the hands and 
m o u t h . The importance of social rituals associated with smoking behaviour must also be 
acknowledged. Physical dependence, though probably the case of a number of smokers, is by no 
means general and many ex-smokers had little difficulty in "quitting"• 

34. Smokers find it difficult to concentrate and to perform at work under pressure or in 
repetitive or boring situations if deprived of cigarettes. High-nicotine yield cigarettes 
improved the performance of smokers in a rapid information-processing test, whereas 
deprivation of smoking decreased performance. The nicotine contained in cigarettes appears 
to reduce pain and anxiety in smokers taking part in these performance tests. 

35. A further obstacle to individual discontinuation of smoking is the fear of gaining 
weight. This is particularly true among women• The mechanism of weight gain is poorly 
known. It is usually attributed to increased food intake, often of sweets, by the ex-smoker 
to overcome the oral withdrawal symptoms. Weight gain is, however, temporary and can be 
checked by sound eating habits and physical activity. 

Low-tar cigarettes 

36. In order to allay the fears of health-conscious cigarette smokers, the tobacco industry 
has intensively promoted a great variety of cigarettes which, when smoked in a smoking 
machine according to standard procedures, yield lower emissions of tar and nicotine• Such 
emission yields, however, cannot be extrapolated to real life situations in m a n . The amounts 
of tar and nicotine actually inhaled by the smoker may be higher in practice than is 
indicated by the test procedures (Id). 

37. Nicotine is known to be a highly addictive drug. It is not a drug which is taken 
occasionally; it is one of the few which regular users need every few hours in order to 
prevent withdrawal symptoms. Most smokers will not tolerate for long very low nicotine or 
nicotine-free cigarettes as substitutes for "the real thing". They appear to regulate their 
smoking to achieve and maintain a desired level of nicotine in their blood stream, and are 
unwilling to tolerate a gradient of reduction in blood nicotine consequent on change to the 
use of cigarettes with low tar and nicotine yields• Such smokers compensate for lower 
delivery by such devices as crushing the end of the cigarette and thus blocking the 
ventilation holes, or by inhaling more often and more deeply, or by smoking more cigarettes. 
This behaviour really brings about an increase in inhaled tar, carbon monoxide, and other 
noxious substances present in the smoke. 

38. From epidemiological studies it would appear that changing to low-tar cigarettes may 
have contributed to some reduction in the number of lung cancer cases. However, the harmful 
health effects of smoking in terms of cardiovascular function, pregnancy complications, and 
respiratory impairment, do not decrease (le,3c,11). Another serious drawback is that 
children and women find it easier to start smoking these "light" cigarettes, so that in the 
long term, the availability of "light" cigarettes, far from helping people to stop smoking, 
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may actually encourage them to smoke. For these reasons, it is the policy of WHO to 
discourage the idea that low-tar cigarettes are "safe" cigarettes (4), Tobacco manufacturers 
should not be given any opportunity to suggest that low-tar cigarettes are safe to smoke； 
indeed, it must be made clear that there is no such thing as a "safe" cigarette. 

V . POSITIVE AND NEGATIVE EFFECTS OF TOBACCO PRODUCTION AND CONSUMPTION 

Tobacco production 

Short-term benefits 

39. Tobacco is produced in about 120 countries under all latitudes, except those in the cold 
climates of northern Europe and in the arid climates of some of the Arab countries. The 
contribution of developing countries to world tobacco production has increased from 50% in 
1963 to 63% twenty years later, to an estimated 68% in 1995. The major tobacco producing and 
consuming countries are China, United States of America, Union of Soviet Socialist Republics, 
India and Brazil (18). On a short-term basis, tobacco production is of tangible economic 
significance to many producing countries (18). It provides jobs and income to tens of 
thousands of families engaged in tobacco growing, manufacturing and trade throughout the 
world. Tobacco provides revenue to a flourishing advertising industry (which, however, can 
easily find other sources of income), tax revenue to governments, and foreign currency when 
exported. Some developing countries, such as Brazil, Malawi, United Republic of Tanzania, 
and Zimbabwe, rely heavily on tobacco-generated income. It should be underlined, however, 
that most of the profits go to the tobacco companies rather than to the local producers (see 
paragraph 50). 

AO. In 1979-1981 the land used throughout the world for growing tobacco totalled 4.3 million 
hectares, of which 72% was in the developing countries (18). The growing of tobacco provides 
a reliable source of foreign exchange for many countries. The relative stability of tobacco 
prices contrasts with the instability of many other commodity prices and makes it an 
attractive proposition to many developing countries, where unstable commodity prices have 
proved to be a constant burden. It also generates a large number of jobs for small farmers 
and their families 一 tobacco is generally grown on very small family farms. It has been 
estimated (41) that worldwide some 35 million small farmers and their families rely on 
tobacco cultivated on plots ranging from 0.5 to 1.5 hectares. FAO statistics (18) show that, 
in Zimbabwe, the industry is the largest employer, supporting 17 000 farmers. 

41. In Malawi, 100 000 families rely on the cash income tobacco brings, while in the United 
Republic of Tanzania, 370 000 (2% of the population) are dependent upon tobacco cultivation. 
In the south of Brazil, 115 000 farmers and a further 650 000 people gain a livelihood from 
the tobacco industry; in the Indian State of Andhra Pradesh, tobacco provides a living for 
75 000 farmers and about 2 million other workers engaged in tobacco-related occupations. 
Even in the developed countries, where production is extensively mechanized, tobacco 
generates employment on a very large scale； for instance, half a million farm families in 
the United States of America are directly involved in tobacco production. 

42. Furthermore, tobacco earns twice as much as sugar, five times as much as cotton and ten 
times as much as maize. By contrast with the USj 375 and US$ 750 per hectare earned from 
corn and soybeans respectively, the gross income per hectare of tobacco ranges from US$ 7500 
to US$ 10 000. Similarly, in Malawi the receipts from tobacco are three times higher than 
for tea, five times higher than for sugar and ten times higher than for groundnuts. This is 
true if income is calculated on the basis of land surface cultivated; but in financial 
investment terms, other crops are more profitable (18,42). 

43. As with tobacco growing, the manufacturing operations involving tobacco generate 
employment and income. While in some large developing countries where manual methods are 
used the work-force thus employed can number hundreds of thousands, in the principal 
industrialized manufacturing countries it numbers less than 60 000. In income terms, in 
1977, India

1

 s 300 000 tobacco workers earned US$ 240 per year each, whereas a worker employed 
in the tobacco industry in Belgium earned US$ 10 000. Similar comparisons can be made 
between other developed and developing countries. In Canada, stagnation of the tobacco 
market is causing large economic losses to tobacco farmers, who could however, with 
government assistance, convert to other crops. 
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44. The contribution of tobacco manufacturing to total industrial output is higher for the 
developing than for the developed countries. The role of tobacco in the economies of 
countries such as the United Republic of Tanzania and Zimbabwe is well known. In a number of 
African countries (Algeria, Burundi, Cameroon, Central African Republic, Madagascar, 
Mauritius, Morocco) the tobacco industry is listed among the eight most important 
revenue-earning undertakings. In Mali and Sierra Leone, it ranks first (43)• Because of the 
predominance of large state-controlled concerns and other tobacco corporations with a network 
of licensing agreements, the majority of the world's manufactured tobacco products are for 
domestic consumption and less than 10% enter international trade. 

4 5 . Only a very small share of the total value of exports accrues to the developing 
countries, and even this has diminished during recent years as a result of rapidly expanding 
shipments (chiefly of cigarettes) from the United States, United Kingdom and the 
Netherlands. In 1976-1978 the developing countries accounted for 9% of world exports by 
value, but by 1981 this had fallen to less than 6%. Table 7 shows trends for cigarette 
imports and exports over the period from 1973 to 1981. 

46. Tobacco growing is a valuable source of cash income to farmers. The proportion of 
agricultural income derived from tobacco is considerable, even where in absolute terms it is 
small. For example, Zimbabwe had a total income from tobacco in 1980 of US¿ 110 million -
which is small compared with the tobacco incomes of Brazil (US$ 200 million), Greece 
(USá 500 million), Turkey (USÍ 525 million), Japan (USÍ 1300 million) and the United States 
of America (US$ 2700 million) 一 but that represented for Zimbabwe almost a quarter of 
agricultural earnings. Table 8 shows the gross income from tobacco crops and its 
contribution to agricultural income in selected producing countries• 

Manifest disadvantages 

47. Economic and environmental losses. On a long-term basis, however, tobacco production 
entails economic and environmental losses to the producing countries, especially the 
developing ones. Reports by United Nations agencies (44), as well as by other official 
bodies, e.g., the Ministry of Agriculture of the United Republic of Tanzania (45) and 
independent investigators (46,47), have documented such losses. In spite of this knowledge, 
however, no action is being taken to decrease tobacco production because immediate political 
realities command higher priority than future adverse environmental and health consequences. 

48. The negative effects of tobacco production on the environment and economy of the 
developing countries are many and far-reaching and are superimposed upon the ill health and 
mortality consequent on tobacco consumption. World leaf trade is no longer expanding rapidly 
and on occasion it slumps. The overall trade fell by 3.4% in 1983 owing to the very large 
surpluses on the world market, to reduction in consumption in the developed countries, and to 
new manufacturing techniques which have reduced total leaf requirements. The long-standing 
price stability of tobacco in otherwise unstable agricultural commodity markets, which has 
made tobacco production so attractive to the developing countries, may therefore not continue, 

49• Cigarette manufacturing trends are becoming less favourable to the developing countries 
in that their share of the export markets is falling and their cigarette imports are rising 
(Table 7) due to the prevalence of a tobacco habit encouraged and perpetuated by their own 
involvement in tobacco production. Thus there is a loss of foreign currency due to a 
reduction in leaf exports, a reduction in the export of manufactured tobacco products and an 
increase in imports of cigarettes, possibly resulting, in the longer term, in an overall net 
loss. 

50
e
 According to the United Nations Conference on Trade and Development "the developing 

countries are totally at the margin in the marketing decision process. They gain only an 

insignificant share of the total profit made from tobacco growing as their aggregate receipts 

from the tobacco industry are based, almost exclusively, on the demand response and the 

marketing decisions determined by the transnational tobacco companies" (44). These are 

mostly foreign-based• 

5 1 . Adverse effects of tobacco cultivation on the availability of food are well documented, 
although little known. Smokers worldwide spend between US$ 85 and USÍ 100 thousand million 
annually to buy four million million cigarettes, i.e., more than 1000 cigarettes for each 
m a n , woman and child (48). When land or labour is scarce, any used for tobacco cultivation 
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reduces that available for food production. Similarly, to the extent that cash is spent on 
buying tobacco, correspondingly less is likely to be applied to the purchase of food, and so 
the nutritional status of the poor will decline. Reduced local food production may also lead 
to higher prices, which will penalize even non-smoking families. Because tobacco provides 
ready cash, food crops, such as rice in Nigeria, become a second choice for cultivation. The 
net result of such displacement of a staple food crop is that, as in the case of Nigeria, 
food has then to be imported (49). 

52. Tobacco exported from a developing country generates valuable foreign exchange. If, 
however, most of the tobacco produced is consumed in the country of origin, the expected 
benefits are reduced by this loss of export earnings and by the costs of damaged health. In 
addition, the increased popularity of imported cigarettes may entail a huge drain on foreign 
currency. In Sudan, for instance, imports of foreign cigarettes in 1982 cost at least 
40 million Sudanese pounds of badly needed foreign exchange (50). Similar situations have 
been recorded in Egypt (51), where 25 million Egyptian pounds were spent in 1976 on imported 
tobacco 一 an increase of 20% from 1975. 

53. Soil degradation. Tobacco requires either fertile soils or regular inputs of commercial 
fertilizer into marginal agricultural land. However, most tropical soils are characterized 
by low nitrogen content, as well as by deficiency in phosphorus, and sometimes potassium. 
Tobacco production therefore depends on commercial fertilizer, the prices of which, 
especially those rich in nitrogen, are rising so sharply that already they are out of reach 
of most farmers. An alternative to dependence on commercial fertilizer is to exhaust soil 
fertility in one or two years, then to deforest for a new plot. 

54. Pesticides• Tobacco is one of the crops that require the heaviest treatment with 
pesticides and herbicides. Vast quantities of pesticides are used on tobacco crops virtually 
throughout their seven-to-eight-raonth growing season. Most of these pesticides are toxic, 
and some are carcinogenic to the farmer and can contaminate village water supplies. Most 
developed countries either ban or severely restrict the use of persistent organochlorine 
pesticides, such as aldrin, which is instead supplied by the tobacco industry to some 
developing countries (46). Furthermore, not only do these pesticides constitute a danger to 
those handling them, they also find their way into the tobacco leaves which are eventually 
smoked or chewed and become dangerous to the consumer on that account as well. Thus where 
tobacco is home grown, treated with pesticides, and processed and consumed locally, the 
hazards to health are even more immediate. 

Deforestation and desertification. 

55. Tobacco curing is highly energy intensive. Much tobacco is sun-cured, but where wood is 
used as fuel it accounts for 10-15% of the product price 一 as in the case of Thailand, for 
instance. The Economist Intelligence Unit (London) estimated in 1980 that 80% of 
timber-generated fuel is used in tobacco curing. For every 300 cigarettes made in the 
developing world, one tree is burned (42)； for every acre of flue-cured tobacco grown in 
developing countries, one acre of woodland is burned. In other words, one ton of wood is 

о 
needed to cure one ton of tobacco. Pakistan alone annually consumes 1.5 million m

J

 of wood 
for tobacco curing. About 8000 hectares of forest in llocos, Philippines, are consumed 
annually for curing. Similar destruction of forests is reported in Brazil. It has been 
estimated that ia the State of Rio Grande do Sul the 100 000 tobacco farmers need the wood of 
60 million trees, i.e., nearly 600 000 hectares of forest, in one year (52). Worldwide, 
about 2.5 million hectares of trees have to be used each year to flue-cure 2.5 million tons 
of tobacco (46). 

56. In 1977, the United Nations Environment Programme warned that the shortage of firewood 
was rapidly becoming the poor person

1

s energy crisis. The deforestation caused by the use of 
wood for fuel and industrial demand, including tobacco curing, in many areas of Africa 
contributes to the problem of accelerating desertification, as also does the clearance of the 
land for agricultural projects, including tobacco cultivation. The use of wood for curing 
competes with its use for cooking, warmth, and construction. The environmental impact of 
tobacco production can be clearly seen in the United Republic of Tanzania, where the tobacco 
industry is one of the main exploiters of forests on a regional and national level. About 
600 000 m ^ of fuel wood are consumed annually for tobacco curing in the woodland regions of 
the United Republic of Tanzania. According to the Economist Intelligence Unit (52a), there 
are a number of countries in which fuel wood is the only effective source of tobacco curing, 
including Bangladesh, Brazil, Kenya, Malawi, Malaysia, Pakistan, Sierra Leone, and the United 
Republic of Tanzania. 
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57. Fuel-wood requirements for the flue-curing of tobacco thus contribute to the serious and 
intensifying problem of deforestation in developing countries. Current tobacco production 
depletes natural forest by 2.5 million hectares annually, and so is not sustainable. 
Sustainable tobacco projects would need 17.5 million hectares of fuel-wood plantations. 

58. In summary, disappearing woodlands are now an identifiable environmental problem 
resulting from tobacco cultivation and processing in, for example, Nepal, Pakistan, 
Sri Lanka, Sudan, United Republic of Tanzania, and other developing countries. The 
reafforestation that the tobacco industry claims to do appears to be mostly cosmetic in 
nature. 

Tobacco consumption 

59. Between 1976 and 1980 tobacco consumption slowed down at the rate of 1.1% per annum in 
the industrialized countries, but continued to rise at a yearly rate of 2.1% in the 
developing countries (20)• In most developing countries the tobacco industry is expanding 
practically unchecked, and marketing efforts capitalize on the concept that smoking 
symbolizes modernism and affluence. 

Short-term benefits 

60. The apparent economic benefits of tobacco consumption (i.e., smoking, chewing) can be 
summarized as follows: 

- t a x revenues (which, however, do not increase GNP and could be raised in other ways); 

- i n c o m e to retailers； 

- i n c o m e to the medical profession engaged in treating smokers affected by 
smoking-related diseases; and 

- s a v i n g s in old age pensions (as smokers live on average eight years less than 
non-smokers, at least in the highly developed countries). 

The last two of the above benefits, although real ones in terms of economics, are obviously 
unacceptable on ethical grounds. 

Manifest disadvantages 

61. In the developed countries, a great disadvantage of tobacco consumption is the enormous 
burden placed on the community by the costs of the consequent ill health and mortality - a 
burden that can be measured in terms of the increased costs of medical services and use of 
scarce medical care facilities, along with reduced productivity and increased reliance on 
social assistance for family support. Tobacco consumption brings about major economic losses 
to society in terms of: 

- i n c r e a s e d medical expenditure due to smoking-related diseases; 

- r e d u c e d productivity due to higher work absenteeism of smokers, and to their higher 
disablement and pre-retirement death rates； 

damage to property and loss 
and domestic fires that are 
paragraph 16, in the United 
entailing about 2000 deaths 

loss of manpower (which, in 
intellectual and industrial 
among smokers； 

of life resulting from the substantial number of forest 
caused by careless smoking (for instance, as mentioned in 
States of America every year 65 000 domestic fires 
can be attributed to careless smoking)； 

many developing countries, is usually the heavy-smoking 
élite) due to excess morbidity and premature mortality 

miscellaneous but quantifiable costs, such as spoiled furniture and cleaning 
expenses； and 

- o t h e r negative effects that stem from the increasingly competitive nature of the 
tobacco trade. 
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62. Several studies carried out in Canada, Poland, Sweden, Switzerland, United Kingdom, and 
United States of America have demonstrated the economic losses to society due to 
smoking (47,53,54). In the United States losses on account of tobacco consumption exceed 
earnings from tobacco production by some US$ 8000 million per annum. In Canada

9
 the yearly 

loss is about US$ 3000 million. As mentioned in paragraph 52, imports of foreign cigarettes 
cost Sudan at least 40 million Sudanese pounds of badly needed foreign exchange in 1982 
(50). Similar economic losses in foreign exchange were reported in Egypt (51). Between 
January and September 1984, as an example, certain European tobacco companies exported 
massive amounts of cigarettes (over one thousand million sticks) to some of the poorest, 
famine-stricken, African countries - Burkina Faso, Djibouti, Ethiopia, Niger, Somalia, and 
Sudan. These imports have to be paid for in hard currencies that these countries lack (28). 

63. In addition to the perceivable economic losses due to the use of tobacco, a negative 
effect of enormous magnitude is the human misery caused by diseases related to tobacco 
smoking and chewing. Therefore WHO takes the view that, in the face of the ensuing health 
hazards, tobacco production cannot be defended any more than the production of other, even 
more remunerative crops, such as coca, opium poppy, and cannabis. 

STRATEGIES TO COMBAT THE PROBLEM 

V I . WHO ACTION TO ASSESS THE MAGNITUDE OF THE PROBLEM AND TO DEFINE PREVENTION STRATEGIES 

Resolutions of WHO governing bodies 

64. Bearing in mind resolutions EB45.R9, ША23.32, EB47.R42, WHA24.28 and EB53.R31, 
concerning the health hazards of smoking and ways towards its limitation, the Twenty-ninth 
World Health Assembly (1976) recognized "the indisputable scientific evidence showing that 
tobacco smoking is a major cause of chronic bronchitis, emphysema and lung cancer as well as 
a major risk factor for myocardial infarction, certain pregnancy-related and neonatal 
disorders and a number of other serious health problems". In resolution WHA29.55, it 
recommended governments of Member States "to create and to develop effective machinery to 
coordinate and supervise programmes for control and prevention of smoking", "to strengthen 
health education concerning smoking, as a part of general health education", and "to give 
serious consideration to the legislative and other measures suggested by the WHO Expert 
Committee in its report on smoking and its effects on health" (3a). 

65. Two years later, in resolution WHA31.56, the Thirty-first World Health Assembly (1978) 
stated that it was "seriously concerned at the alarming increase in production and 
consumption of cigarettes during the last two decades in some of the countries, particularly 
developing countries, in which it was previously not widespread" and noted that "few 
countries have so far taken comprehensive action to effectively combat smoking through 
educational, restrictive and legislative measures for the control of publicity and 
advertisements in the news media, combined with coherent taxation and price policies for 
tobacco cultivation and cigarette production"• 

66. The WHO programme on smoking and health as such was established in 1980, based on 
resolution WHA33.35, in which the Thirty-third World Health Assembly reiterated "its firm 
conviction that the effect of tobacco smoking is now a major public health problem in all 
industrialized countries and in many developing countries and that it will become so in the 
near future in all other developing countries unless action is taken now", urged Member 
States to strengthen, and to initiate where lacking, the smoking control strategies outlined 
in the previous resolutions, noted the report of the WHO Expert Committee on Smoking 
Control (3b), and requested the Director-General "to further develop an effective WHO action 
programme on smoking and health". 

67. Three WHO expert committees have been convened. The first, the Expert Committee on 
Smoking and its Effects on Health, met in 1974 to summarize the evidence on the harmful 
effects of tobacco and to propose actions directed towards discouraging the use of tobacco. 
This Expert Committee concluded that "epidemiological evidence from many countries implicates 
tobacco smoking as an important causative factor in lung cancer, chronic bronchitis and 
emphysema, ischaemic heart disease, and obstructive peripheral vascular disease", and 
recommended that "governments should accept the responsibility of carrying out smoking 
control action by their own agencies and of stimulating nongovernmental organizations to take 
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action a l s o . Action should include the dissemination of i n f o r m a t i o n , support for activities 

to help people to stop smoking, the promotion of legislation if further powers are n e e d e d , 

and research" (3a). 

6 8 . In 1978 an Expert Committee on Smoking Control met to review the latest evidence on the 

h a r m f u l effects of tobacco s m o k i n g , to review the world situation in regard to smoking 

c o n t r o l , and to suggest w a y s of helping M e m b e r States to prevent the spread of the smoking 

h a b i t . This Committee stated that there can no longer be any doubt among informed people 

that in any country where smoking is a common p r a c t i c e , it is a major and certain removable 

cause of ill health and premature d e a t h , and that cigarette smoking is responsible for 

significant m o r t a l i t y from lung c a n c e r , ischaemic heart disease, chronic bronchitis and 

e m p h y s e m a . Detailed approaches were outlined for public information and public education 

p r o g r a m m e s and legislative and restrictive measures to control smoking along with strategies 

at the national and international level (3b). 

69• In response to increasing concern at the rapid spread of the smoking epidemic in the 

developing c o u n t r i e s , an Expert Committee on Smoking Control Strategies in Developing 

Countries met in 1 9 8 2 . This Committee reported that the scientific facts are inescapable, 

and are equally valid in all countries： tobacco smoking is a cause of cancer of the l u n g , 

c o r o n a r y heart d i s e a s e , chronic b r o n c h i t i s , and a number of other c o n d i t i o n s , leading to 

d i s a b i l i t y and premature d e a t h . The Committee reviewed the evidence demonstrating the 

h a r m f u l consequences of smoking to health in developing countries and confirmed that 

anti-smoking and health campaigns should be a m a j o r public health priority all over the w o r l d . 

7 0 . In addition to problems of cigarette smoking, the Committee considered evidence of 

damage to health caused by more traditional forms of tobacco use in the developing c o u n t r i e s , 

including the smoking of bidis (a hand-rolled c i g a r e t t e ) , chutta (a cheroot smoked with the 

burning end inside the m o u t h ) , and the chewing of tobacco in a betel q u i d . The C o m m i t t e e , 

h o w e v e r , expressed its disappointment at the omission of smoking control activities from the 

W H O Seventh General Programme of W o r k (1984-1989) a n d , recommending that high priority be 

g i v e n to smoking c o n t r o l a c t i v i t i e s , stressed that "although other health problems may seem 

to be m o r e pressing, only action now can prevent these problems from being exacerbated by 

smoking-related diseases" (3c). 

Fact-finding and research 

Seminars and other meetings 

71• The smoking and h e a l t h programme at g l o b a l level has been involved in a number of 

regional and n a t i o n a l tobacco control workshops and seminars. 

7 2 . The first International Conference on Smoking and Health in the A f r i c a n Region w a s 

convened in Mbabane in A p r i l 1982 (55). Smoking control actions and country profiles for 

nine countries w e r e r e v i e w e d , in June 1 9 8 4 , at an international seminar on smoking and health 

for English-speaking A f r i c a n countries held in L u s a k a (56), and in November 1985 a training 

w o r k s h o p was held in Lomé for the m e d i a people responsible for anti-smoking messages in the 

French-speaking c o u n t r i e s . 

7 3 . In the Region of the A m e r i c a s , a survey of smoking habits in several capital cities of 

L a t i n American countries was conducted in 1 9 7 5 . A series of seminars on smoking and health 

is planned w i t h the aim of covering all the developing countries of the R e g i o n . The first 

was held in November 1985 in Buenos Aires for the countries of the "South Cone" region of 

L a t i n A m e r i c a . The m a i n purpose of these seminars is to promote a clear commitment to 

smoking control at a p o l i t i c a l l e v e l , and to establish the basis for a m u l t i s e c t o r a l approach 

to the planning and implementation of a plan of action to control the spread of tobacco use 

in each participating c o u n t r y . 

7 4 . Two intercountry meetings on tobacco and health have been held in the South—East A s i a 

Region - a workshop in Colombo in 1981 and a regional seminar in Kathmandu in 

November 1984 (29,57). Smoking surveys, and research and intervention to reduce the 

incidence of the forms of cancer associated with tobacco chewing and smoking, are under way 

in several Member States of the R e g i o n . An intercountry seminar aimed at mustering 

government commitment was h e l d , in July 1 9 8 5 , in New D e l h i , Several national seminars i n , 

for example, B a n g l a d e s h , I n d i a , Indonesia, M o n g o l i a , and Nepal w e r e also held in 1 9 8 3 - 1 9 8 4 . 
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As long ago as 1970 the Regional Committee drew the attention of Member States to the adverse 
effects of tobacco smoking and to the need for educating the public on the subject； and in 
September 1985 it reiterated its concern about the mounting problem. 

75. The European Region has established a well-defined regional programme on smoking and 
health with staff and consultants specifically involved in its implementation, the objective 
being to attain a 50% reduction in tobacco consumption and to establish a rate for the Region 
of 80% or more non-smokers by the year 2000. Significant progress has been made in some 
countries, particularly those in Scandinavia, some of which are aiming to eradicate the habit 
entirely by the year 2000. A southern European group on smoking and health, established 
following a symposium in Barcelona in 1984, has started a survey of smoking habits among 
health professionals in France, Greece, Italy, Portugal and Spain. A workshop on women and 
smoking was held in Lisbon in November 1985； and in 1986, in Yugoslavia, a European 
conference on government action to combat smoking is planned. An international poster 
competition to promote the positive image of non-smoking has also been held and the winners 
were announced at the World Conference on Health Education (Dublin, September 1985). The 
seminars and similar meetings organized or co-sponsored by the Regional Office are too 
numerous to list here. 

76. A seminar on smoking and health was held for countries of the Eastern Mediterranean 
Region in Khartoum in 1984. Other seminars have been held, for instance in Egypt, Kuwait and 
Pakistan, in collaboration with the International Union against Cancer. 

77. Several countries in the Western Pacific Region are currently developing tobacco and 
health activities. Representatives from countries in this area participated in the 
above-mentioned workshop in Sri Lanka• Lectures on smoking and health were also given at the 
WHO Regional Training Course on Epidemiology and Community-based Control of Cardiovascular 
Diseases, held in Beijing in 1982 and in Kuala Lumpur in 1984. Already in 1971 and 1972 the 
Regional Committee adopted recommendations for the control of the health consequences of 
smoking. The Sixth World Conference on Smoking and Health will be held in Japan in 1987 and 
there are plans to organize the first Western Pacific regional seminar on smoking and health 
on that occasion. 

Research on trends in smoking and smoking-related diseases 

78. In order to facilitate the collection of comparable data on the prevalence of smoking, 
WHO has proposed guidelines, including standard survey questionnaires and procedures, for the 
assistance of Member States. These questionnaires and procedures have been used in Nepal and 
Zambia, among other countries, with financial support from the Organization, to collect 
information on the smoking habits of their populations. Research on the smoking habits of 
health professionals is under way, using these guidelines, in France, Italy, Portugal, Spain 
and Sweden. In addition, WHO has been collecting published and "fugitive" data on smoking 
trends in developing countries and in youth, and has itself produced several reports 
consolidating this information. The Regional Office for Europe is carrying out its fourth 
survey of smoking habits in the Region. Surveys of smoking habits and research on monitoring 
trends and on intervention to decrease the incidence of smoking-related forms of cancer and 
cardiovascular diseases, for example, the MONICA project,^ are under way in several Member 
States with WHO support. Some such research, e.g. that on the prevalence of smoking among 
medical students, is being carried out in collaboration with the International Union against 
Tuberculosis. 

79. Although much is known on the harmful health effects of smoking, in some countries there 
are situations where research on smoking-related diseases may still be warranted. For 
instance it may be politically and socially very useful in some developing countries to 
demonstrate the reality of smoking-related health hazards in situ rather than to rely on data 
obtained in remote industrialized countries. Developing countries, moreover, sometimes have 
typical disease situations, in which the use of tobacco is involved; for example, in Egypt 
bladder cancer occurs in association with smoking and schistosomal infection, and in the 
Indian subcontinent oral cancer is associated with the chewing of tobacco mixtures. Such 
research, although marginally useful, should not be interpreted as a prerequisite for action, 
as that would cause delay and thus play into the hands of the tobacco industry. 

1 Multinational monitoring of trends and determinants in cardiovascular diseases. 
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Research on levels of toxic substances in cigarettes 

80. WHO is carrying out a research project to ascertain whether the tar, nicotine and carbon 
monoxide yields of the cigarettes imported into or manufactured in developing countries are 
high and to assist these countries in monitoring and lowering the limits for such yields. 
Cigarettes are purchased in developing countries and their yields are ascertained in a WHO 
collaborating laboratory in Canada. The Organization is assisting some Member States in the 
Eastern Mediterranean Region in setting up laboratories for that purpose and has provided 
technical advice, training capability and laboratory equipment• The issue of pesticide 
content of tobacco leaves is mentioned in paragraph 54. 

Socioeconomic research 

81. In their reports expert committees have repeatedly recommended, and the Health Assembly 
has on many occasions in its resolutions requested, the Director-General to assist Member 
States in carrying out research on the economics of tobacco in relation to the health and 
social costs of smoking-related diseases, and to study the feasibility of diversifying 
production to eliminate tobacco. 

82. According to the World Bank, the identification of alternative crops and diversification 
away from tobacco are not only desirable for health reasons but also economically feasible. 
A Bank report states: "The Bank can increase investments in other products commensurate with 
a withdrawal from tobacco production. Tobacco projects and those with major tobacco 
components merit phasing out." 

83. In order to pursue this research the Organization has been collaborating at the 
technical level with FAO and other institutions, for example in Canada, taking part in the 
study of the significance of tobacco in agriculture and in health economics. WHO is now also 
planning to collaborate in a research project with the United States National Cancer 
Institute to ascertain the burden in terms of lung cancer, and other health and social costs 
imposed by the use of tobacco in selected developing countries, and thus provide an 
econometric model for use in other developing countries. 

84. Regular and substantial price increases of tobacco products have been shown in the 
United Kingdom and other countries to be effective in reducing consumption. Cigarette 
consumption in the Federal Republic of Germany declined by 17% in 1982 following a price 
increase of 25%. A sudden increase in cigarette prices brought about similar results in 
Malaysia. There may be a case for exploring further the usefulness of price increases in 
contributing to the decrease in cigarette consumption while at the same time maintaining the 
taxation revenue to governments. The possibility of excluding tobacco from the national 
price indices should also be explored. 

Research on behavioural changes and on smoking cessation 

85. The extent of the problem regarding tobacco and the essential elements of tobacco 
control programmes have been determined. The need now is for the implementation of national 
programmes. In planning measures for the reduction of smoking, it is necessary to look at 
the "why" of smoking at a number of different levels, so as to be able to design strategies 
that maximize the gains at each level and ensure synergy of action. For the smoker the habit 
has attractions at the pharmacological, the psychological and the sociocultural levels, at 
each of which there is potential for behavioural change. The most important of these levels 
is the pharmacological one, as described in paragraphs 30 to 32. 

86. There are also many psychological reasons why smokers adopt and maintain the habit. 
These include modelling, and may stem from an individual

f

s personality structure and current 
patterns of work and leisure. There are, therefore, important similarities between smoking 
and other forms of strong habitual behaviour such as, for example, regular indulgence in 
alcoholic drinks. 

87. The use of drugs for social reasons has been characteristic of most societies throughout 
history, and so the importance of sociocultural factors must be recognized. Research is 
needed for an understanding of the forces that maintain cigarette smoking as a culturally 
accepted habit. They include tobacco marketing practices, popular culture and apparent 
economic incentives for governments. These forces are increasingly at work in many 
developing countries as well. It should not therefore come as a surprise that the cessation 
of the habit is not likely to be easily achieved. Action to this end at any one of the 
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levels enumerated above is unlikely to be successful on its own; what is needed is an 

integrated approach, at all levels. Research on behavioural aspects of drug taking in 

general could benefit from a similarly integrated approach, 

88• In retrospect the success achieved in a few countries where the prevalence of smoking 
has declined in the past 20 years, for example Finland, Norway, Sweden, the United Kingdom of 
Great Britain and Northern Ireland and the United States of America, seems clearly to have 
been primarily due to increasing awareness, brought about and supported by education and 
legislation. Awareness is a necessary but not sufficient condition for a decline in smoking, 
since there are many countries where the dangers have been widely publicized yet there has 
been no decline in prevalence. The first step would therefore be to inform the public and 
the decision-makers of the immediate and long-term health consequences. A significant 
reduction in smoking is likely to occur without any therapy once people understand that 
smoking is dangerous and are informed about possible methods of stopping, but research is 
needed on how to transmit information in a way that is accurate and culturally valid for the 
population in question. The majority of smokers who "quit" do so on their own - there are 
calculated to be about 9 million ex-smokers in the United Kingdom and 33 million in the 
United States. 

89. In regard to the efficacy of particular methods of therapy, there is a large 
literature. These methods have typically involved information on the health risks, guidance 
on methods of stopping, group interaction therapy and sometimes specific training in 
particular methods of changing behaviour, including the use of pharmacological aids. In 
general all these methods are labour intensive and many are reported to have a relatively 
high rate of successful outcome, but they also have high relapse rates. They may be of 
particular value for special high-risk groups (such as those who have suffered a heart 
attack) where intensive help in smoking cessation would be cost-effective in preventing the 
need arising for future treatment. Programmes may also be useful as political exercises to 
dramatize the problem of smoking and educate health professionals both in the need to combat 
smoking and in methods by which it might be done. 

90. Less attention has been paid to the effectiveness of mass methods of cessation, using 
for example written material, radio, television or postal advice. The few controlled 
evaluations which have been carried out suggest that such methods have fairly low success 
rates in terms of abstinence for one year (from 3% to 5%) but that the cost—effectiveness is 
considerably higher than that of the methods for individuals or small groups described 
above. Likewise, even a small success in cessation rates achieved through simple counselling 
by general practitioners and other health personnel would result in large numbers of 
"quitters" in the population (58). In behavioural interventions, relatively small positive 
outcomes are important, not only because they m a y involve large numbers of individuals, but 
also because they may mark the beginning of major behavioural trends• WHO is already 
involved in studies on the effectiveness of simple treatment interventions in the areas of 
alcohol and drug dependence； similar studies should be undertaken with respect to tobacco, 
which would benefit from a comparison of programmes designed to have an impact upon different 
types of substance abuse* 

91. Action on smoking is more likely to have an impact if it is brought to bear not only at 
the health level but also at cultural and political levels. It is likely that the less 
smoking is allowed in public places and centres of work and leisure, the more it will be seen 
as unacceptable behaviour and the more social support there will be for non-smoking. 

VII. WHO ACTION TO DECREASE THE MAGNITUDE OF TOВАСCO-RELATED HEALTH PROBLEMS 

92. Basically three lines of approach are followed by W H O , as outlined in the global 
medium-term programme： collaboration with Member States, collection and dissemination of 
information, and collaboration with international agencies• 

Technical cooperation with Member States 

93. Technical cooperation in various forms has already been described in paragraphs 71 

to 83
e
 Assistance to research on smoking and health issues, including smoking prevalence, 

surveys and smoke analyses, and collection and dissemination of information are examples of 

collaboration. Technical cooperation among developing countries (TCDC) was advocated as long 

ago as 1982 at the first WHO International Conference on Smoking and Health in Africa that 
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was held in April of that year in Mbabane (55), while the need to use the primary health care 

approach in anti-smoking education was advocated at a workshop in Colombo in 1981 (57). 

94. Other forms of collaboration consist in the implementation of guidelines and strategies 
proposed by WHO to assist Member States in their smoking control efforts. Almost all 
governments find themselves in the dilemma of how to protect, at one and the same time and 
despite the pressures, both the health of their people and the income that derives from 
tobacco. It is all too common to find governments launching educational campaigns against 
smoking while, at the same time, allowing tobacco publicity, providing tobacco subsidies and, 
in some cases, owning a tobacco industry as a state monopoly. The ambivalence and hesitation 
of governments vis-à-vis the tobacco problem must change• Collaboration with the Council of 
Arab Ministers of Health is a good example of how joint action, including information and 
educational anti-smoking campaigns, adoption of uniform anti-smoking legislation, and 
involvement of religious institutions in promoting non-smoking behaviour, can be coordinated. 

95. The goal of such collaboration, as described in the medium-term programme, is to 
strengthen or build up - where there are none 一 national smoking control programmes with 
emphasis on: collecting information on smoking trends； promoting smoking control 
legislation; promoting education and information activities； training primary health care 
workers in smoking and health issues; promoting the exemplary role of schoolteachers as 
non-smokers; introducing smoking and health issues into the curricula of health 
professionals； and organizing seminars and conferences. Programmes of education against the 
smoking and chewing of tobacco are needed for primary prevention of cancers due to known 
causes, as well as for the primordial prevention of cardiovascular diseases, and are also 
given due emphasis in the WHO programmes on cancer and on cardiovascular diseases. Examples 
of WHO-supported country-specific action in cancer control are the national cancer control 
programmes that have begun and the legislation on tobacco use that is being developed in 
Chile, India and Sri Lanka. Intensive anti-smoking programmes, consisting of education and 
legislation, should be the core of current strategies for the control of tobacco-related 
cancer. An Expert Committee oil Community Prevention and Control of Cardiovascular Diseases, 
in December 1984 (5), outlined national action plans including community organization for 
health education, education and involvement of youth, use of community and national media and 
involvement of the medical profession. The Committee concluded that prevention is the most 
powerful way to reduce the burden of cardiovascular diseases in the community and to control 
its escalating medical costs and recommended that governments, national medical associations 
and other influential organizations be urged to declare a commitment to the goal of a 
smoke-free society and to plan for the achievement of this goal. 

Dissemination of information 

96• This type of activity began in 1974 with the convening of the first Expert Committee on 
Smoking and its Effects on Health and, with the establishment of what for a time became known 
as the WHO Clearinghouse of Smoking and Health Information, it was intensified• Information 
is collected mainly through: 

(a) WHO meetings of experts, including expert committees, seminars and consultations； 

and 

(b) ad hoc literature search by consultants, including published as well as "fugitive" 
literature； government reports； private communications； literature surveys provided 
by the Office on Smoking and Health, United States of America; reports by research 
institutes； reports by nongovernmental organizations and organizations and bodies of 
the United Nations system; reports on WHO funded research activities in countries, etc. 

97. The information is collated and included in WHO reports of various types as 
appropriate. These are sometimes translated, and widely distributed through: official WHO 
channels for distribution and sales, as well as other distribution mechanisms including, for 
instance, the mailing lists of the WHO programmes on smoking and health, cardiovascular 
diseases and public information and education for health; the Expert Advisory Panel on 
Smoking and Health; and directly in response to the very numerous requests by institutions, 
newspapers, libraries, individuals, government departments, and so on. The reports of the 
Expert Committees have been published and widely distributed in many thousands of copies in 
several languages. These reports not only disseminate information on various smoking and 
health issues but also provide public health authorities with guidelines on smoking control 
strategies. 
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98. The theme of World Health Day 1980 was "Smoking or health - The choice is yours". This 

information campaign appears to have reached every country in the world. Actively supported 

by national information campaigns and by nongovernmental and civic groups, for the first time 

awareness of the smoking epidemic spread world-wide. Many governments took this opportunity 

to launch programmes to limit the spread of the smoking epidemic, particularly in developing 

countries. Nongovernmental organizations also carried out mass campaigns to raise public 

awareness and the mass media played a major role in bringing the message to the public. 

99. The Organization has prepared documents on the geographical prevalence of cigarette 
smoking in younger age groups, smoking prevalence in developing countries, economic benefits 
and losses associated with cigarette smoking, exposure to environmental tobacco smoke in 
aircraft, and guidelines for the conduct of surveys of tobacco smoking among health 
professionals and the general population. It also produces a quarterly newsletter "Tobacco 
Alert" (5000 copies in English, 4000 in French; a Spanish edition is in preparation). 
Following the publication in 1976 of a survey on smoking control legislation, a second and 
more comprehensive survey entitled Legislative Action to Control the World Smoking Epidemic 
was published in 1982 and has been widely distributed. This is currently being updated to 
cover recent developments (59,60). 

100. WHO activities on smoking and health have been the subject of numerous radio, 
newspaper, and television interviews which have facilitated the massive spread of information 
to large strata of populations all over the world and underlined W H O

1

s concern. The 
Organization also disseminates information indirectly but, none the less, effectively through 
such channels as nongovernmental organizations and consumers

1

 associations. Through joint 
seminars, joint research, published articles and other joint activities with the 
International Union against Cancer (UICC), the International Union for Health Education 
(IUHE), the International Society and Federation of Cardiology (ISFC) and the International 
Union against Tuberculosis (IUAT), information is spread to the national constituencies of 
these nongovernmental organizations. Recently, the International Council on Alcohol and 
Addictions has introduced tobacco issues in its programme and has held a special workshop on 
smoking and health on the occasion of the International Congress on Alcohol and Addictions, 
held in Calgary (Canada), in August 1985. The International Organization of Consumers 
Unions, a powerful pressure group, has also decided to concentrate on tobacco as a market 
product which is harmful to consumers. The national and intercountry seminars mentioned 
above are invaluable in disseminating information and exchanging ideas. 

101. As part of its action in spreading information and arousing worldwide awareness WHO has 
co-sponsored the Third, Fourth and Fifth World Conferences on Smoking and Health, the first 
International Conference on Smoking and Youth, and numerous international conferences on 
health education which had smoking issues in their programmes. The Sixth World Conference on 
Smoking and Health, scheduled to be held in Japan in 1987, will also have WHO input. 

102. Thanks to WHO and UICC seminars on smoking and health in Islamic countries, the issue 
of smoking as a habit that is harmful and therefore unacceptable on religious grounds has 
come to the fore. Religious authorities attending these seminars have suggested that smoking 
be considered unlawful (haram) and contrary to the spirit of Islamic ethics• The spread of 
that moral concept would give millions of actual or potential smokers an incentive and 
support to stop smoking or not to take up the habit. 

Joint action with other international agencies 

103. As the political, economic, and psychological pressure by the tobacco industry is 
global in nature, WHO action must also be global in mustering collaboration, support, and 
political will. The United Nations system can be a powerful tool in this context, and has 
already shown its concern for WHO's efforts. Indeed, several organizations of the United 
Nations system have decided no longer to allow smoking at their meetings and in conference 
rooms. Action by WHO at high executive level is necessary to mobilize consensus and support 
by the United Nations family. 

104. A United Nations interorganization consultation in 1981 (61) attended by nine other 

organizations and bodies expressed support for W H O
1

s action. Over the past few years, the 

United Nations and some of its specialized agencies have banned smoking at their official 

meetings pursuant to a request by the Director-General of W H O . FAO and the World Bank have 

already expressed their readiness to study crop diversification to replace tobacco, if so 

requested by Member States (see below). 
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105. FAO has reduced the number of tobacco production and marketing projects that it 
supports: whereas in the mid-1970s it was involved with eight such projects, in 1980 it was 
supporting only two (3b), and no moves are being made to start new ones. Although FAO has, 
on occasion, stressed the advantages of tobacco as a remunerative cash crop (18), it has 
nevertheless announced that before embarking on country projects involving tobacco it will 
review the importance of the crop to the country and, where tobacco is not yet an established 
crop, it will draw attention to WHO resolutions on smoking and health, and offer help in 
exploring whether alternative crops are feasible (61). Subject to availability of funds FAO 
is ready to assist any government requesting investigation of the possibility of crop 
diversification away from tobacco. 

106. The World Bank has also declared its readiness in principle to emphasize the 
desirability of production of alternative crops in its financing of agricultural and rural 
development in developing countries, if this is seen to be in line with the economic 
requirements of the country. More pressure coming from the international community would 
strengthen the position of the World Bank in considering investment proposals in crop 
diversification to decrease tobacco production (61). The Bank does not seek opportunities to 
finance tobacco, and tobacco financing is of very minor importance in Bank programmes• 

107. UNCTAD has produced a seminal report on the marketing and distribution of tobacco (44) 
describing the "oligopolistic power" of the transnational tobacco companies which, it points 
out, fully control tobacco marketing while relegating the developing countries to the margin 
of the decision-making process. Further UNCTAD involvement in tobacco issues would be needed. 

108. ILO is always prepared to support activities aimed at reducing occupational risks, and 
the fact that smoking is an aggravating factor in the development of certain occupational 
diseases should be taken into account• ILO might envisage further increasing the awareness 
of governments, employers, and workers of the adverse effects of smoking, thus supporting the 
fight against smoking and promoting the safety and health of the working population (3b). 
Workers represent in many countries a "captive audience" or target group of great educational 
potential. Health-oriented messages, including discouragement of smoking, can be transmitted 
to the workers and, through them, to their families by factory doctors, nurses, and other 
suitable media. ILO has expressed readiness to respond to WHO proposals and this line of 
collaborative approach should be used. The unions in some industrialized countries often 
support smoke-free worksites because to do so cuts down on health costs, prevents accidents 
and makes for other savings, that can be passed on as benefits to the workers. Workers

1 

unions would therefore be a very useful ally. 

109. Other valuable target groups are mothers and children. The harmful health effects of 
smoking oil these susceptible groups are well known and have been outlined in the situation 
analysis above. UNICEF and UNESCO should consider their responsibility to help in protecting 
the health of the millions of those who may yet become smokers by launching educational 
activities aimed at young mothers arid children. UNESCO has conducted activities in this area 
since 1971, and its policy is "to contribute to the solution of the problems related to the 
use of licit and illicit drugs through preventive education forming an integrated part of the 
educational process". 

110. In view of the recent and convincing evidence of environmental deterioration brought 
about inter alia by tobacco cultivation and processing, UNEP would also have an important 
role to play. This agency expressed concern that excessive tobacco cultivation contributes 
to the destruction of forests and resulting problems. It collaborates with IARC in a project 
on "involuntary" or "passive" smoking as a source of environmental carcinogen intake and has 
expressed its readiness to collaborate further with WHO in the control and discouragement of 
the use of tobacco• UNIDO has so far been minimally involved with tobacco but is conscious 
of the health problems and is considering the possibility of touching upon tobacco in its 
worldwide study on pharmaceuticals to be issued in 1986. As to UNDP, this body is at present 
financing only two tobacco projects, one of which will be completed shortly. This can be 
seen as a marked down-trend from the 1970s when a number of governments were receiving UNDP 
assistance in this area. In the past, UNDP has also provided assistance in diversification 
and production of alternative crops； it continues to provide assistance to governments in 
these areas on request. In summary, the position of these organizations of the United 
Nations system is that they would be ready to cooperate if there were consensus within the 
United Nations, but the approach should be made at a high executive level (61)• 
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111. Several international nongovernmental organizations have a strong interest in smoking 
and health issues and collaboration with them is crucial. Their action can be considered as 
mostly in the nature of advocacy, through seminars and sensitization of the health 
profession. The International Union Against Cancer passed a resolution on smoking and health 
in 1971 and established a programme on smoking and health in 1975 (62). It has published 
works of reference (10a,b) and held many seminars in this field in many developing and 
developed countries. The International Society and Federation of Cardiology issued a 
statement on its own programme on smoking and health in 1980 (63) and its journal, Heartbeat, 
regularly carries articles and illustrations showing anti-smoking publicity material. The 
International Union for Health Education actively collaborates with WHO although it does not 
have a programme specifically devoted to smoking and health issues. The International Union 
against Tuberculosis (IUAT) has recently established a scientific committee on smoking and 
health. This committee brings out new information material on smoking and health for 
distribution through IUAT members and affiliated bodies, and is sponsoring surveys of smoking 
habits among medical students in selected countries. The committee has also recommended that 
IUAT hold a session on smoking and health at all its international and regional conferences, 
which in future will be non-smoking. 

112. The International Olympic Committee (IOC) and WHO agreed, on the occasion of the 
Thirty-eighth World Health Assembly (May 1985), to collaborate in a health-oriented project 
called "Winners for health", the aim of which is to emphasize the role of sports and physical 
fitness in healthier life-styles, as well as avoidance of tobacco and other drugs, moderation 
in use of alcohol and in food intake and increased personal responsibility in health 
matters. The International Council on Alcohol and Addictions and the International 
Organization of Consumers Unions have recently taken up tobacco in their programmes. On a 
more technical ground, WHO has consulted with the International Air Transport Agency (IATA) 
to ensure that non-smokers receive effective protection against passive smoking in aircraft, 
and that the current airline measures to separate smoking and non-smoking zones be maintained 
and improved (64). 

Future action and new strategies 

Programmes at national level 

113. Effective national programmes are the key to an effective global effort to control the 
use of tobacco and to prevent the tobacco-caused diseases. The basic components of a tobacco 
control programme are education and information, legislation and operational research. 
However, focusing on any single component, for instance on public education alone, at either 
the national or international level is unlikely to bring success. The optimal strategy is a 
comprehensive approach, in which all major components are integrated and coordinated and the 
deployment of the resources allocated to each component is commensurate with its expected 
effect. On request WHO takes an active role in promoting and establishing national 
programmes. The Organization also undertakes international activities which will facilitate 
the development of national programmes and strengthen their action. 

114. In the Western Pacific Region, 11 out of 23 Member States have various types of smoking 
control activities, mostly in the form of legislation and school education. In the Eastern 
Mediterranean Region almost all Member States have recognized the smoking and health issue, 
which is being dealt with mainly through legislation. The same trend applies to countries of 
the South-East Asia Region, e.g. Bangladesh, India, Malaysia, Nepal, Sri Lanka and Thailand, 
whereas most African Region countries apparently have not tackled the issue yet. Country 
activities being carried out in Member States of the European Region and in the Americas are 
too numerous to list here. 

115. The strategies for comprehensive smoking control programmes are described in detail in 

Expert Committee reports in the WHO Technical Report Series (3a,b,c) and so will not be 

repeated here, where it will suffice to recall that such strategies generally consist of: 

(a) Education and information 

- i n f o r m i n g government officials, leaders and key social groups about the nature, 

seriousness and extent of the tobacco problem and what should be done; 

- e n c o u r a g i n g health personnel and primary health care workers as well as educators and 
public figures to take leadership exemplar roles by not smoking and by promoting 
non-smoking attitudes in the population; 
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- u s i n g mass and other communication media to inform the public about the health risks； 

tobacco advertisement, both direct and indirect, particularly in mass media should not 

be permitted； 

~ encouraging the public, especially schoolchildren, to increase positive health 
behaviour and never to adopt any tobacco habit； 

- e n c o u r a g i n g people who use tobacco to stop or at least drastically decrease its use, 
particularly high-risk individuals, workers in high-risk industries, and pregnant 
women； 

- e n c o u r a g i n g trade unions to support smoking prevention campaigns especially for 
workers in whom smoking would multiply the risks of occupational exposure. 

(b) Legislation 

- b a n n i n g tobacco advertising; 

- b a n n i n g sponsorship of cultural and sports events by the tobacco industry; 

- p l a c i n g of health warnings on tobacco product packages and in advertisements (assuming 
that there is no current possibility of a total ban on sales promotion)； 

- l i m i t i n g the amount of harmful substances in tobacco products and specifying the 
amount on product packages； 

- p r o t e c t i n g the rights of non-smokers； 

- p r o t e c t i n g minors; 

- i n c r e a s i n g taxation on tobacco products and other economic measures, 

(c) Operational research 

Some research may still be needed, but it should not delay national action; otherwise 
it would simply buy time for adverse commercial interests. Research may be useful on the 
following aspects of the problem: 

- o r g a n i z a t i o n a l and support structures, e.g., whether to establish a national smoking 
and health agency, or other body, specifically responsible for planning and 
coordinating the national programmes； 

- w h y people smoke and how to deliver anti-smoking messages successfully; 

- s o c i a l l y acceptable methods for smoking cessation applicable on a large scale; 

- e c o n o m i c a l l y viable alternatives to tobacco production and trade; 

- w a y s and means of involving government departments other than health, in solving the 
complex problem of tobacco use; 

- s u i t a b l e methods for the evaluation of smoking control programmes； 

- t h e tobacco industry's promotional strategies and the limitation of their impact. It 
is very difficult indeed to transmit any kind of health- or socially-oriented 
anti-smoking message in the face of promotional drives supported in 1981 by 
USá 1600 million for the United States of America alone. Worldwide, tobacco promotion 
is estimated to be supported by about US$ 2000 million per year (33,44) focused on 
massive advertising and sponsorship of sports and cultural events; 

- a s s i s t a n c e to governments in rationalizing their attitudes towards tobacco production 

and use, so as to emphasize health rather than short-term monetary gain. 

116. The implementation of these strategies depends on the sociocultural and other 
circumstances within the country. The Regional Seminar on Smoking and Health that was held 
in Kathmandu in November 1984 addressed this very issue, and produced a blueprint for action 
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for governments to follow (29), Some Member States of the Eastern Mediterranean Region have 

decided to tackle smoking and health issues (e.g., cigarette a n a l y s e s , information and 

education for health, and smoking control legislation) on an intercountry, subregional 

basis. This is strategically a sound approach which is being attempted in the Region of the 

Americas as w e l l . 

Programmes at international level 

(a) Education and information 

117. A major component of WHO's smoking and health programme will be a global information 

campaign, supporting, and coordinated w i t h , national efforts. This campaign on the theme 

"Tobacco or health" will utilize WHO m e d i a , such as the Bulletin of the World Health 

Organization, WHO Chronicle, World Health Forum, and World Health magazine, supplemented by 

fact sheets and special media kits directed to the general public, women and youth, and 

selected nongovernmental organization channels. A concerted effort, involving the provision 

of information to medical and educational journals and to the media used by specialized 

bodies, is also planned. Training modules at the introductory and refresher levels will be 

prepared for both health staff and teacher training centres, to facilitate the development of 

materials adapted to local conditions. In connection with the above activities, an 

international "no smoking" day - similar to the national days already organized in many 

countries - could be held as recommended at the Fifth World Conference on Smoking and 

Health. As the year 2000 approaches, it is clear that there is not enough manpower available 

to run tobacco control programmes at the national and state levels. Organized training is 

needed in this a r e a , and international training seminars should be arranged at which 

country-level programmes and experiences would be studied. WHO also has a role to play in 

developing and disseminating simple guidelines on the role of primary health care workers in 

discussing tobacco use and in counselling individuals and small groups on smoking cessation, 

118. Tobacco advertising at sports events is emerging as one of the major mechanisms to 

promote smoking； this approach is particularly effective for vulnerable Third World 

populations, especially the young. Elimination of tobacco advertising at sports events 

should be a specific focus for emphasis in W H O
1

s media approach. 

(b) Legislation 

119. In addition to supporting the adoption of national legislation on smoking and health 
issues, WHO should recommend that exported tobacco products carry the same health warnings as 
the products for domestic consumption existing in the exporting countries and that the amount 
of harmful substances in exported tobacco products does not exceed the level permissible in 
the producing countries. 

(c) Organization and support 

120. WHO will take a leadership role in the promotion of national tobacco control programmes 
on an intercountry basis. Collaboration on the tobacco programme between WHO and relevant 
organizations and bodies of the United Nations system will be strengthened with a view to the 
development of the requisite common policy aimed at decreasing the use of tobacco and 
bringing about a shrinkage of the tobacco market. In this connection economic interests of 
developing coutries will have to be considered and cooperation provided to achieve the 
necessary diversification and the development of substitute crops• The development of 
integrated policies at national level on the health, agricultural and economic issues related 
to tobacco is a prerequisite. The crucial value of collaboration with nongovernmental 
organizations has been mentioned in paragraph 111. It should be continued and expanded, as 
they play ail important role in many countries in reducing smoking. 

121. WHO's target is that most Member States should have established national tobacco and 

health programmes, with both education and comprehensive legislative components, and should 

have attained a measurable decrease in the prevalence of tobacco usage, by the year 2000. 

However, in addition to the classic strategies described a b o v e , the need for new strategies 

is becoming evident. These would include advocacy of all-round healthy life-styles and 

positive attitudes to health, promotion of a general social environment in which smoking is 

clearly seen as a nuisance and non-smoking as the norm, and the démystification of smoking. 
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Knowledge and skills on how to apply these new strategies are still inadequately mastered. 
WHO is promoting their acquisition inter alia by organizing study groups and training 
workshops, such as the one held in Lomé in November 1985 (see paragraph 72), and by 
supporting research. 

122. The disease-dominated approach has been proved to be of limited value. Positive 
attitudes should instead capitalize on the appeal and the value system of suitable trend 
setters, e.g., young actors, singers and athletes. WHO'S new information and education 
project "Winners for health" is a step in the right direction. In several countries emphasis 
is being placed on both competitive and non-competitive sports activities in order to channel 
youthful energy away from the use of illicit and abuse of licit drugs. Smoking decreases 
sports performance, and the intense revival of physical activity and physical fitness that is 
now taking place as a mass phenomenon worldwide should be turned to good use in order to 
prevent the uptake of the smoking habit. This indeed is the purpose of the collaborative 
health-promotion agreement which has recently been reached between the International Olympic 
Committee and WHO, as mentioned above (paragraph 112). The above-mentioned project offers a 
ready channel for getting the health message about smoking to the public throughout the world 
at grass-roots level. This can be done in conjunction with local and national Olympic 
committees and other nongovernmental organizations involved in youth and sporting activities• 

VIII. EVALUATION OF THE EFFECTIVENESS OF SMOKING CONTROL ACTION 

123. In so complex an issue as smoking and health success, in terms of decreases in smoking 
rates, when they occur, cannot be attributed to any single action. This is true both at 
country level regarding national smoking control action, and at global level regarding the 
impact of WHO action. The tobacco-smoking problem is compounded of actions relating to 
individual and mass behaviour and value systems, and involves pharmacology, education, public 
information, and legislation, as well as agriculture and its political and socioeconomic 
implications. Changes in any of these factors can entail changes in population smoking rates 
and, consequently, in the rates of smoking-related diseases• 

124. On account of the multiplicity of these factors, and of their interrelationships, it is 
clearly impossible to disentangle the interreactions and thus identify which type of control 
action has brought about a decrease in smoking rates. Nevertheless, results are available 
and they are encouraging. Some of the effects of national smoking control activities and of 
WHO action are summarized below. 

Effectiveness of national action 

Legislation 

1 2 5 . Legislation to limit the spread of tobacco smoking is becoming more stringent and more 
widely enacted and enforced. Following the initial example of Sweden, where cigarette 
packets and tobacco products have a system of 16 health warnings delivering different 
messages in succession, the United States of America, Iceland and Norway have adopted the 
system of multiple warnings, while Australia and Canada plan to do so in the near future. 
According to available information, the number of countries adopting smoking control 
legislation has increased from less than 30 in 1967 (65) to 57 in 1982 (59), and to 64 in 
1985 (60). Many countries have made their past legislation more stringent and/or more 
comprehensive. In the United States of America, available information indicates that four 
states and 31 cities or counties have enacted statutes or other legal instruments to restrict 
smoking at the workplace (66). 

Social attitudes 

126. These are becoming more critical of smoking. The 
and transport are constantly increasing. In the United 
employers are enforcing non-smoking at the workplace as 
employ smokers (67,68). 

Health education and public information 

1 2 7 . Activities of this kind have multiplied all over the world. A survey by the 
International Society and Federation of Cardiology in 1980 showed that smoking control 
activities were in progress in 30 countries. Now nearly all countries have such activities. 

non-smoking areas in public places 
States of America, more and more 
a matter of policy, or refusing to 
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128. The most important short-term measure of the impact of a tobacco and health programme 

is the change in the prevalence of tobacco habits, especially in the young age groups. The 

strongest evidence of effective programmes comes from the Scandinavian countries where 

comprehensive anti-smoking programmes have been implemented, but even in countries with more 

limited legislation - Canada, the United Kingdom and the United States of America - there has 

been a marked decline in smoking. 

Improvement or reversal of smoking trends 

129. In Sweden, where strong comprehensive smoking control action was started in the early 

1960s, followed by the introduction of health warnings on tobacco products in 1975, the 

percentage of daily smokers declined steadily between 1970, when 50% of adult males were 

daily smokers, and 1984, when only 29% were daily smokers. Among 13-year-old b o y s , the 

percentage of smokers declined from 14% in 1971 to 5% in 1980; for 13-year-old girls the 

decline was from 16% in 1971 to 6% in 1980. In the United Kingdom, 65% of adult males were 

smokers in 1948, but only 38% in 1982. Among women, the figures are 41% and 33%, 

respectively. 

130. When the Tobacco Act entered into force in Norway in 1975, 52% of adult males were 

daily smokers； but by 1982 the proportion had dropped to 40%. In 1974, 40% of boys and 41% 

of girls smoked daily, but in 1983, the figures were 21% for boys and 26% for girls. 

131. In the United States of America, the proportion of smokers declined from 42% to 33% 

between 1965 and 1980. The percentage of 17- to 18-year-old boys who smoked declined from 

30% in 1968 to 20% in 1979; among 17- to 18-year-old girls an initial increase from 18% in 

1968 to 25% in 1977-1978 seems to have levelled off by 1979. Doctors have drastically 

reduced their smoking prevalence from about 60% in the 1950s to about 10% at present. 

Altogether, some 33 million Americans 一 about 30% of all smokers - "quit" between 1970 and 

1984. 

132. Ten years after the beginning of the well-known community programme for control of 

cardiovascular diseases in North Karelia, Finland, a 28% decrease was found in smoking 

prevalence among males and 1A% among females (69)• 

Effects on tobacco consumption 

133. Tobacco consumption has been decreasing in several developed countries. In Canada, for 

instance, cigarette consumption decreased from 66 300 million in 1982 to 61 000 million in 
1985. This trend is expected to continue for several y e a r s , thus giving farmers enough time 
to find replacement crops (70). From 1974 to 1982, total tobacco consumption per capita 
declined at the rate of 1.3% (38). In the United States of America consumption of tobacco 
products has stabilized because of higher prices and of health concern. Consumption per 
adult (18 years and over) dropped to 3494 cigarettes in 1983, a 10% reduction on the 1963 
figure, and the lowest since 1949 (38). 

134. In Australia, according to Commonwealth statistics, production quotas for tobacco 

growing are being reduced to reflect the downturn in tobacco sales, while domestic production 

of cigarettes has decreased in the past three years, as never before, by about 9% per 

year (71). In Finland, total per capita consumption between 1974 and 1982 declined by 2.3% 

per year; in 1975, a drastic increase in the price of tobacco products brought about a 15% 

fall in consumption (38). In the United Republic of Tanzania, tobacco production declined by 

35% between 1978 and 1983 (45). 

135. Unfortunately, the downward trends in consumption in many developed countries are being 
countered by increased tobacco-industry pressure, producing increased consumption in 
developing countries, where smoking control action is still lacking. Indeed, as mentioned in 
paragraph 59, consumption is decreasing by 1.1% per year in the industrialized world and 
increasing by 2.1% per year in the Third World (20). 

Reduction in smoking-related diseases 

136. In the long run, the effectiveness of national tobacco control programmes must be 

measured by the reduction of tobacco-associated diseases, such as lung cancer, cardiovascular 

disease, emphysema and bronchitis. However, since effective national programmes have been 

carried out for only a few years in a small number of countries, their direct impact in 
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younger age groups has only recently begun to show. Quick results cannot be expected, A few 
decades must elapse before overt symptoms of lung cancer or cardiovascular diseases appear in 
a confirmed smoker. Likewise, 10 to 20 years must elapse before the relative risk in 
ex-smokers drops to the level of that of lifelong non-smokers and a decrease in 
tobacco-related morbidity and mortality starts to show in populations as a result of a 
reduction in smoking. 

137. In the United States of America, age-specific lung cancer mortality rates among 
middle-aged men have been decreasing in apparent relationship with the percentage of male 
smokers, from about 70% in 1955 to less than 40% in 1978. Conversely, increasing smoking 
rates among women have until recently been followed by increasing death rates from lung 
cancer (72). According to statistics from the American Heart Association, death rates from 
heart diseases among m e n have decreased significantly in recent years, coinciding with a 25% 
decrease in the prevalence of smoking. 

1 3 8 . A similar pattern of increasing life expectancy, decreasing heart disease and 
decreasing smoking rates has been reported from Canada in government statistics. Life 
expectancy there has increased to 71.9 years for men and 79.5 years for women, and that 
increase is attributed to the fact that more and more Canadians have stopped smoking. 

1 3 9 . The intervention study in North Karelia, Finland, mentioned in paragraph 132 (69), 
through intensive health education of the public and mass media coverage, induced the 
population to decrease its cardiovascular risk factors, mainly smoking and fat intake, with 
the result that hypertension and cardiovascular death rates decreased significantly over a 
10-year period. 

140
#
 In the male population of the Stockholm urban area, the age-standardized incidence rate 

of lung cancer shows a downward trend after 1971 following a decrease in the prevalence of 

smoking among that population established in the early 1960s (73). 

141. A study of British male doctors has shown that a reduction in smoking from 43% to 21% 

between 1954 and 1971 was followed by a reduction of 25% in deaths from lung cancer (3b). 

Effectiveness of WHO action 

142. It is obviously difficult to quantify effectiveness since the results of smoking 
control action are influenced by so many interacting factors. It is also difficult to 
ascertain whether, and to what extent, national actions have been influenced by WHO. 
Nevertheless, it is possible with a certain confidence to evaluate indirectly the impact of 
W H O

1

s action, on the basis of the following observations: 

(a) Since the publication of the reports of the WHO Expert Committee meetings on 

smoking and health, and since the launching of World Health Day on 7 April 1980 with the 

theme "Smoking or health - The choice is yours", activities in almost all Member States 

have increased significantly• 

(b) Following World Health Day in 1980, information and educational approaches and 
special events, including national "no-smoking" days, postage stamp issues, national 
smoking and health seminars, etc., have followed one another at an increasingly rapid 
rate and in more and more countries, 

(c) Tobacco Alert is widely read and quoted. Certain nongovernmental organizations 
have requested hundreds of copies for systematic redistribution to their member 
organizations• 

(d) A number of organizations and bodies of the United Nations system have been 
sensitized to the issue of smoking and health. Consultations have been held with FAO on 
the economics of tobacco in relation to health. Following approaches by the 
Director-General of WHO to the executive heads of other United Nations organizations and 
bodies, many of them have followed the WHO policy of prohibiting smoking at official 
meetings. This is considered to be of great value as an example to Member States, 

(e) Media coverage of smoking and health issues quoting WHO is continuous, intensive, 
and worldwide. Numerous requests are received from ministries of health for messages of 
encouragement from the Director-General of WHO on the occasion of smoking control events• 



ANNEX 3 87 
(f) Several nongovernmental organizations are actively collaborating with WHO in 

tackling the smoking and health issue worldwide• 

(g) WHO expert committee reports and other technical publications on smoking and health 
are always at the forefront in all national and international conferences and seminars 
on this topic. 

IX. PLANS FOR FUTURE WHO ACTION 

143, These are detailed in the medium-term programme and in the report of a meeting of 
regional advisers (74) and can be summarized in the following three lines of action: 

(1) cooperation with Member States in strengthening 一 where present 一 or establishing -
where still absent 一 national tobacco smoking and chewing control programmes within the 
primary health care system; 

(2) expansion of W H O
1

s global advocacy role in smoking control; and 

(3) collaboration with appropriate organizations and bodies of the United Nations 

system and nongovernmental organizations in strengthening global smoking control action. 

144. The above priorities would be met by WHO as follows : 

(1) Through cooperation with Member States in: 

- e s t a b l i s h i n g an intersectoral approach to smoking control； 

- e s t a b l i s h i n g a national body, as well as a network of local resource persons, to 
deal with tobacco and health issues； • 

- i d e n t i f y i n g socioeconomic and political issues related to tobacco production and 

consumption; 

- o r g a n i z i n g and evaluating research on such quantifiable, measurable targets as 
trends in tobacco use and tobacco-related diseases, large-scale smoking 
cessation, and the effects of price policies； 

- l i m i t i n g the impact of tobacco promotion activities, and encouraging 
health-oriented behaviour; 

- b a n n i n g use of tobacco in all health-oriented institutions； 

一 involving health professionals in tobacco and health issues； 

一 identifying and developing strategies for population groups that are difficult to 

reach by the usual education/information approaches, e.g., youth not attending 

school, populations deprived of mass communication media, illiterates, and ethnic 

minorities； 

一 ensuring information transfer through seminars, workshops and other appropriate 

information and education measures. 

(2) By convincing decision-makers, in its advocacy role, of the need for smoking 

control action at national, regional, and global levels, including： 

- e n a c t m e n t of legislation banning, or at least severely restricting, advertising; 
requiring product labelling giving health warnings and levels of harmful 
emissions； restricting access to and use of tobacco products; and establishing 
pricing and taxation policies； 

- o f f e r i n g agricultural and trade alternatives to tobacco production and marketing 

including economic incentives for crop diversification, market support for 

non-tobacco products, and other measures； 

- i n v o l v i n g the health professionals, educators, and social and political leaders. 
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(3) Through collaboration with the organizations and bodies of the United Nations 

system and nongovernmental organizations: 

- W H O should take the lead in stimulating the other organizations and bodies into 
action for, e.g., the limitation of tobacco production, educational and mass 
information approaches, avoidance of smoking among workers in high-risk 
occupations, the protection of non-smokers from exposure to passive smoking, and 
the involvement of the health professions and the media. It should also seek 
collaboration with regional economic structures, for example the European 
Economic Community and similar organizations. 

X. REVIEW BY THE PROGRAMME COMMITTEE OF THE EXECUTIVE BOARD 

145. At its session in October 1985, the Programme Committee of the Executive Board provided 
guidance on the strategies, objectives, and activities of the WHO Programme on Smoking and 
Health, as described in this report, including items such as the advocacy role of WHO, 
information and educational activities, support to country action, and collaboration with 
other organizations of the United Nations system and nongovernmental organizations.1 

146. The Programme Committee thought that efforts by national health authorities in 
combating the spread of tobacco smoking and the diseases caused by it would receive more 
emphasis and achieve greater credibility if supported by W H O . It was essential, the 
Committee considered, that WHO assume an active and visible role in smoking and health as 
part of its effort towards health for all by the year 2000. More active WHO involvement 
would thus be in accordance with the conclusions of the WHO Expert Committee (3c) which, 
already in 1982, had been "disappointed at the omission of smoking control activities from 
the WHO Seventh General Programme of Work (1984-1989)" and recommended that "WHO should, as a 
matter of urgency, match its concern at the extent and magnitude of the smoking problem with 
appropriate planning and greater commitment to smoking control； this should be reflected in 
W H O

1

s short-, medium-, and long-term programmes of work". Similar concern has been expressed 
by members of the Executive Board and delegates to the Health Assembly in recent years. 

147. The Committee further proposed that the Executive Board might wish to consider 
submitting to the Thirty-ninth World Health Assembly a draft resolution on a WHO programme on 
"tobacco or health" for possible inclusion in the Eighth General Programme of Work 
(1990-1995). It was indeed felt that this new designation would better reflect the increased 
scope of the programme to cover not only smoking but all the harmful health effects caused by 
tobacco use. The Director-General was requested to prepare a suitable draft resolution.^ 

Financial implications 

148. The Programme Committee further requested the Director-General to provide the Board with 
information on the financial implications of the draft resolution. These are as follows. 

Present situation 

149. During the 1984-1985 biennium, activities have been carried out with financial support 
from regular budget funds amounting to about US$ 150 000 to cover basic staff and operational 
expenses (in the amount of USÍ 33 000). In addition, funds from the Director-General's 
Development Programme in the amount of USj 134 000 and extrabudgetary funds amounting to 

US$ 360 000 were also available. 

150. For the 1986-1987 biennium, provisions are about US$ 200 000 from regular budget funds, 
including staff and operational expenses (USÍ 33 600), plus funds from the Director-General

1

 s 
Development Programme in the amount of US$ 200 000 and extrabudgetary funds in the amount of 
US$ 380 000, the latter to be used for a study on health and social costs of tobacco 
consumption. Other extrabudgetary funds may be forthcoming. 

For the Programme Committee's report, see part 2 of this Annex. 

Adopted, after consideration by the Board, as resolution EB77.R5. 
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Future requirements 

1 5 1 . To ensure adequate programme continuity on a medium- to long-term basis and to carry out 

the additional activities implied in the draft resolution, some US$ 200 000 from the regular 

budget is needed biennially to cover basic staff and operational requirements as in previous 

bienniums. 

152. In addition, about US$ 500 000 biennially from extrabudgetary sources would be n e e d e d , 
since the Director-General

T

 s Development Programme should not be used to fund any individual 
programme on a continuing basis. The extent of activity implementation w i l l therefore depend 
on the availability of extrabudgetary funds. 
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Appendix 1 

TABLES 

1. ESTIMATED NUMBER OF DEATHS ATTRIBUTABLE TO CIGARETTE SMOKING： 
UNITED STATES OF AMERICA, 1980£ 

Anatomical site or nature of disease or injury (ICD number) N o . of deaths 

Malignant neoplasms (140-209, 230-239) 147 000 

Diseases of the circulatory system (390-459) 240 000 

Ischaemic heart disease (410-414) 170 000 

Other vascular diseases 70 000 

Diseases of the respiratory system other than cancer (460-519) ••• 61 000 

Emphysema (492) 13 000 

Chronic bronchitis and other respiratory diseases 48 000 

Diseases of the digestive system (520-579) 14 000 

Diseases of oesophagus, stomach and duodenum (530-537) 2 000 

Cirrhosis and other diseases of digestive system 12 000 

Certain conditions originating in the perinatal period (760-779) 

Infant mortality caused by maternal smoking, low birth-weight, 

and other congenital disabilities 4 000 

External causes of injury (E800-E999) 4 000 

Injuries caused by fire and flames (E890-E899) 2 500 Other accidental injuries 1 500 Miscellaneous and ill-defined diseases 15 000 

Total 485 000 

See para. 6 . 

Source: Ravenholt, R . T. (12). 
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2. CONSUMPTION OF MANUFACTURED CIGARETTES IN 110 COUNTRIES AND TERRITORIES, 1982£ 

(per capita) 

Country or territory Consumption Country or territory Consumption 
(per capita) (per capita) 

Cyprus 3117 Jordan 867 

Greece 2927 Algeria 861 

Cuba 2857 Belize 850 

Canada 2797 Chile 847 

United States of America 2678 Nicaragua 846 

Spain 2658 Albania 786 

Japan 2636 Barbados 785 

Hungary 2570 Tunisia 768 

Poland 2517 Democratic People
1 

s Republic of 

Bulgaria 2472 Korea 713 

Australia 23A0 Guyana 656 

Yugoslavia 2323 Jamaica 650 

New Zealand 2305 Dominican Republic 614 

Switzerland 2171 Thailand 605 

Austria 2111 Panama 599 

Belgium and Luxembourg 2055 Indonesia 577 

Singapore 1961 Iraq 574 

Hong Kong 1957 Honduras 563 

Lebanon 1926 Norway 556 

Germany, Federal Republic of 1867 Morocco 537 

Italy 1854 Congo 531 

United Kingdom of Great Britain Paraguay 521 

and Northern Ireland 1818 El Salvador 508 

Czechoslovakia 1812 Ecuador 508 

German Democratic Republic 1796 Senegal 448 

Ireland 1778 Viet Nam 424 

Republic of Korea 1747 CSte d'Ivoire 422 

Union of Soviet Socialist Sierra Leone 419 

Republics 1715 Pakistan 396 

Libyan Arab Jamahiriya 1688 Angola 375 

Israel 1656 Iran (Islamic Republic of) 364 

Netherlands 1652 Sri Lanka 341 

Denmark 1636 Guatemala 325' 

France 1608 Zimbabwe 319 

Romania 1593 Haiti 316 

Sweden 1543 Kenya 283 

Taiwan (province of) 1531 Zambia 223 

Portugal 1428 Mozambique 221 

Philippines 1371 Ghana 218 

Trinidad and Tobago 1318 Peru 216 

Turkey 1305 Lao People's Democratic Republic 209 

Uruguay 1241 Bolivia 206 

Malaysia 1222 Malawi 197 

Mauritius 1215 United Republic of Tanzania 181 

Finland 1148 Cameroon 175 

Argentina 1136 Bangladesh 170 

Venezuela 1089 Uganda 146 

Brazil 1051 India 141 

Syrian Arab Republic 1049 Zaire 129 

Democratic Yemen 1038 Cape Verde 117 

South Africa 1002 Nigeria 98 

Fiji 986 Nepal 83 

Suriname 975 Burma 71 

China 900 Ethiopia 48 

Colombia 873 Sudan 37 

Egypt 872 Equatorial Guinea 17 

Costa Rica 868 

— S e e para 20. 

Source; Journal of the American Medical Association, 252(1)； 24 (1984). 
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3. PREVALENCE OF SMOKING AMONG ADULTS IN VARIOUS COUNTRIES AND TERRITORIES 

(LATE 1970s - EARLY 1980s)£ 

Country or territory Male % Female % Country or territory Male % Female % 

Morocco 90 - Singapore 49 8 
Nepal 87 72 Pakistan 49 5 
Papua New Guinea 85 80 Sri Lanka 48 2 
Philippines 78 - Guyana 48 4 
Indonesia 75 10 Austria 46 13 
Bangladesh 70 20 Hungary 45 23 
China 70 8 Mexico 45 18 
Thailand 70 4 Chile 45 26 
France 70 50 Venezuela 45 26 
Denmark 68 49 Israel 44 30 

Republic of Korea 68 7 Union of Soviet 

Spain 66 10 Socialist Republics 44 10 
India 66 26 Czechoslovakia 43 11 

Poland 63 29 Senegal 43 35 

Zambia 63 56 Cuba 40 -

Japan 63 12 Norway 40 34 
Hawaii 61 50 Germany, Federal 

Uruguay 60 32 Republic of 40 29 
Belgium 60 50 United Kingdom of 
Argentina 58 18 Great Britain and 
Tunisia 58 6 Northern Ireland 38 33 
Yugoslavia 57 10 Canada 37 29 

Netherlands 57 42 Australia 37 30 
Malaysia 56 2 Hong Kong 37 5 
Jamaica 56 14 Egypt 37 2 

Italy 56 32 Guatemala 36 10 

Brazil 54 37 United States of America 35 30 
Nigeria 53 3 New Zealand 35 29 

Kuwait 52 12 Peru 34 7 
Colombia 52 18 Finland 33 18 
Romania 52 9 Uganda 33 -

Switzerland 50 37 Sweden 30 30 

Turkey 50 50 Côte d'Ivoire 24 1 
Ghana 50 - Brunei Darussalam 20 7 
Ireland 49 36 Barbados 10 -

— S e e para. 20. Indicative figures collected by WHO from various sources (- = data 

not available). Countries are listed in decreasing order of smoking prevalence among males. 
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. AVERAGE TOBACCO CONSUMPTION AND PROJECTED DEMAND BY GEOGRAPHICAL AREA£ 

(per capita, per annum, in kilograms, dry weight) 

Average Projected 
1962-1964 1972-1974 1976 to 1985 1962-1964 1972-1974 

to 1972-1974 to 1985 

kg kg kg kg % % 

World 1.12 1.17 1.16 1.17 O.A 0.0 

Developing 0.78 0.79 0.79 0.8A 0.2 0.6 

Developed 1.87 2.11 2.10 2.11 1.2 0.0 

Africa 0.30 0.36 0.37 0.44 1.9 1.8 

America, South 1.08 1.02 1.14 1.19 -0.6 1.3 

Near East 0.63 0.80 0.89 1.04 2.4 2.2 

Far East 0.72 0.66 0.61 0.71 -0.8 0.7 

Asian centrally 
planned 
economics 0.93 1.01 1.01 0.99 0.8 -0.2 

America, North 3.05 2.72 2.53 2.28 -1.2 -1.5 

Europe, EEC 1.93 2.13 2.16 2.20 1.0 0.3 

Other western 1.38 1.81 1.88 2.02 2.7 0.9 

Eastern & USSR 1.31 1.72 1.74 1.83 2.8 0.5 

Oceania 2.37 2.28 2.11 2.04 -0.4 -0.9 

Japan 1.59 2.45 2.57 2.80 4.3 1.1 

South Africa 1.29 1.39 1.42 1.40 0.7 0.1 

1 See para. 23. 

Source: Tobacco: supply, demand and trade projections to 1985 (37). 
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5. ACTUAL AND FORECAST WORLD TOBACCO PRODUCTION, TRADE AND CONSUMPTION 

BY ECONOMIC GROUPING OF COUNTRIES旦 

(in 1000 metric tonnes) 

1961 1970 1975 1980 1985 1990 1995 

Production 

Industrial 1 328 1 376 1 576 1 402 1 400 1 500 1 500 

Centrally-planned 387 627 755 726 800 900 1 000 

Developing 2 033 2 661 3 087 3 257 3 800 4 500 5 400 

World total 3 748 4 664 5 418 5 368 6 000 6 900 7 900 

Exports 

Industrial 342 369 446 458 523 600 676 

Centrally-planned 108 113 120 116 86 73 60 

Developing 430 523 687 795 986 1 211 1 488 

World total 880 1 005 1 253 1 369 1 595 1 884 2 224 

Imports 

Industrial 548 672 889 872 982 1 106 1 245 

Centrally-planned 123 123 149 176 200 219 292 

Developing 154 225 269 340 418 508 619 

World total 824 1 020 1 303 1 388 1 400 1 612 1 864 

Consumption 

Industrial 1 533 1 679 2 019 1 816 1 871 1 947 2 026 

Centrally-planned 402 637 784 787 900 900 1 100 

Developing 1 756 2 362 2 665 2 803 3 300 3 900 4 600 

World total 3 691 4 678 5 468 5 406 6 071 6 747 7 726 

See para. 23. In some cases the world totals may not add because of rounding 
up and because some of the figures are estimates. 

Source: World Bank, 1982 (75). 
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6. CIGARETTE PRODUCTION BY GEOGRAPHICAL AREA 

FOR THE PERIOD 1971-1975 AND ANNUALLY 1976-1982£ 

(in 1000 millions) 

Area 1971-1975 1976 1977 1978 1979 1980 1981 1982 

Overall 

increase 

7� 

Africa 105 123 131 137 141 150 151 

America, North 760 844 824 855 871 883 907 

America, South 181 214 228 237 242 248 235 

Asia 1 326 1 472 1 527 1 539 1 588 1 620 1 770 

Europe 1 287 1 376 1 391 1 414 1 430 1 457 1 461 

Oceania 36 37 40 40 40 42 42 

154 

864 

229 

827 

463 

42 

46.7 

13.7 

26.5 

37.8 

13.7 

16.7 

World total 3 695 066 141 4 222 4 312 4 400 4 566 4 579 23.9 

È. See para. 25. 

Source: Summarized from Tobacco Quarterly, N o . 3, 1984 (76). 

7. EXPORT/IMPORT OF CIGARETTES BY GEOGRAPHICAL AREA£ 

(in 100 millions) 

Exports— Imports^. 

Area 

1973 

-1977 1978 1979 1980 1981 
1973 
-1977 1978 1979 1980 1981 

Africa 3.3 3.9 3.3 

America, North 58.7 76.7 81.7 

America, South 1.9 0.9 1.4 

Asia 8.6 11.5 17, 

Europe, EEC 70.7 98.1 111 

West 85.0 116.0 127 

East 64.5 69.9 71 

Oceania 0.6 0.2 0 

3.3 

83 

.5 

2 21 

7 120 

0 137 

2 75 

2 0 

3.4 

84.4 

1.5 

2 23.5 

1 124.2 

3 146.3 

4 80.6 

3 0.3 

10.2 

2. 

13.9 14 

2 

43 

43 

55 

60 

1 

12.7 13. 

2.9 3.1 3.1 3 

3.0 4.4 4.9 4 

65.8 79.8 72.5 70 

52.2 73.3 80.7 78 

65.1 87.0 93.1 87 

62.9 66.0 65.6 74 

1.1 1.2 1.2 0 

— S e e para. 45. 

_ The sum total of world exports in this table is larger than that of world imports. 
This may be attributable to massive smuggling and other technical causes too complex to 
explain here. 

Source: Tobacco Quarterly, N o . 3’ 1984 (76). 
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8. ESTIMATED GROSS INCOME FROM TOBACCO AT CURRENT GROWERS' PRICES AS A 

PROPORTION OF INCOME FROM TOTAL PRIMARY AGRICULTURAL PRODUCTION IN 
SELECTED PRODUCING COUNTRIES, 1978-19801 

(United States dollars, in millions) 

Value of tobacco crop 

(estimate) 

Ratio of tobacco to total 

primary agricultural 

production 

1978 1979 1980 1978 1979 1980 

US US us 

Developing countries 

Malawi 

Zimbabwe 
Mexico 
Argentina 

Brazil 

Turkey 
India 

Indonesia 
Philippines 
Republic of Korea 

Thailand 

Developed countries 

Canada 

United States 
Greece 
Italy 

Yugoslavia 

Japan 

67 
130 
62 
86 

228 
740 
395 

55 
56 

385 
90 

263 
606 
422 
266 
285 
217 1 

77 
127 
76 

123 
278 
715 
388 
70 
61 

358 
100 

195 
271 
426 
304 
362 
106 

65 
110 
88 

192 
200 
525 
360 
90 
63 

309 
112 

276 
2 672 

488 
280 
325 

1 316 

17 
0 
1 
1 
2 
0 
1 
0 
3 
2 

23 
0 

7 

23 
0 

4.2 

3.5 
5.6 
1.4 
1.8 
2.3 

— S e e para. 46. 

Source: The economic significance of tobacco (18). 

Appendix 2 

CHRONOLOGICAL DEVELOPMENTS CONCERNING SMOKING AND HEALTH 

Date 

1761 Dr James Hill, an English physician, makes the first known clinical report linking 

tobacco with cancer. 

1808- Peninsular W a r . Veterans popularize cigarette smoking on return home. 

1814 

1853- British soldiers introduced to cigarettes during the Crimean War. 
1856 

1884 James Bonsack's cigarette-making machine begins production in the United States of 

America, dramatically raising the productivity of cigarette factories. 
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1899 

1914-

1918 

1926 

1936 

1939-

1945 

1940 

1950 

1953 

1962 

1964 

1965 

1967 

1968 

1971 

1971 

1972 

1973 

1974 

1975 

1975 

1979 

1979 

The first modern national law to protect children from smoking is adopted in Norway. 

World War I results in a major increase in cigarette smoking. (Example; in 1914 
cigarette production in the United States of America was 18 thousand million; by 
1918, it had become 47 thousand million.) 

The first advertisement campaign specifically directed at women, "Blow some my way". 

Article in the American Journal of Obstetrics and Gynecology raising concerns about 
the effect of smoking on unborn children. 

World War II gives another tremendous impetus to cigarette smoking. 

Article in the Journal of the American Medical Association links smoking with 

heightened risk of coronary disease. 

Epidemiological studies published in the United States of America and the United 
Kingdom of Great Britain and Northern Ireland linking lung cancer with cigarette 
smoking (both showed that about 95% of those contracting lung cancer were cigarette 
smokers). 

Study published showing that tobacco tar condensates induce cancer, when painted on 

the skins of m i c e . 

In the United Kingdom the Royal College of Physicians releases its first report citing 

cigarette smoking as "the most likely cause of the recent worldwide increase in deaths 

from lung cancer". 

The first report by the Surgeon General of the United States links smoking and lung 

cancer; in the first few months after the report was issued, cigarette sales dropped 

by nearly 20%, but soon returned to previous levels. 

First appearance of health warnings on cigarette packets (in the United States of 
America). 

First World Conference on Smoking and Health (New York). 

Second major advertisement campaign targeted exclusively on women, with its motto 
"You've come a long w a y , baby". 

The World Health Organization adopts its first resolution against smoking. 

Second World Conference on Smoking and Health (London). 

Health warnings are included in all cigarette advertising in the United States of 

America. 

Rules requiring separation of smoking and non-smoking sections on all commercial 

airlines are first established by the United States Civil Aviation Board. 

The World Health Organization convenes its first Expert Committee, on Smoking and its 
Effects on Health, and recommends that all countries make health warnings mandatory on 
cigarette packages, ban cigarette promotion, and develop programmes for smoking 
prevention. 

The first tobacco act is enacted, in Norway. 

Third World Conference on Smoking and Health (New York). 

The World Health Organization publishes the report of its second Expert Committee, on 

Controlling the Smoking Epidemic. 

Fourth World Conference on Smoking and Health (Stockholm). 
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1980 World Health Day, 7 April： "Smoking or health - the choice is yours". Dr H . Mahler, 

Director-General of the World Health Organization, states: "Smoking is probably the 

largest single preventable cause of ill health in the world today". 

1980 The World Health Assembly in Geneva officially requests the Director-General of WHO to 

establish an effective action programme on smoking and health (resolution WHA33.35, 

23 M a y ) . 

1983 The World Health Organization publishes the report of its third Expert Committee, on 
Smoking Control Strategies in Developing Countries. 

1983 Fifth World Conference on Smoking and Health (Winnipeg, Canada). 

1985 Iceland introduces the first pictorial, as well as textual, multiple health warnings, 

appearing prominently on the front of cigarette packets. 

2. TOBACCO OR HEALTH 

Report by the Programme Committee 

[EB77/22 - 8 November 1985] 

1. The Programme Committee reviewed a draft report on the "WHO Programme on Smoking and 
Health: The adverse health effects of tobacco use", to be submitted to the Executive Board 
at its seventy-seventh session in January 1986. It was suggested that the title be changed 
to "WHO Programme on Tobacco or Health", or "WHO Programme on Tobacco and Disease", or 
"WHO Programme on Diseases Caused by Tobacco", since the choice was smoking or health, and 
the pathological agent was tobacco not merely in its smoked, but in all its forms. The draft 
report had been referred to, and received the benefit of comments from, a number of outside 
experts and organizations. The Committee made a number of suggestions for improving the 
report before submission to the Board. 

2. The Committee noted that the whole problem of smoking and tobacco-related diseases had 
reached epidemic proportions oil a worldwide scale - indeed, a "pandemic". While favourable 
trends could be seen in a few developed countries, the overall trend in most countries, 
especially in developing ones, showed continuing, significant increases in the use of tobacco 
products. In particular, women were joining the ranks of smokers in large numbers, while 
children and young people were especially targeted as new customers by the tobacco industry. 
In the battle between health and commercial interests, it was less than clear that health was 
winning the fight against tobacco； health could and should win this battle. 

3. In the field of smoking and health, unlike a number of other programme areas, WHO 
faced the active opposition of major interest groups. WHO had no vested interest other than 
concern for health and scientific truth. There was ample, scientifically proven and 
validated evidence of the direct causal link between a substantial number of diseases and use 
of tobacco products. Tobacco was clearly addictive and the main cause of at least one 
million premature deaths a year. Some hazardous chemicals and pollutants which received 
extensive publicity in the media actually caused far less morbidity and mortality than 
tobacco, which often received little or no attention as a health risk. The presence of 
carcinogens and other toxic substances in tobacco smoke and other tobacco products was a 
known fact. WHO had to state this clearly and unequivocally, since there was constant 
misrepresentation by adverse interests. 

4. WHO was calling for a common sense public health approach and action now, rather than 
deferral of action pending further basic research. Research was still needed on the 
behavioural aspects of smoking, but to suggest priority for continuing basic research further 
to prove the causal relationship between disease and tobacco was unnecessary and would simply 
buy time for adverse commercial interests. 

1 The report was subsequently distributed separately in revised form as document 
EB77/22 Add.l (see part 1 of this Annex). 
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5. WHO had to take a firm position against any form of so-called "safe" cigarette or 

tobacco product. Nicotine was clearly addictive a n d , considering the many tobacco-induced 

diseases, "safe" tobacco did not exist. There was no safe dosage of tobacco, 

6* WHO had to take an equally firm position against "passive smoking", which might better 
be referred to as "enforced smoking" or "involuntary smoking". There was a need to protect 
the right to health of the non-smokers who were at risk from the practices of their addicted 
fellow citizens. Attention should be given to establishing or extending segregated smoking 
areas in all public places, restaurants and transport. Non-smoking was especially important 
in health-related establishments and among health personnel. This applied particularly to 
W H O , since reform began at home, and people looked to health institutions for healthy 
life-style example. 

7 . A range of strategic, tactical and intersectoral actions had to be undertaken by Member 
States, with the cooperation of W H O , the United Nations system and other partners, relating 
to policy and strategy formulation, objectives and targets, political involvement, and 
advocacy, information, education, legislation, advertising, smoking-cessation, economic 
aspects and selective practical research as outlined in the Director-General

1

 s report. The 
Committee particularly urged that the revised report on tobacco versus health, and the work 
that went into it, be exploited widely outside the Board and Health Assembly, It should 
serve as a technical baseline for a range of promotional activities and publications, such 
a s , for example, the "Winners for Health" effort being jointly undertaken by WHO and the 
International Olympic Committee (IOC). There was a need for efficient and effective 
coordination among all programmes dealing with the risks of tobacco both within WHO and in 
countries. In addition, WHO should foster the exchange of successful experiences and 
information between countries. 

8. The Committee believed that the time had come for WHO to reiterate a clear and firm 
policy on tobacco versus health, and concluded that the Executive Board should consider 
proposing a resolution for discussion by the Thirty-ninth World Health Assembly in May 1986. 
The Director-General was asked to prepare a suitable draft resolution and to report to the 
Executive Board on the financial implications. 
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CONFIRMATION OF AMENDMENTS TO THE STAFF RULES1 

1• Report by the Director-General 

[EB77/30 - 6 November 1985] 

Amendments to the Staff Rules made by the Director-General are 
submitted for confirmation by the Board in accordance with Staff 
Regulation 12.2.

2

 Document EB77/INF.DOC./5 gives the texts of the 
amended Staff Rules, the purpose of which is explained below. The 
effective dates of these changes are 1 March 1986 or 1 January 1985 
as appropriate.3 

1. Amendment arising out of a request from the Chairman of the International Civil Service 
Commission (ICSC) concerning the harmonization of schemes for long-service steps 

1.1 Since 1968, WHO has been awarding extra within-grade steps to staff members having 
satisfactorily served the Organization for 20, 25 and 30 years. 

1.2 The scheme of awarding long-service steps is inscribed in the Staff Rules as follows: 

"555.2 A staff member who has completed 20, 25 and 30 years of satisfactory service 
with the Organization qualifies for a meritorious increase under Rule 555.1. 
Satisfactory service with other United Nations organizations shall be included 
if credited under Rule 480.1.4." 

Staff Rule 555.1, referred to in the above Rule, reads as follows; 

"555.1 A staff member whose performance has been especially meritorious beyond that 

which may reasonably be expected of a normally well-qualified staff member, may 
be granted one, or exceptionally two, extra within-grade steps. Such increase 
shall not affect the staff member's eligibility for normal within-grade 
increases, and the normal maximum shall be extended by the equivalent number of 
steps." 

1.3 WHO is one of three organizations in the common system^ to have a scheme under which 
long-service steps are awarded. In recent years the United Nations General Assembly and ICSC 
have paid increasing attention to the award of such long-service steps in these organizations 
as well as to the introduction of a similar, but more restricted, scheme in all organizations 
of the common system. 

1.4 At its thirty-ninth session, the United Nations General Assembly requested ICSC, "in 
conformity with article 10 of its statute, to review the practices of the organizations of 
the United Nations common system as regards long service steps for staff in the Professional 
category, to examine ways in which uniformity on this question may be established within the 
common system and to report thereon to the General Assembly at its fortieth session".^ 

1

 See resolution EB77.R8. 
2

 WHO Basic Documents, 36th ed., 1986, p. 92. 
3 

See also part 2 and the appendix to this annex. 

“ WHO, the International Labour Organisation (ILO), and the Universal Postal Union 
(UPU). 

5 United Nations General Assembly resolution 39/69, part II, para, 2, 13 December 1984. 
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1.5 ICSC has now completed its review and has decided to recommend the introduction of one 
additional step for long service into the salary scales. As concerns general service staff, 
this decision has been forwarded directly by the Commission to the executive heads of the 
organizations for implementation in accordance with article 11 of the ICSC statute. As 
concerns professional staff, the recommendation has been transmitted to the fortieth session 
of the United Nations General Assembly (1985) for its approval in accordance with article 10 
of the same statute. 

1.6 In its recommendation to the General Assembly, the Commission also suggests that the 
General Assembly "might wish to make representation to the Governing Bodies of WHO and ILO to 
consider a harmonization of practices within the United Nations common system".1 At the 
same time as bringing this matter to the General Assembly's attention, the Chairman of ICSC 
wrote to the Director-General of WHO on 16 August 1985 as follows: 

"In view of the request of the General Assembly of the United Nations concerning the 
harmonization of schemes for long service steps in organizations of the United Nations 
common system, I should be grateful if you could place this matter before your Executive 
Board at the next available opportunity and inform me of its deliberations•“ 

1.7 The WHO long-service scheme was introduced on the twentieth anniversary of the 
Organization in 1968, when the Executive Board confirmed that recognition should be granted 
to those staff members who had served the Organization for 20 years. It was decided that 
this recognition would best be granted through the existing meritorious increase system in 
the sense that 20 years of satisfactory service constituted sustained performance of 
exceptional merit over a significant period of time. In the course of the debates it was 
agreed that such increases should also apply after 25 and 30 years of service. 

1.8 The scheme has functioned satisfactorily since 1968 and it is well known and appreciated 
by serving staff members. The Director-General does not propose to revise the existing 
provisions for staff who are in service. 

1.9 On the other hand, in view of the specific request of the United Nations General 
Assembly to harmonize practices, the Director-General proposes to amend the Staff Rules so 
that staff joining the Organization after 1 March 1986 will be entitled to receive just one 
long-service step upon completion of 20 years

1

 satisfactory service, in the same way as staff 
in other organizations of the common system.^ 

2. Amendment considered necessary in the light of a decision taken by the United Nations 
General Assembly at its thirty-ninth session and reconfirmed by ICSC at its 
twenty-second session in July 1985 

2.1 As reported to the Executive Board at its seventy-fifth session in January 1985, the 

United Nations General Assembly decided at its thirty-ninth session to consolidate 20 points 

of post adjustment into the net base salary of the professional and higher categories. 

Appropriate amendments were made to the Staff Rules. 

2.2 One consequence of the consolidation process that remains to be formally reflected in 
the Staff Rules concerns terminal remuneration. The General Assembly decided that the levels 
of terminal remuneration should not change after consolidation and should therefore continue 
to be calculated on the basis of the 1981 gross base salary. This decision was again brought 
before ICSC at its twenty-second session in July 1985, where it was reconfirmed. 

2.3 The General A s s e m b l y
1

s decision has already been reflected in the schedules of terminal 
remuneration circulated to staff members. 

1 It is understood that UPU is reconsidering its own policy in the light of the common 
policy approved. 

z

 This proposal takes into account ICSC
1

s decision to introduce one long
-

service step 
for the general service category; it assumes that given also the attempts being made by 
organizations to harmonize their practices in this respect, the United Nations General 
Assembly will adopt the ICSC proposal with regard to professional staff. Should this not be 
the case, the Director-General will submit a supplementary report to the Executive Board (see 
part 2 of this annex). 
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3. Budgetary implications 

3.1 In the short or medium term there are no budgetary implications arising from these 

amendments. 

2. Supplementary report by the Director-General 

[EB77/30 Add.l - 8 January 1986] 

1. In the report reproduced in part 1 of this annex, the Director-General proposed an 

amendment to the Staff Rules resulting from the request of the Chairman of the International 

Civil Service Commission (ICSC) concerning the harmonization of schemes for long-service 

steps. 

2. This proposal was made on the assumption that at its fortieth session the United Nations 
General Assembly would accept the ICSC recommendation to introduce one additional step for 
long service into salary scales throughout the common system.1 

3. In the event, the United Nations General Assembly has not agreed to the ICSC 
recommendation, and therefore the proposed long-service step for professional staff with 
20 years

1

 service will not be introduced. 

4. As mentioned in paragraph 1.3 of part 1 of this annex, WHO is one of three organizations 
in the common system which has a scheme under which long-service steps are awarded. In the 
case of the International Labour Organisation one of the other two organizations, the 
Director-General of the International Labour Office has advised the Director-General that the 
ILO Governing Body has been informed of ICSC

1

s request that the executive heads of W H O , the 
Universal Postal Union (UPU), and ILO consider ways of harmonizing their organizations

1 

practice along the lines recommended by ICSC. The ILO Governing Body has, however, accepted 
its Director-General

1

 s conclusion that no change should be made in the ILO system and agreed 
that the Director-General of ILO should so inform the Commission. In informing ICSC of this 
matter, the ILO Director-General

1

 s representative stated that the question of long-service 
steps was one on which a common approach was not indispensable given the different situation 
and needs of the organizations. 

5. Thus, the position now is that ILO will retain its present scheme of rewarding long 
service; the majority of organizations in the common system have introduced, or are 
introducing, one long-service step for general service staff after 20 years' service; no 
such system will be introduced for professional staff except in the World Intellectual 
Property Organization (WIPO). 

6. In the light of these developments, the Director-General has reviewed his proposal to 
amend the Staff Rules to the effect that staff joining the Organization after 1 March 1986 
would be entitled to one long-service step upon completion of 20 years

1

 service, as this can 
no longer be considered as harmonizing with or even reflecting common system practice. In 
consequence, he does not for the time being propose to revise the existing Staff Rule 
(555.2).2 

1 See part 1 of this annex, paragraph 
2

 The revised text of this Staff Rule 
no longer applicable. 

1.9, footnote 2. 

set out in document EB77/INF.DÜC./5 is therefore 
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Appendix 

TEXT OF THE AMENDED STAFF RULE 

[EB77/INF.DOC./5 - 6 November 1985] 

310. DEFINITIONS 

310,4 "Terminal remuneration" is the figure used in the calculation of separation 
payments. For staff in the general service category, "terminal remuneration" is 
equivalent to pensionable remuneration. For staff in the professional and higher 
categories it is equivalent to gross base salary as at 1 January 1981 adjusted by 
movements of the weighted average of post adjustments. 



ANNEX 5 

REAL ESTATE F U N D
1 

[EB77/31 - 4 December 1985] 

Report by the Director-General 

INTRODUCTION 

This report is divided into three parts: 

Part I provides information on the status of current projects financed from the Real 
Estate Fund and undertaken prior to 31 May 1986; 

Part II lists the requirements for activities which it is proposed to finance from the 

Real Estate Fund for the period 1 June 1986 to 31 May 1987; 

Part III provides a summary of the estimated requirements of the Fund. 

I. STATUS OF CURRENT PROJECTS UNDERTAKEN PRIOR TO 31 MAY 1986 

1 . Regional Office for Africa 

1.1 The conversion of eight villas and six studios and the construction of six small 
cesspools commenced in 1984. Due to cost increases and other local problems, the project was 
scaled down by abandoning the conversion of two villas and six studios. The six villas and 
three cesspools were completed in 1984. The construction of the remaining three cesspools 
has now been completed. Subject to receipt and settlement of final accounts from the 
contractor, the project has been completed at a provisional cost of US¿ 293 ООО as compared 
with the estimated amount of US¿ 322 ООО.

2 

1.2 The continued shortage of the required materials hampered the completion of the 
maintenance work on the roads immediately around the Regional Office building. The cost of 
the project is not expected to exceed the estimate of USÍ 13 000.2 

1.3 Work is continuing on the roofs of the apartment blocks. As a result of some delay in 
the preparation of documents by the local architect, the project is now expected to be 
completed only in the second half of 1986, The cost is none the less expected to remain 
within the estimated amount of US$ 200 0 0 0 .

3 

1.4 Difficulty in obtaining the required materials for the resurfacing of the roads outside 
the periphery of the Regional Office building has also delayed this project, which has now 
been reduced in order to stay within the estimated amount of USÍ 100 000.^ 

1.5 The contract for the repairs to the roofs of villas C20 to C23 and D24 to D26 has been 

awarded and the work is expected to be completed by the first quarter of 1986. The cost of 

this project will remain within the estimated amount of US$ 136 000.^ 

1

 See resolution EB77.R9. 
2

 Document EB67/1981/REC/1, p . 141. 
3

 Document EB71/1983/REC/1, p . 89. 
4

 Document EB73/1984/REC/1, p . 29. 
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1.6 The replacement of the corrugated aluminium roofs of blocks D and E of the Regional 
Office building will also be completed by April 1986. The cost is not expected to exceed the 
estimated amount of USj 57 ООО.

1 

1.7 The Regional Director has reviewed the plans for the extension of the Regional Office 
building and has decided to proceed with them. The preparatory work, including the call for 
tenders, will take up to August 1986, The construction work will begin immediately 
thereafter and last for approximately one year. The estimated cost of US¿ 750 00C)1 is not 
expected to be exceeded. 

2. Regional Office for the Americas/Pan American Sanitary Bureau (PASB) 

2.1 The contribution of up to US$ 300 ООО,
2

 authorized by the Thirty-fifth World Health 
Assembly, towards the construction of a building for the Caribbean Food and Nutrition 
Institute was paid after an equivalent contribution had been made by РАНО and the Government 
of Jamaica had formally guaranteed its participation in the construction of the building as 
p l a n n e d . 3 Construction was initiated in May 1984 and completed in July 1985. 

2.2 The project for the construction of a building for the joint РАНО/WHO Publications and 
Documentation Service and the office of the РАНО representative for Area II in Mexico has 
been cancelled. The estimated amount of USi 250 ООО

4

 for this project will, therefore, no 
longer be required from the Real Estate Fund. 

3. Regional Office for South-East Asia 

3.1 The work on the extension to the Regional Office has been completed but the final 

accounts of contractors have not yet been settled. The provisional cost is at present 

US$ 645 617 as compared with the estimated amount of US$ 675 000.
5 

3
#
2 Electrical work in connection with the standby generator has been carried out at a total 

cost of US$ 95 000, as compared with the previous estimate of US$ 250 000.
6

 The 
substantial savings resulted from negotiating a special price for a somewhat smaller 
generator and from a favourable exchange rate at the time of purchase. 

3.3 A new parking area has been created inside the Regional Office compound at a cost not 
exceeding the previously estimated amount of US$ 20 000. 

4 . Regional Office for Europe 

4,1 The installation of a fire alarm system has been carried out at a cost which remains 
within the estimated amount of ÜS¿ 45 ООО.

6 

4.2 The construction of the windows in the basement of building В has been completed at a 
total cost that will not exceed US$ 30 000, as compared with the previously estimated amount 
of US¿ 41 000.

7 

4.3 The repairs to the roof of the villas at Standpromenaden 33 and 39 have been completed 
within the estimated amount of US$ 67 ООО.

8 

4.4 All the flooring of building С has been replaced at a cost which remains within the 
limits of the estimate of US$ 40 ООО.

8 

1

 Document EB73/1984/REC/1, p. 29. 
2

 Resolution WHA35.12. 
3

 Resolution EB69.R24. 
4

 Resolution WHA34.12. 
5

 Document EB67/1981/REC/1, p . 142. 
6

 Document EB69/1982/REC/1, p. 150. 
7

 Document EB71/1983/REC/1, p . 89. 
о 

Documents EB71/1983/REC/1, p . 89, and EB73/1984/REC/1, p . 28. 
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4.5 New lines have been added to the telephone exchange at a total cost which does not 
exceed the previously estimated amount of US$ 9500.1 

4.6 Work on the insulation, lighting and heating of the attic of building A has been 
completed at a total cost of US¿ 24 954, as compared with the originally estimated sum of 
US¿ 65 ООО.

2 

4.7 The installation of the emergency lighting system has been carried out at a cost of 
US$ 3094, as compared with the previous estimate of US$ 8000.

2 

4.8 The construction of a new industrial lift in building В has been delayed because of 
structural problems and the necessity of complying with municipal requirements. The engineer 
is submitting new proposals in November 1985 which are expected to remain within the 
previously estimated amount of US$ 160 000.^ 

5. Regional Office for the Eastern Mediterranean 

5.1 The Thirty-eighth World Health Assembly authorized the financing from the Real 
Fund of the construction of an extension to the Regional Office building. The work 
proceeding on schedule and is expected to be completed before the end of 1985. The 
cost is expected to remain within the previously estimated amount of USÍ 190 000.^ 

6. Regional Office for the Western Pacific 

6.1 Work on the various authorized improvements and alterations to the older part of the 
Regional Office building is nearly completed. Improvement of some cafeteria facilities and 
the creation of a new access to the reception lounge are expected to be completed by the 
middle of 1986. The total cost of these alterations and improvements will remain within the 
estimated amount of US$ 275 ООО.

4 

6.2 The renovation of the air-conditioning system has been completed within the estimate of 
USj 27 000.

5 

6.3 The installation of fire doors between the main building and the annexe, in order to 
comply with local regulations, has been carried out at a cost of US$ 9788. The original 
estimate was US$ 15 000. 

6.4 The order for the renewal of the telephone exchange and auxiliary equipment has been 
placed and the installation is expected to be carried out in early 1986 within the previously 
estimated amount of US¿ 350 0 0 0 .

2 

6.5 The remodelling of the conference hall has been completed. The installation of the 
interpretation equipment is expected to be carried out in early 1986. The project is 
expected to be implemented within the previously estimated amount of US$ 120 000.^ 

7. Headquarters 

7,1 Following the decision of the Thirty-sixth World Health Assembly,^ the construction of 

a new building to house the kitchen and restaurant at headquarters was started in February 

Estate 

is 

total 

1 

2 

3 

p. 8). 

4 

5 

6 

Documents EB71/1983/REC/1, p . 89, and EB73/1984/REC/1, p . 28. 

Document EB73/1984/REC/1, p . 29. 

Document EB75/1985/REC/1, p . 59, and resolution WHA38.9 (document WHA38/1985/REC/1, 

Document EB67/1981/REC/1, p . 143. 

Document EB71/1983/REC/1, p . 89. 

Document EB73/1984/REC/1, p . 30. 

Resolution WHA36.17. 
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1984. This building has now been completed and the kitchen and restaurant have been 
operational since April 1985. The total cost was US$ 2 728 844 as compared with the estimate 
of US$ 2 730 ООО.

1 

7.2 The restoration work on the structural safety of the eighth floor started in July 1985 
and is expected to be completed by January 1986 within the amount previously estimated at 
US¿ 370 ООО.

1 

II. ESTIMATED REQUIREMENTS FOR THE PERIOD 1 JUNE 1986 TO 31 MAY 1987 

8. Regional Office for Africa 

8.1 The air-conditioning system of the Regional Office building is based on three cold water 
producing sub-systems, of which two were installed in 1966 and one in 1976. The two older 
units have been repaired several times and further repair is no longer cost-effective in view 
of their age and the lack of availability of spare parts. The climatic conditions in 
Brazzaville require a continuous and reliable air-conditioning system. In addition, the 
approved forthcoming extension to the Regional Office building will have to rely on the 
centralized system for cooling. The estimated cost of replacing the two older units is 
US¿ 320 000. 

9. Regional Office for the Americas 

9.1 At its seventy-fifth session, in January 1985, the Executive Board was informed that, in 
view of the number of WHO-finaneed staff in the Region of the Americas, the Director-General 
felt that it would be fair and appropriate for W H O , through its Real Estate Fund, to 
participate regularly to some extent in the financing of the real estate operations in the 
Americas.^ The Director-General has decided that a suitable formula for this participation 
would be for WHO to contribute 25% of the estimated real estate costs in the Americas, as and 
when the need arises• 

9.2 The Pan American Sanitary Bureau headquarters building is 20 years old and its 
metal-supported black granite facing is showing signs of deterioration. The materials in the 
joints between the polished granite and many of the precast concrete assemblies have 
deteriorated as a result of time and weathering to such a degree as to allow water to enter. 
Freezing, thawing and drying exert extreme mechanical pressures against the granite slabs, 
causing them to break in pieces, shift or pull away from supporting pins and anchors. This 
creates a serious possibility of injury or damage, thereby increasing the Organization

1

s risk 
of liability. It is intended to remove and replace the damaged granite cladding and soffits 
and recaulk all disturbed joints. The estimated cost of the project is USÍ 350 000, of which 
the share of the WHO Real Estate Fund, according to the above formula, would be US$ 87 500. 

10. Headquarters 

Roof 

10.1 The roof of the headquarters building and the technical installations built thereon are 
showing signs of deterioration after more than 20 years of exposure to the elements. This 
has resulted in rain water leakage and corrosion of the supporting metal façades. It is 
therefore necessary to renovate the waterproofing of the roof and replace the metal façades 
of the premises housing the technical installations. The estimated cost of this project is 
US$ 240 000. 

Eighth floor 

10.2 At its seventy-fifth session, the Executive Board was informed that the 
Director-General intended to present plans for the use of the eighth floor to the Executive 
Board in January 1986.^ 

1

 Document EB73/1984/REC/1, p . 30. 
2

 Document EB75/1985/REC/2, p . 353. 
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10.3 When the work undertaken to restore the structural safety of the eighth floor is 
completed, the space previously occupied by the restaurant and the kitchen on that floor, 
i.e., approximately 1100 square metres, will become available. However, this space will need 
to be adapted to its future use. The height of its roof, the type of windows and floor, the 
existing electrical and telephone wiring and outlets, and the heating and ventilation ducts 
are those which were foreseen for the restaurant and its kitchen and any other use of these 
premises will require their modification. 

10.4 The Director-General considers that this valuable area, which constitutes the only 
remaining space for providing flexibility of accommodation at headquarters, cannot be left 
unused in the light of the Organization1 s requirements. These requirements are analysed in 
paragraph 10.7 below. He has therefore decided to submit plans to the Executive Board and 
the Health Assembly for the use of the eighth floor to create (a) one additional 
multi-purpose meeting room, providing for 30 to 40 participants and suitable for modern 
audiovisual communication methods needed for consultations, seminars, briefings and other 
meetings, in particular those intended for educational purposes, and (b) office 
accommodation. To avoid any modification of the façade, which would be costly and would 
affect the appearance of the building, the area used heretofore as a restaurant will be 
transformed into landscaped office space, whereas the area previously occupied by the kitchen 
will be subdivided into standard modular offices. This would provide accommodation for 54 to 
78 persons, together with office and informatics equipment. 

10.5 Consequently, the architect responsible for the construction of the new restaurant was 
requested to formulate a preliminary proposal and to cost it. The architectT s proposal 
provides for a total space of 650 square metres for landscaped and modular offices, 80 square 
metres for the meeting room and 370 square metres for passages, technical installations, etc, 

10.6 This preliminary proposal also provides for certain alterations and additions required 
to render the vacated space usable, such as a false ceiling and floor, adequate wiring and 
outlets for electricity and telecommunications, appropriate ducting for heating and 
ventilation, and panelling and partitioning for modular and landscaped office arrangements. 
The total estimated cost of this project is US$ 1 165 000. 

10.7 The need for additional office space which has been felt over the last few years is 
due, as reflected in the table below, to the following; (a) an increase in posts funded from 
extrabudgetary sources, including staff on loan or secondment and associate experts； (b) an 
increase in the number of short-term staff, consultants and temporary advisers； and (c) the 
substantial growth of informatics equipment requiring individual accommodation either because 
of collective use or because of the nature of the equipment, for example, large printers and 
central processing or control units. 

October 

October 

1980 

1985 

(a) Posts 

Regular budget 

1 059 

1 024 

Extrabudgetary 

222 

307 

Total 

1 281 

1 331 

Increase/decrease (35) 85 50 

or 3.9% 

(b) Short-term staff, consultants and temporary advisers 

October 1980 179 

October 1985 263 

Increase 84 or 46.9% 
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(c) Informatics equipment 

Terminals Printers Central processing Miscellaneous Total 

units 

October 1980 51 14 1 1 67 

October 1985 325 102 7 21 455 

10.8 The total area now available as office space in the headquarters buildings is 

20 120 square metres. The office space which will become available on the eighth floor is 

approximately 650 square metres, or an increase of 3.2%. 

III. SUMMARY 

11. To summarize, on the basis of the foregoing considerations, the estimated requirements 

of the Real Estate Fund for the period 1 June 1986 to 31 May 1987 are as follows： 

US $ 

Replacement of two units of the air-conditioning system at the Regional 

Office for Africa (paragraph 8.1) 320 000 

Financial participation in the replacement of the granite façade of the 

Regional Office for the Americas (paragraph 9,2) 87 500 

Renovation of the headquarters roofing and the technical installations built 
thereon (paragraph 10.1) 240 000 

Remodelling of the headquarters eighth floor (paragraph 10.6) 1 165 000 

Total estimated requirements 812 500 

Estimated unencumbered balance of the Real Estate F u n d , including accrued 

interest, as at 31 December 1985 (see Appendix, part 1) rounded off at 1 616 500 

Shortfall which it is proposed to cover by appropriation by the Health 
Assembly 196 000 



1 January 1970 -

31 December 1981 
1982-1983 1984-1985 -

Total 

(from inception) 

1. BALANCE AT 1 JANUARY 3 190 205 5 902 91丄 -

2. INCOME 

Balance of Revolving Fund for Real Estate 

Operations (resolution WHA23.14) 68 990 - - 68 990 

Casual income appropriated (resolutions WHA23.15, 

WHA24.23, WHA25.38， W H A 2 8 . 2 6 , WHA29.28, WHA33.15, 

WHA34.12) 9 792 936 

WHA35.12 3 409 000 -

WHA36.17 - 605 500 -

WHA37.19 - 805 000 14 612 436 

Transfer from Part II of the Working Capital Fund 

(resolution WHA23.15) 1 128 414 - - 1 128 414 

Rents collected 2 835 126 697 853 615 000 4 147 979 

Interest 1 822 365 1 192 520 950 000 3 964 885 

Other 1 567 - - 1 567 

Total income 15 649 398 5 904 873 2 370 000 23 924 271 

Total funds available 15 649 398 9 095 078 8 272 911 -

3. OBLIGATIONS AND EXPECTED OBLIGATIONS 
(see part 2 of this Appendix) 12 A59 193 3 192 167 6 656 084 22 307 444 

4. BALANCE AT 31 DECEMBER 3 190 205 5 902 911 1 616 827 1 616 827 

Appendix 

REAL ESTATE FUND 

ESTIMATED SITUATION AS AT 31 DECEMBER 1985 

(expressed in US dollars) 

i
w
x
 5
 

— E s t i m a t e d . 
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WHA36.17 

WHA23.14 
para. 3(iii) 

3. Acquisition of land, construction/extension of 
buildings 
Headquarters 
Main building: 

Transfer to Headquarters Building Fund for 
part settlement of litigation with Compagnie 
française d'Entreprise 

Acquisition of land 
Second prefabricated building 
Third prefabricated building 
Architectural studies for proposed extension of 

main building 
Alterations to 'V' building 
Additional car park 
Construction of a building to house the kitchen 

and restaurant 

655 140 
1 000 095 

689 791 
1 799 575 

243 832 
102 658 
104 564 

Major repairs, and repairs to the Organization's WHA23. 
existing buildings para. 
Headquarters： 

Current repairs 
Restoration of the structural safety of the WHA35. 
eighth floor of the main building WHA36. 

Regional Office for Africa 
Regional Office for South-East Asia 
Regional Office for Europe 
Regional Office for the Eastern Mediterranean . 
Regional Office for the Western Pacific . . . . 

14, 
3(ii) 

12 and 
17 

764 864 

123 015 

182 871 

138 237 

636 092 

152 447 

194 068 

070 750 120 844 

Regional Office for Africa 
Construction of additional staff housing . 
First extension of Regional Office building 
Second extension of Regional Office building 
Acquisition of land for additional staff 

housing 
Conversion of staff housing 
Construction of small office building and staff 

housing in Malabo, Equatorial Guinea . . 
Third extension of Regional Office building 

WHA23. 
WHA23. 
WHA28. 

WHA24. 
WHA34. 

WHA34. 
WHA37. 

936 937 
751 585 
930 588 

13 517 

817 

11 789 

598 470 

936 937 
751 585 
930 588 

13 517 
310 211 322 000 

11 713 611 000 
750 000 750 000 

Regional Office for the Americas 
Construction of Zone Office, Brasilia (WHO,s 

contribution) 
Construction of a building for the Caribbean 

Food and Nutrition Institute (WHO'S contribu-
tion) 

WHA25.39 

WHA35.12 

Regional Office for South-East Asia 
Extension of Regional Office building . . . . . WHA24.25 
Fire-fighting equipment and emergency generator WHA28.26 
Installation of new telephone exchange . . . . Dec.EB63(8) 
Extension of Regional Office building, inclu-

ding new air-conditioning plant and electri-
cal substation WHA34.12 

Additional stand-by generator WHA35.12 

Regional Office for Europe 
Renovation of additional premises: WHA27.15 and 

39 Strandpromenaden WHA29.28 
33 Strandpromenaden Dec.EB63(8) 

Installation of new telephone exchange . . . . WHA29.28 
Preliminary architectural study for extension 

of Regional Office building WHA34.12 
Lift and toilet facilities for disabled persons 

in the Regional Office WHA34.12 

100 000 一 100 

300 000 - 300 

137 331 137 
63 172 - 63 
96 536 15 543 11 945 12A 

2 452 538 523 134 025 675 
65 489 29 511 95 

93 213 93 
91 546 - 91 

190 000 - 190 

63 707 - 63 

1 742 30 885 5 735 38 

2. OBLIGATIONS AND EXPECTED OBLIGATIONS FROM INCEPTION (1 JANUARY 1970) TO 31 DECEMBER 1985 
(expressed in US dollars) 

Purpose 
Relevant 

authorization 
(resolution/ 

decision) 

Obligations 

1 January 1970 -
31 December 1981 1982-1983 1984-1985 Total 

Maintenance, repairs and alterations to houses 
for staff 
Regional Office for Africa 
Regional Office for the Eastern Mediterranean 

WHA23.14, 
para. 3(i) 

672 887 
6 240 

402 288 
49 567 

322 000 
42 430 

2 397 175 
98 237 

679 127 451 855 364 430 2 495 412 

d
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Relevant 
authorization 

P (resolution/ 
decision) 

Regional Office for the Eastern Mediterranean 
Extension of Regional Office building WHA25.40 
Additional extension of Regional Office building WHA38.9 

Regional Office for the Western Pacific 
Installation of fire detection and control 

equipment WHA27.16 
Extension of Regional Office building WHA29.28 
Additional extension of Regional Office 

building WHA33.15 

Total acquisition of land, construction/extension 
of buildings 

TOTAL OBLIGATIONS AND EXPECTED OBLIGATIONS 

Obligations 

1 January 1970 -
31 December 1981 1982-1983 1984-1985 Total 

39 634 

25 097 
537 437 

038 350 

- 39 634 
190 000 190 000 

25 097 
537 437 

51 791 090 141 

9 709 316 1 619 468 4 165 006 15 493 790 

12 459 193 3 192 167 6 656 084 22 307 444 

—Estimated. 
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AMENDMENT TO THE SCALE OF ASSESSMENTS TO BE APPLIED TO THE SECOND 
YEAR OF THE FINANCIAL PERIOD 1986-1987

1 

[EB77/34 - 9 January 1986] 

1. Financial Regulation 5.3 provides that "The Health Assembly shall adopt a total budget 
level and scale of assessments for the following financial period. The assessed 
contributions of Members based on the scale of assessments shall be divided into two equal 
annual instalments, the first of which shall relate to the first year and the second of which 
shall relate to the second year of the financial period. In the first year of the financial 
period, the Health Assembly may decide to amend the scale of assessments to be applied to the 
second year of the financial period". 

2. By resolution WHA38.7,
2

 the Thirty-eighth World Health Assembly (May 1985) adopted a 
scale of assessments for the full financial period 1986-1987 which was based on the latest 
available United Nations scale of assessments, namely, the scale for the years 1983 to 1985 
approved by the United Nations General Assembly in resolution 37/125 (December 1982). 

3. In December 1985, by resolution 40/248, the United Nations General Assembly adopted a 
United Nations scale of assessments for the period 1986-1988 containing significant changes 
as compared with the preceding United Nations scale. In the new scale, the assessments of 
35 countries are increased and those of 27 countries are decreased. The increases range from 
0.5% to 100% and the decreases from 0.5% to 50% of the assessments for 1983 to 1985 of the 
countries concerned• 

4 . Since, pursuant to resolution WHA24.12 of the Twenty-fourth World Health Assembly 

(May 1971), the latest available United Nations scale of assessments is to be used as a basis 
for determining WHO*s scale of assessments, the next WHO scale of assessments, i.e., that for 
the financial period 1988-1989, will be calculated on the basis of the Uni ted Nations scale 
for 1986-1988 and will thus result in changes in individual countries' assessments of the 
same order of magnitude as those reflected in the United Nations scale for 1986-1988. 

5. In view of Financial Regulation 5,3, which, as indicated above, states that the Health 
Assembly may decide to amend the scale of assessments to be applied to the second year of the 
financial period, the Health Assembly may wish to consider whether or not the scale to be 
applied to 1987, i.e., the second year of the financial period 1986-1987, should be amended, 

6. The following table shows the WHO scale of assessments adopted for 1986-1987, the 
instalments relating to 1987 payable by Members in respect of their assessed contributions 
for the financial period 1986-1987, the new United Nations scale of assessments for 
1986-1988, the WHO scale of assessments amended on the basis of the United Nations scale for 
1986-1988, and the instalments relating to 1987 that Members would have to pay if the WHO 
scale were amended by the Health Assembly. 

7. If the Health Assembly should decide not to amend the WHO scale of assessments to be 
applied to 1987, as already approved for 1986-1987 in resolution WHA38.7, the changes in 
individual countries' assessments introduced in the United Nations scale of assessments for 
1986-1988 would be reflected for the first time in the WHO scale of assessments for 1988-1989 
to be adopted by the Health Assembly in 1987. 

1

 See resolution EB77.R10. 
2

 Document WHA38/1985/REC/1, p, 3. 

一 1 1 6 -
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8. On the other hand, if the Health Assembly should decide to amend the scale of 
assessments to be applied to the second year of the financial period 1986-1987, it would be 
necessary to amend the Appropriation Resolution for that financial period adopted by the 
Thirty-eighth World Health Assembly (resolution WHA38.32).

1

 While the approved effective 
working budget (appropriation sections 1-5) as well as appropriation section ó (Transfer to 
Tax Equalization Fund) would remain unchanged, it would be necessary to reduce the total 
budget to reflect a corresponding reduction in appropriation section 7 (Undistributed 
reserve), since decreases in the assessments of two of the Members included therein - namely, 
the Byelorussian SSR and the Ukrainian SSR - resulting from decreases in their assessments in 
the new United Nations scale of assessments exceed the increase in the assessment of the 
third such Member, i.e., South Africa. 

1

 Document WHA38/1985/REC/1, p . 26. 
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This table shows : (1) WHO scale of assessments adopted for 1986-1987； 
(2) instalments relating to 1987 payable by Members in respect of their 
assessed contributions for the financial period 1986-1987； (3) approved 

United Nations scale of assessments for 1986-1988; (4) WHO scale of assessments 
amended on the basis of the new United Nations scale for 1986-1988; 

and (5) instalments relating to 1987 payable by Members on the 
basis of amended WHO scale 

Members and Associate Members 

Adopted WHO scale 
1986-1987 

UN scale 
for 

1986-1988 

WHO scale amended on 
basis of new UN scale 

for 1986-1988 

Members and Associate Members 
% 

(1) 

Instalments 
relating to 
1987 - US $ 

(2) 

% 

(3) 

% 
� 

Instalments 
relating to 
1987 - US $ 

(5) 

Afghanistan 0 01 24 575 0 01 0 01 24 570 
Albania 0 01 24 575 0 01 0 01 24 570 
Algeria 0 13 319 500 0 14 0 14 343 970 
Angola 0 01 24 575 0 01 0 01 24 570 
Antigua and Barbuda 0 01 24 575 0 01 0 01 24 570 
Argentina 0 70 1 720 380 0 62 0 61 1 A98 730 
Australia 1 54 3 784 840 1 66 1 63 4 004 800 
Austria 0 74 1 818 690 0 74 0 72 1 768 990 
Bahamas 0 01 24 575 0 01 0 01 24 570 
Bahrain 0 01 24 575 0 02 0 02 49 140 
Bangladesh 0 03 73 735 0 02 0 02 49 140 
Barbados 0 01 24 575 0 01 0 01 24 570 
Belgium 1 26 3 096 685 1 18 1 16 2 850 045 
Benin 0 01 24 575 0 01 0 01 24 570 
Bhutan 0 01 24 575 0 01 0 01 24 570 
Bolivia 0 01 24 575 0 01 0 01 24 570 
Botswana 0 01 24 575 0 01 0 01 24 570 
Brazil 1 36 3 342 455 1 40 1 37 3 366 000 
Brunei Darussalam 0 03 73 735 0 04 0 04 98 275 
Bulgaria 0 18 442 385 0 16 0 16 393 110 
Burkina Faso 0 01 24 575 0 01 0 01 24 570 
Burma 0 01 24 575 0 01 0 01 24 570 
Burundi 0 01 24 575 0 01 0 01 24 570 
Byelorussian Soviet Socialist 

Republic 0 35 860 190 0 34 0 33 810 790 
Cameroon 0 01 24 575 0 01 0 01 24 570 
Canada 3 02 7 435 215 3 06 3 00 7 383 800 
Cape Verde 0 01 24 575 0 01 0 01 24 570 
Central African Republic 0 01 24 575 0 01 0 01 24 570 
Chad 0 01 24 575 0 01 0 01 24 570 
Chile 0 07 172 040 0 07 0 07 171 985 
China 0 86 2 113 610 0 79 0 77 1 891 840 
Colombia 0 11 270 345 0 13 0 13 319 400 
Comoros 0 01 24 575 0 01 0 01 24 570 
Congo 0 01 21 575 0 01 0 01 21 570 
Cook Islands 0 01 24 575 0 01 0 01 24 570 
Costa Rica 0 02 49 155 0 02 0 02 49 140 
Côte d'Ivoire 0 03 73 735 0 02 0 02 49 140 
Cuba 0 09 221 195 0 09 0 09 221 125 
Cyprus 0 01 24 575 0 02 0 02 49 140 
Czechoslovakia 0 74 1 818 690 0 70 0 69 1 695 285 
Democratic Kampuchea 0 01 24 575 0 01 0 01 24 570 
Democratic People's Republic 

of Korea 0 05 122 885 0 05 0 05 122 845 
Democratic Yemen 0 01 36 075 0 01 0 01 36 070 

Denmark 0 74 1 818 690 0 72 0 71 1 744 425 

Djibouti 0 01 24 575 0 01 0 01 24 570 

Dominica 0 01 24 575 0 01 0 01 24 570 

Dominican Republic 0 03 73 735 0 03 0 03 73 705 

Ecuador 0 02 49 155 0 03 0 03 73 705 

Egypt 0 07 172 040 0 07 0 07 171 985 
El Salvador 0 01 24 575 0 01 0 01 24 570 

Equatorial Guinea 0 01 24 575 0 01 0 01 24 570 

Ethiopia 0 01 24 575 0 01 0 01 24 570 
Fiji 0 01 24 575 0 01 0 01 24 570 
Finland 0 47 1 155 115 0 50 0 49 1 203 895 
France 6 39 15 998 120 6 37 6 25 15 649 340 
Gabon 0 02 49 155 0 03 0 03 73 705 
Gambia 0 01 24 575 0 01 0 01 24 570 
German Democratic Republic 1 36 3 342 455 1 33 1 30 3 194 015 
Germany, Federal Republic of 8 38 20 595 415 8 26 8 10 19 901 170 
Ghana 0 02 49 155 0 01 0 01 24 570 
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Members and Associate Members 

Adopted WHO scale 
1986-1987 

UN scale 
for 

1986-1988 

WHO scale amended on 
basis of new UN scale 

for 1986-1988 

Members and Associate Members 
% 

(1) 

Instalments 
relating to 
1987 - US $ 

(2) 

% 

(3) 

% 

(4) 

Instalments 
relating to 
1987 - US $ 

(5) 

Greece 0 39 958 500 0 44 0 43 1 056 480 

Grenada 0 01 24 575 0 01 0 01 24 570 

Guatemala 0 02 49 155 0 02 0 02 49 140 

Guinea 0 01 24 575 0 01 0 01 24 570 

Guinea-Bissau 0 01 24 575 0 01 0 01 24 570 

Guyana 0 01 24 575 0 01 0 01 24 570 

Haiti 0 01 24 575 0 01 0 01 24 570 

Honduras 0 01 24 575 0 01 0 01 24 570 

Hungary 0 22 540 695 0 22 0 21 515 955 

Iceland 0 03 73 735 0 03 0 03 73 705 

India 0 35 860 190 0 35 0 34 835 355 

Indonesia 0 13 319 500 0 14 0 14 343 970 

Iran (Islamic Republic of) 0 57 1 400 885 0 63 0 62 1 523 300 

Iraq 0 12 294 925 0 12 0 12 294 830 

Ireland 0 18 442 385 0 18 0 18 442 245 

Israel 0 22 5A0 695 0 22 0 21 515 955 

Italy 3 67 9 019 715 3 79 3 72 9 139 800 

Jamaica 0 02 49 155 0 02 0 02 49 140 

Japan 
Jordan 

10 13 24 896 365 10 84 10 64 26 141 780 Japan 
Jordan 0 01 24 575 0 01 0 01 24 570 

Kenya 0 01 24 575 0 01 0 01 24 570 

Kiribati 0 01 24 575 0 01 0 01 24 570 

Kuwait 0 24 589 845 0 29 0 28 687 940 

Lao People's Democratic Republic 0 01 24 575 0 01 0 01 24 570 

Lebanon 0 02 49 155 0 01 0 01 24 570 

Lesotho 0 01 24 575 0 01 0 01 24 570 

Liberia 0 01 24 575 0 01 0 01 24 570 

Libyan Arab Jamahiriya 0 25 614 425 0 26 0 25 614 235 

Luxembourg 0 06 147 465 0 05 0 05 122 845 

Madagascar 0 01 24 575 0 01 0 01 24 570 

Malawi 0 01 24 575 0 01 0 01 24 570 

Malaysia 0 09 221 195 0 10 0 10 245 695 

Maldives 0 01 24 575 0 01 0 01 24 570 

Mali 0 01 24 575 0 01 0 01 24 570 

Malta 0 01 24 575 0 01 0 01 24 570 

Mauritania 0 01 24 575 0 01 0 01 24 570 

Mauritius 0 01 24 575 0 01 0 01 24 570 

Mexico 0 86 2 113 610 0 89 0 87 2 137 530 

Monaco 0 01 24 575 0 01 0 01 24 570 

Mongolia 0 01 24 575 0 01 0 01 24 570 

Morocco 0 05 122 885 0 05 0 05 122 845 

Mozambique 0 01 24 575 0 01 0 01 24 570 

Namibia 0 01 24 575 0 01 0 01 24 570 

Nepal 0 01 24 575 0 01 0 01 24 570 

Netherlands 1 75 4 300 955 1 74 1 71 4 201 355 

New Zealand 0 25 614 425 0 24 0 23 565 095 

Nicaragua 0 01 24 575 0 01 0 01 24 570 

Niger 0 01 24 575 0 01 0 01 24 570 

Nigeria 0 19 466 960 0 19 0 19 466 815 

Norway 
Oman 

0 50 1 228 845 0 54 0 53 1 302 175 Norway 
Oman 0 01 2A 575 0 02 0 02 49 140 

Pakistan 0 06 147 465 0 06 0 06 147 415 

Panama 0 02 49 155 0 02 0 02 49 140 

Papua New Guinea 0 01 24 575 0 01 0 01 24 570 

Paraguay 0 01 24 575 0 02 0 02 49 140 

Peru 0 07 172 040 0 07 0 07 171 985 

Philippines 0 09 221 195 0 10 0 10 245 695 

Poland 0 71 1 744 960 0 64 0 63 1 547 870 

Portugal 0 18 442 385 0 18 0 18 442 245 

Qatar 0 03 73 735 0 04 0 04 98 275 

Republic of Korea 0 18 442 385 0 20 0 19 466 815 

Romania 0 19 466 960 0 19 0 19 466 815 

Rwanda 0 01 24 575 0 01 0 01 24 570 

Saint Christopher and Nevis 0 01 24 575 0 01 0 01 24 570 

Saint Lucia 0 01 24 575 0 01 0 01 24 570 

Saint Vincent and the Grenadines 0 01 24 575 0 01 0 01 24 570 

Samoa 0 01 24 575 0 01 0 01 24 570 



San Marino 
Sao Tome and Principe 
Saudi Arabia 
Senegal 
Seychelles 
Sierra Leone 
Singapore 
Solomon Islands 
Somalia 
South Africa 
Spain 
Sri Lanka 
Sudan 
Suriname 
Swaziland 
Sweden 
Switzerland 
Syrian Arab Republic 
Thailand 
Togo 
Tonga 
Trinidad and Tobago 
Tunisia 
Turkey 
Uganda 
Ukrainian Soviet Socialist 

Republic 
Union of Soviet Socialist 

Republics 
United Arab Emirates 
United Kingdom of Great Britain 

and Northern Ireland 
United Republic of Tanzania 
United States of America 
Uruguay 
Vanuatu 
Venezuela 
Viet Nam 
Yemen 
Yugoslavia 
Zaire 
Zambia 
Zimbabwe 

Total 1 0 0 . 0 0 247 444 200 101.42 1 0 0 . 0 0 247 368 900 
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Members and Associate Members 

Adopted WHO scale 
1986-1987 

(1) 

Instalments 
relating to 
1987 - US Í 

(2) 

UN scale 
for 

1986-1988 

(3) 

WHO scale amended on 
basis of new UN scale 

for 1986-1988 

(4) 

Instalments 
relating to 
1987 - US Í 

(5) 



ANNEX 10 

STATUS OF COLLECTION OF ASSESSED CONTRIBUTIONS 

AND STATUS OF ADVANCES TO THE WORKING CAPITAL F U N D
1 

[EB77/32 - 10 January 1986] 

Report by the Director-General 

Introduction 

1 . At its seventy-fifth session in January 1985, when considering the action to be taken in 

respect of those Members which were in arrears in the payment of their contributions to an 

extent which may invoke Article 7 of the Constitution, the Executive Board expressed 

considerable concern at the increasing delays in payment of assessed contributions by Member 

States and requested the Director-General to report comprehensively on the pattern of payment 

of contributions at a future session.^ This report responds to that request. 

Financial Regulations 

2 . Financial Regulation 5.6, which stipulates the timing of payment of assessed 

contributions and advances to the Working Capital F u n d , reads as follows: 

Instalments of contributions and advances shall be considered as due and payable in 
full within thirty days of the receipt of the communication of the Director-General 
referred to in regulation 5.4 or 5.5 above, or as of the first day of the year to which 
they relate, whichever is the later. As of 1 January of the following y e a r , the unpaid 
balance of such contributions and advances shall be considered to be one year in arrears. 

3. Financial Regulation 5.4 reads as follows: 

After the Health Assembly has adopted the budget and determined the amount of the 

Working Capital Fund, the Director-General shall: 

(a) Transmit the relevant documents to Members； 

(b) Inform Members of their commitments in respect of contributions for the 

financial period and advances to the Working Capital Fund; 

(c) Request them to remit the first and second instalments of 

for the financial period together with their advances, if a n y , 

Capital Fund. 

their contributions 
to the Working 

1

 See resolution EB77.R13. 
2

 Document EB75/1985/REC/2, pp. 309-312. 
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Action taken by the Director-General to request timely payment of contributions 

4. In June of every year in which the Health Assembly adopts a budget and scale of 
assessments for the financial period commencing on 1 January of the following year, the 
Director-General, pursuant to Financial Regulation 5.4, informs all Member States of the 
contributions that they are required to pay in respect of that financial period. In the 
month of June of the first year of the financial period, the Director-General either confirms 
the amount notified earlier in respect of the second year of the financial period o r , if the 
Health Assembly should decide to amend the scale of assessments applicable to the second year 
of the financial period, notifies Member States of the revised amounts payable in that second 
year. During the course of each year, monthly statements showing the status of collection of 
annual contributions and of advances to the Working Capital Fund are sent to all Member 
States, to all addressees in the WHO official list of addresses. Each letter of 
acknowledgement of receipt for part payment of current or prior years

1

 contributions shows 
complete details of amounts remaining unpaid. 

5. In May of each year the Director-General reports to the Health Assembly on the payment 
status of Member States' contributions• In April, September, October and December, letters, 
telexes or cables are sent to all indebted Member States, either to addressees in the WHO 
official list of addresses or to selected officials, requesting prompt payment of unpaid 
contributions. Apart from the above reminder schedule which applies to all Member States, 
the Director-General also sends additional letters, telexes and cables to those Member States 
which are potentially in danger of losing their voting privileges at a future session of the 
Health Assembly. These communications are sent in February, March, May and November. 

Historical analysis of the pattern of payment of contributions 

6 . The following table lists, in percentage terms, the rate of collection by year-end of 

assessed current year contributions for the effective working budget over the 10-year period 

1976 to 1985: 

Rate of collection of contributions 
due in current year in respect of the 

effective working budget (%) 

31 December 1976 91.15 

92.98 

96.34 

98.04 

94.42 

85.49 

31 December 1977 

31 December 1978 

31 December 1979 

31 December 1980 

31 December 1981 

31 December 1985 

31 December 1984 

31 December 1983 

31 December 1982 94.07 

94.92 

93.88 

90.90 

7. The following table covering the same period lists the number of Members which, by 
year-end, had fully paid, partly paid or made no payment towards assessed current year 
contributions for the effective working budget: 
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Payment status of Member States in 

respect of current year contributions 

to the effective working budget 

Number of 
Members 
which had 
paid contri-
butions in 
full 

Number of 
Members 
which had 
paid contri-
butions in 
part 

Number of 
Members 
which had 
made no 
payment 

Total 
number 

of 
Members 

31 December 1976 98 30 15 143 

31 December 1977 108 24 16 148 

31 December 1978 106 23 19 148 

31 December 1979 114 15 20 149 

31 December 1980 97 41 11 149 

31 December 1981 102 24 27 153 

31 December 1982 84 28 42 154 

31 December 1983 86 23 45 154 

31 December 1984 84 25 49 158 

31 December 1985 83 27 48 158 

8. The above indicates a clear trend in the decreasing number of Member States which pay 
their contributions in full by year-end and the increasing number of Member States which make 
no payment towards their current year contributions by year-end• Over the 10-year period, 87 
Member States had not made any payment towards their current year contribution in the year in 
which these contributions were due in at least one of the 10 years, representing some 55% of 
the Members currently contributing to the effective working budget of WHO. Whereas the 
majority of these Member States were only occasionally unable to pay their contributions 
prior to the end of the calendar year, a substantial number had systematically made no 
payment towards their current year contributions, as follows : 

(a) During the 10-year period 1976 to 1985, the four Member States listed below had 
systematically, throughout the 10-year period, not made any payment toward their current 
year contributions by year-end: 

Central African Republic Dominican Republic 

Democratic Kampuchea Grenada 

(b) During the five-year period 1981 to 1985, in addition to the Member States referred 

to in (a) above, the 10 Member States listed below had systematically, throughout the 

five-year period, not made any payment toward their current year contributions by 

year-end: 

Brazil Mali 
Comoros Nicaragua 
Guinea-Bissau Paraguay 
Iran (Islamic Republic of) Romania 
Iraq Sierra Leone 

(c) Similarly, during the three —year period 1983 to 1985, in addition to the Member 
States referred to in (a) and (b) above, the 13 Member States listed below had 
systematically, throughout the three-year period, not made any payment toward their 
current year contributions by year-end: 
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Benin 
Burundi 
Cape Verde 
El Salvador 
Gambia 
Guatemala 
Guinea 

Mauritania 
Peru 
Saint Lucia 
Somalia 
United Arab Emirates 
Zaire 

9. The following table lists in percentage terms the 
year contributions for the effective working budget at 
quarters over the 10-year period 1976 to 1985: 

rate of collection of assessed current 
the end of each of the first three 

Year 

Rate of collection 
due in current year 

of contributions 
in respect of the 

effective working budget (%) 

End March End June End Septei 

1976 13. 37 41. 83 70. 99 

1977 26. 52 52. 56 69. 98 

1978 24. 41 57. 29 76. 82 

1979 18. 06 43. 32 77. 66 

1980 26. 13 51. 32 72. 99 

1981 17. 36 45. 40 57. 74 

1982 21. 73 41. 12 61. 37 

1983 22. 49 46. 05 50. 83 

1984 12. 65 47. 92 58. 09 

1985 10. 21 44. 20 56. 16 

The above illustrates the increasing delays in payment during the year, as reflected 
particularly in the rates of collection by end-March and end-September. 

10. The 25 Member States which have the highest assessment rates for the effective working 
budget in the approved 1986-1987 scale of assessments of WHO collectively contribute 89.80% 
of the total percentage assessments. Appendix 1 lists the dollar amounts remaining due in 
respect of current years' assessments for the effective working budget from each of these 25 
Member States and collectively from the remaining Member States at the end of each of the 
five years 1981 to 1985. Appendix 2 lists the percentages of individual and collective 
current years' assessments that these dollar amounts represent. These tables indicate that: 

(a) The total amount due at year-end from the 25 largest contributors has been 
significantly greater than that due from the remaining contributors, although in recent 
years the amounts due from the remaining contributors and the percentages that these 
amounts represent of their collective assessments is significantly higher than the 
corresponding figures for 1981; 

(b) Amongst the 25 largest contributors, the three Member States which have 
consistently owed all, or virtually all, of their current year assessment at the end of 
the year in which it was due, in addition to any contributions remaining due from prior 
years, are Brazil, the Islamic Republic of Iran, and Poland. 

11. Appendices 3, 4 and 5 list the percentages of assessments remaining unpaid from the 25 
largest contributors individually and the remaining Member States collectively at the end of 
the first quarter, second quarter and third quarter respectively, for each of the five years 
1981 to 1985. These tables indicate that: 
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(a) The large majority of the 25 largest contributors had consistently made no payment 
towards their current year assessment by the end of the first quarter and that in 1985 
the 25 Member States taken together then owed 91.29% of their collective assessments for 
that year, the highest unpaid percentage from these Members for that quarter during the 
five-year period (Appendix 3)； 

(b) Only four of the 25 largest contributors had consistently paid their current year 

contributions in full by mid-year in each of the five years (Appendix 4)； 

(c) The collective unpaid contributions at mid-year of Member States other than the 25 
largest contributors had increased substantially in recent years from 34.43% in 1981 to 
55.31% in 1985 (Appendix 4); 

(d) At the end of the third quarter of 1985, the 25 largest contributors 
45.04% of their collective assessments for that year as compared with the 
figure of 30.34% applicable to the other Member States (Appendix 5), 

Measures considered by the United Nations or specialized agencies to alleviate 
difficulties caused by delayed payment of contributions 

12. The United Nations and other specialized agencies have experienced similar delays in 
payment of contributions by Member States. Many alternative courses of action have been 
considered by these organizations, including the following: 

together owed 
corresponding 

financial 

(a) An increase in the level of the Working Capital Fund. In the report of the United 
Nations Advisory Committee on Administrative and Budgetary Questions dated 
18 October 1985,1 the ratio of the established level of the Working Capital Fund of 
WHO to half of the gross budget for 1986-1987, i.e. 3.7%, was the lowest amongst the 
United Nations and those of its specialized agencies which had working capital funds• 
The corresponding ratios of the four other organizations which had a 1986 assessed 
contribution level in excess of USá 100 million were as follows: 

United Nations 

ILO 

FAO 

UNESCO 

Working Capital Fund level 
expressed as percentage of 

1986 gross budget 

11.5 

18.2 

5.2 

10.7 

(b) The granting of authority to the executive heads of organizations to borrow funds 
from commercial concerns when no further recourse could be had to the Working Capital 
Fund or other internal cash resources. The International Labour Organisation (ILO) has 
been granted such authority, which has been exercised on several occasions； 

(c) The charging of interest to Member States whose contributions in respect of the 
effective working budget are delayed. This principle is applied in two specialized 
agencies - the International Telecommunication Union (ITU) and the Universal Postal 
Union (UPU). Member States which do not pay their contributions by 1 January of the 
year to which they relate are charged interest at the rate of 3% per annum for the first 
six months and 6% per annum thereafter. 

1 United Nations General Assembly document A/40/769, pp. 8 and 15. 
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Conclusions 

13. The Working Capital Fund was established to cover temporary cash deficits. In recent 
years, despite increased delays in the payment of contributions by Member States, these cash 
deficits have not arisen. This has been due primarily to the savings accruing during the 
financial period as a result of favourable rates of exchange. These exceptional 
circumstances may not prevail in the foreseeable future. Thus it may become necessary to 
borrow cash not only from the Working Capital Fund but also from other internal cash 
resources• If the past delays in the payment of contributions were to continue in the 
future, these internal cash resources would not be able to meet the various demands placed on 
them. The only positive way of ensuring sound financing for the Organization is for Member 
States to pay their assessed contributions promptly. In the event that there were to be 
continuing delays in payment of contributions in the future, the Director-General would have 
no alternative but to request a substantial increase in the level of the Working Capital Fund 
in order to ensure that the programme of work adopted by the World Health Assembly is fully 
implemented. 



ANNEX 10 127 

Appendix 1 

CURRENT YEAR CONTRIBUTIONS TO THE EFFECTIVE WORKING BUDGET 
REMAINING UNPAID BY 31 DECEMBER OF EACH OF THE YEARS 1981 TO 1985 

(Expressed in US dollars) 

Dollar amount unpaid at 31 December 
Member State Member State 

1981 1982 1983 1984 1985 

I. Twenty-five largest 

contributors 

Argentina - - - 1 645 840 1 645 840 

Australia - - - - -

Austria - - - - -

Belgium 106 398 24 584 233 455 - 2 962 515 

Brazil 2 703 350 2 812 085 2 812 085 3 197 635 3 197 635 

Canada 4 - - - -

China 75 297 75 297 - - -

Czechoslovakia - - - - -

Denmark - - - - -

France - - - - -

German Democratic 

Republic 

Germany, Federal 
Republic of 

Iran (Islamic 
Republic of) 

1 384 115 1 439 790 1 439 790 1 340 185 1 340 185 

Italy 1 903 191 737 738 293 339 40 959 -

Japan - - - - -

Mexico 38 321 3 775 - 140 243 401 453 

Netherlands - - - - -

Poland 2 638 470 2 744 595 2 736 925 1 669 355 1 669 355 

Saudi Arabia - 1 282 310 - - -

Spain 3 611 675 - 8 240 - -

Sweden - - - - -

Switzerland - - - - -

Union of Soviet 
Socialist Republics 

- 60 - - 28 600 

United Kingdom of 
Great Britain and - - - - -

Northern Ireland 
United States 

of America 
16 399 983 - - - 5 828 000 

Twenty-five largest 
contributors 

28 860 804 9 120 234 7 523 834 8 034 217 17 073 583 

II. Other Member States 2 355 692 4 178 550 3 803 452 6 247 029 4 153 657 

III. All Member States 31 216 496 13 298 784 11 327 286 14 281 246 21 227 240 
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Appendix 2 

CURRENT YEAR CONTRIBUTIONS TO THE EFFECTIVE WORKING BUDGET 

REMAINING UNPAID BY 31 DECEMBER OF EACH OF THE YEARS 1981 TO 1985 

(Expressed in percentages of assessed contributions) 

Member State 

Percentage of current year assessment 
unpaid at 31 December 

1981 1982 1983 1984 1985 

I. Twenty-five largest 
contributors 

Argentina - - - 100.00 100.00 

Australia - - - - -

Austria - - - - -

Belgium 4.10 0.91 8.65 - 100.00 

Brazil 100.00 100.00 100.00 100.00 100.00 

Canada - - - - -

China 2.19 2.11 - 丨 一 -

Czechoslovakia 一 - - -
一 

Denmark 一 -
一 

- -

France - - - - -

German Democratic 

Republic - -
一 一 一 

Germany, Federal 

Republic of - - -
一 

-

Iran (Islamic 
Republic of) 100.00 100.00 100.00 100.00 100.00 

Italy 25.96 9.67 3.85 0.47 -

Japan - - - - -

Mexico 2.36 0.22 - 6.94 19.85 

Netherlands - - - - -

Poland 100.00 100.00 99.72 100,00 100.00 

Saudi Arabia 
一 

100.00 - - -

Spain 100.00 - 0.22 
一 

-

Sweden - - - - -

Switzerland - - -
一 -

Union of Soviet 
Socialist Republics - - -

一 0.12 

United Kingdom of 
Great Britain and 
Northern Ireland 

United States 

of America 28.50 - - - 9.53 

Twenty-five largest 

contributors 14.61 4.43 3.68 3.75 7.97 

II. Other Member States 13.38 22.77 20.73 32.85 21.84 

III. All Member States 14.51 5.93 5.08 6.12 9.10 
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Appendix 3 

CURRENT YEAR CONTRIBUTIONS TO THE EFFECTIVE WORKING BUDGET 

REMAINING UNPAID BY 31 MARCH OF EACH OF THE YEARS 1981 TO 1985 

(Expressed in percentages of assessed contributions) 

Percentage of current year assessme it 

Member State 
unpaid at 31 March 

1981 1982 1983 1984 1985 

I. Twenty-five largest 
contributors 

Argentina 100.00 100.00 100.00 99.82 100.00 

Australia 50.00 50.00 50.37 50.00 50.00 

Austria - - 100.00 91.29 80.84 

Belgium 100.00 100.00 100.00 100.00 100.00 

Brazil 100.00 100.00 100.00 100.00 100.00 

Canada - - 0.16 - -

China 100.00 100.00 96.63 100.00 100.00 

Czechoslovakia 100.00 100.00 99.94 100.00 100.00 

Denmark - - - - -

France 100.00 - - 100.00 100.00 

German Democratic 

Republic 
100.00 51.33 100.00 100.00 100.00 

Germany, Federal 

Republic of 
64.82 51.19 55.35 55.26 100.00 

Iran (Islamic 

Republic of) 
100.00 100.00 100.00 100.00 100.00 

Italy 99.88 49.54 3.85 100.00 100.00 

Japan 100.00 100.00 100.00 100.00 100.00 

Mexico 100.00 100.00 99.91 100.00 100.00 

Netherlands - 100.00 0.29 - 50.00 

Poland 100.00 100.00 100.00 100.00 100.00 

Saudi Arabia - 100.00 100.00 100.00 100.00 

Spain 100.00 100.00 100.00 100.00 100.00 

Sweden 51.70 72.18 57.86 - -

Switzerland 100.00 - 100.00 100.00 -

Union of Soviet 

Socialist Republics 
100.00 100.00 99.89 100.00 100.00 

United Kingdom of 
Great Britain and 100.00 100.00 99.96 100.00 100.00 
Northern Ireland 

United States 
of America 

87.56 100.00 100.00 100.00 100.00 

Twenty-five largest 

contributors 
84.09 78.56 77.67 87.48 91.29 

II. Other Member States 66.34 75.03 75.74 85.93 72.90 

III. All Member States 82.64 78.27 77.51 87.35 89.79 
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Appendix 4 

CURRENT YEAR CONTRIBUTIONS TO THE EFFECTIVE WORKING BUDGET 
REMAINING UNPAID BY 30 JUNE OF EACH OF THE YEARS 1981 TO 1985 

(Expressed in percentages of assessed contributions) 

Percentage of current year assessment 

Member State 
unpaid at 30 June 

丄 9 8 1 1982 1983 1984 1985 

I. Twenty-five largest 
contributors 

Argentina - 100.00 - 100.00 100.00 

Australia 50.00 50.00 50.37 50.00 50.00 

Austria - - - 23.84 68.99 

Belgium 19.71 7.39 9.ЗА 100.00 100.00 

Brazil 100.00 100.00 100.00 100.00 100.00 

Canada - - - - -

China 2.19 2.11 2.11 - -

Czechoslovakia 50.00 100.00 99.94 50.00 50.00 

Denmark - - - - -

France 100.00 - - - -

German Democratic 

Republic 
49.37 51.33 100.00 51.53 49.96 

Germany, Federal 
Republic of 

64.82 51.19 55.35 7.78 69.20 

Iran (Islamic 
Republic of) 

100.00 100.00 100.00 100.00 100.00 

Italy 99.88 49.54 3.85 6.25 12.74 

Japan - - - - -

Mexico 100.00 100.00 - 6.94 100.00 

Netherlands - - - - 25.00 

Poland 100.00 100.00 100.00 100.00 100.00 

Saudi Arabia - 100.00 100.00 100.00 -

Spain 100.00 100.00 0.22 100.00 -

Sweden 51.70 72.18 57.86 - -

Switzerland - - 56.84 - -

Union of Soviet 

Socialist Republics 
100.00 100.00 95.14 100.00 100.00 

United Kingdom of 
Great Britain and - - - - -

Northern Ireland 

United States 
of America 

64.77 100.00 100.00 100.00 100.00 

Twenty-five largest 

contributors 
56.40 58.83 54.29 51.23 55.84 

II. Other Member States 34.43 59.40 50.18 61.68 55.31 

III. All Member States 54.60 58.88 53.95 52.08 55.80 



ANNEX 10 131 

Appendix 5 

CURRENT YEAR CONTRIBUTIONS TO THE EFFECTIVE WORKING BUDGET 
REMAINING UNPAID BY 30 SEPTEMBER OF EACH OF THE YEARS 1981 TO 1985 

(Expressed in percentages of assessed contributions) 

Percentage of current year assessment 

Member State 
unpaid at 30 September 

1981 1982 1983 1984 1985 

I. Twenty-five largest 
contributors 

Argentina - - - 100.00 100 • 00 

Australia - - - 一 一 

Austria - - - ！ 13.72 28 .28 

Belgium [ 19 • 71 4.16 9.34 15.90 100 • 00 

Brazil 100 • 00 100.00 100.00 100.00 100 • 00 

Canada - - - - -

China 2 .19 2.11 2.11 - -

Czechoslovakia 50 .00 50.00 49.94 50.00 50 .00 

Denmark - - - - -

France 36 .93 - - - -

German Democratic 
Republic 

- - 51.43 51.53 -

Germany, Federal 
Republic of 

64 .32 51.19 55.35 7.78 36 .96 

Iran (Islamic 
Republic of) 

丄 0 0 .00 100.00 100.00 100.00 100 00 

Italy 25 96 27.82 3.85 6.25 12 74 

Japan - - - - -

Mexico 2 36 0.22 - 6.94 19. 85 

Netherlands - - - - -

Poland 100 00 100.00 100.00 100.00 100. 00 

Saudi Arabia - 100.00 - - -

Spain 100. 00 一 0.22 - -

Sweden - - 0.12 - 一 

Switzerland - - 56.84 - -

Union of Soviet 
Socialist Republics 

73. 81 59.26 95.14 58:91 58. 91 

United Kingdom of 

Great Britain and - - - - -

Northern Ireland 

United States 
of America 

64. 77 74.84 100.00 100.00 100. 00 

Twenty-five largest 

contributors 
43. 57 39.09 50.67 41.46 45. 04 

II. Other Member States 27. 67 33.52 32.39 47.04 30. 34 

III. All Member States 42. 27 38.63 49.17 41.91 43. 84 



ANNEX 8 

CHANGES IN THE PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1 9 8 6 - 1 9 8 7
1 

Report by the Programme Committee of the Executive Board 

[EB77/4 - 7 November 1985] 

1. The Programme Committee reviewed a report on changes in the programme budget for 
1986-1987 (appended to this document)• This report was submitted by the Director-General for 
the information of the Committee and of the Executive Board in accordance with resolution 
WHA35.2 of the Thirty-fifth World Health Assembly (1982) and with the procedures agreed upon 
for operating a mechanism, through the Director-General

1

s Development Programme, for the 
adjustment of imbalances or deficiencies in the programme budget• The changes reported by 
the Director-General represented increases in the budgetary allocations for global and 
interregional activities in five programmes which had been identified by the Executive Board 
and the Health Assembly during their review of the proposed programme budget for 1986-1987 as 
meriting additional financial support. The Committee noted that any significant changes that 
might have been made in regional programmes would be reported upon directly by the Regional 
Directors to the Board at its seventy-seventh session in January 1986. 

2. These increases, totalling US$ 1 700 000, have been made by utilizing funds available 

for this purpose in the Director-General
1

 s Development Programme in accordance with the 

above-mentioned procedures. The five programmes and the amounts of the increases in their 

budgetary allocations for 1986-1987 are: (i) programme 2,4 (External coordination for health 

and social development) for emergency relief, USÍ 250 000; (ii) programme 3.3 (Health 

systems research), US$ 500 000; (iii) programme 12.2 (Essential drugs and vaccines) for the 

Action Programme on Essential Drugs and Vaccines, US$ 250 000; (iv) programme 13.16 

(Cardiovascular diseases), US$ 400 000; and (v) programme 13.17 (Other noncommunicable 

disease prevention and control activities) for integrated disease control and monitoring, 

USÍ 300 000. 

3. Members of the Programme Committee noted that these increases responded in a highly 

satisfactory manner to the comments and suggestions made by the Board and the Health Assembly 

when they reviewed the proposed programme budget for 1986-1987. They expressed their full 

support for the increases in the budgetary allocations for the above-mentioned activities. 

4. In reviewing the proposed activities for emergency relief operations, the Committee 

commended the emphasis being placed by the programme on strengthening national capacity for 

emergency preparedness. The Committee endorsed the Director-General
1

s intention to use 

additional resources to accelerate the national programme on essential drugs in Zimbabwe, and 

to mobilize additional external resources for this purpose, as a working model of a 

successful essential drugs programme in a developing country, 

5» It was explained that although the specific additional health systems research 
activities being developed for 1986-1987 were not presented in detail in the report at this 
stage, it was the intention of the Director-General to review and approve with care each 
specific proposal received from countries in the light of demonstrated absorptive capacity, 
and the detailed activities and their eventual outcome would be reported to the Executive 
Board. 

6. It was noted that in the area of cardiovascular diseases WHO was following two lines of 

emphasis: (1) the epidemiological analysis of trends, determinants and effectiveness of 

community-based interventions (e.g. the WHO MONICA project)； and (2) the development of the 

1 See decision EB77(2). 
-132 -
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operational means of integrating cardiovascular and other noncommunicable disease prevention 
and control functions as part of primary health care. The Director-General explained that he 
had been using other available funds and external resources for innovative activities in 
smoking and health. It was noted that additional resources were being used to strengthen a 
network, of collaborating centres, and to develop methodology and demonstration projects for 
the integrated prevention and control of noncommunicable diseases. The Committee recommended 
that undue duplication in the activities of programme 13.16 (Cardiovascular diseases) and 
programme 13.17 (Other noncommunicable diseases prevention and control activities) should be 
avoided. 

1• In concluding its review, the Committee commended the Director-General for the action 
taken, which was in line with the views and guidance of the Board and Health Assembly. 

Appendix 

Report by the Director-General 

[EB77/PC/WP/4 - 20 September 1985 

1. INTRODUCTION 

1.1 The Thirty-fifth World Health Assembly (1982) decided in resolution WHA35.2 that the 
brief review of the changes in the programme budget to be made by the Health Assembly in 
even-numbered years pursuant to resolution WHA28.69 should be undertaken by the Executive 
Board. The Health Assembly also requested the Director-General to report to the Board in 
even-numbered years any significant developments in respect of global and interregional 
activities, and important changes made in regional programmes, with major implications for 
the current biennial programme budget• In accordance with resolution WHA35.2, the present 
report is being submitted by the Director-General with respect to global and interregional 
activities. Any significant changes in regional programmes will be reported on to the 
Executive Board directly by the Regional Directors in their reports on significant regional 
developments, including regional committee matters• 

1.2 This report is also submitted for information of the Programme Committee and the 
Executive Board in accordance with the procedures agreed upon for operating a mechanism, 
through the Director-General

1

s Development Programme, for the adjustment of imbalances or 
deficiencies in the programme budget• This mechanism was referred to in paragraphs 4 and 5 
under prog ranime 2.2 of the proposed programme budget for the financial period 1986-1987^- in 
the following terms: 

4. The provision for the programme was increased in 1984-1985 in the light of the 
discussion held by the Executive Board in 1981 regarding a "programme reserve", which 
led the Board to adopt resolution EB68.R2. Although the Board requested the 
Director-General to include such a "programme reserve" in the proposed programme budget 
for 1984-1985, the Director-General subsequently concluded that the time was not 
propitious for this in view of the budgetary constraints resulting from the serious 
economic situation faced by many Member States. As an alternative, and in support of 
the principles suggested by the Board for the utilization of the proposed reserve, the 
Director-General made provision for a modest budget increase in the Director-General

1

 s 
Development Programme. Part of the funding for this programme (US$ 1 600 000) is 
consequently being used in the 1984-1985 biennium, in response to the comments and 
suggestions made in the Board and the Health Assembly during their review of the 
programme budget proposals for 1984-1985, to increase the allocations to certain 
programmes, particularly at the global and interregional lével, prior to implementation 
of the approved programme budget. Information on the planned utilization of these funds 
was presented to the Programme Committee of the Executive Board by the Director-General 
in November 1983. 

1

 Document PB/86-87, p . 60. 
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5. As regards the proposed programme budget for 1986-1987, the Director-General 
believes that, in line with the budgetary restraint exercised in all other parts of the 
proposals, it would be appropriate to maintain the provision for global and 
interregional activities under this programme at the same level as in 1984-1985. As in 
that biennium, he will use part of the resources of the programme to adjust the 
programme budget in the light of the review by the Board and the Health Assembly. 

The approach suggested by the Director-General in this respect was endorsed by the Executive 
Board at its seventy-fifth session in January 1985 and by the Thirty-eighth World Health 
Assembly in May 1985. 

1.3 When the Board and the Health Assembly reviewed the proposed programme budget for 
1986-1987, a number of comments and suggestions were made concerning resource allocations to 
certain programmes. After discussing a number of such programmes the Board agreed to 
recommend additional funding for the purpose of intensifying activities in the following 
programmes: (i) programme 2.4 (External coordination for health and social development) for 
emergency relief, (ii) programme 3.3 (Health systems research), (iii) programme 12.2 
(Essential drugs and vaccines) for the Action Programme on Essential Drugs and Vaccines, and 
(iv) programme 13.17 (Other noncommunicable disease prevention and control activities) for 
integrated disease control and monitoring. In the light of these recommendations and other 
comments made at the Executive Board and the Health Assembly, and after taking into account 
certain other factors as explained below, the Director-General has decided to use an amount 
of US$ 1 700 000 from the Director-General

1

 s Development Programme approved for 1986-1987 to 
increase the allocations of the programmes referred to below. 

2. INCREASES IN RESOURCE ALLOCATIONS TO THE PROGRAMMES CONTAINED IN THE APPROVED PROGRAMME 
BUDGET FOR 1986-1987 

2.1 The increase in resource allocations to the programmes mentioned below will make it 
possible to undertake important new or additional activities which it had not been possible 
to accommodate within the budgetary ceilings established for them in 1986-1987. These 
activities are briefly described below. 

2.2 The Organization's role in emergency relief operations was extensively discussed during 
the Executive Board and Health Assembly in 1985. The drought, famine and the "African 
crisis" in general in a large number of countries on the African continent and W H O

1

s low 
profile compared with some other international bodies and nongovernmental organizations in 
dealing with the health emergencies of the crisis, have focused attention on the 
Organization

1

s performance in disaster relief. Thus, 1985 was marked by a clearer definition 
of WHO's role and objectives in emergency relief and by the raising to a higher level of 
priority of certain elements in the strategy for reaching these objectives. With the 
evolving "African crisis" it has become more evident that greater attention needs to be paid 
to establishing and building up the information base in order to facilitate an adequate 
response to emergencies, and to intensifying training to improve national capacity for 
emergency preparedness• In the light of the comments of the Executive Board at its 
seventy-fifth session in January 1985 and the Thirty-eighth World Health Assembly in May 
1985, during the review of the proposed programme budget for the financial period 1986-1987, 
the Director-General has decided to increase the 1986-1987 budget allocation to programme 2.4 
(External coordination for health and social development) for emergency relief by up to 
US$ 250 000. 

2.3 Despite the considerable progress made in biomedical research and health technology 
development in recent years, the health care delivery system in many countries has not always 
been in a position to absorb such advances fully and make their benefits available to all. 
One important means of closing the gap between the development of new technologies and their 
application in countries is health systems research, which can be defined as research aimed 
at optimizing the utilization of the techniques and resources available in a country in order 
to promote health and health care delivery at all levels of the national health system. But 
realization of the full potential for health systems research has been slow because of a 
number of constraints. Thus both the Executive Board at its seventy-fifth session and the 
Thirty-eighth World Health Assembly, during the review of the proposed programme budget for 
the financial period 1986-1987, considered that additional funding should be made available 
for health systems research on the most critical issues in the reorientation of national 
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health systems towards health for all, in response to priority needs defined by countries. 

Accordingly, the Director-General has decided to make a total additional budgetary allocation 

of up to US¿ 500 000 to support these country-specific research and development activities. 

2.4 The availability of drugs and vaccines is an integral and important component of 
virtually all national strategies for health for all based on primary health care; yet, 
especially in many developing countries, national drug policies, practices, and services 
regarding quality control, distribution and the utilization of drugs have not yet succeeded 
in ensuring that even a limited number of safe and effective drugs are generally available to 
the entire population for curative, preventive and diagnostic purposes. There is a need to 
accelerate implementation of the WHO Action Programme on Essential Drugs and Vaccines in 
countries, and in particular to demonstrate in a few developing countries that the approach 
of the Action Programme can be effectively and economically applied under local national 
conditions, thus providing successful models for consideration by other countries. In view 
of this situation, the Executive Board at its seventy-fifth session and the Thirty-eighth 
World Health Assembly, during the review of the proposed programme budget for the financial 
period 1986-1987, considered that the programme deserved additional funding, particularly 
with a view to mobilizing greater external resources for drug action activities in developing 
countries. Accordingly, the Director-General has decided to increase the 1986-1987 
allocation to this programme by up to USj 250 000, It is proposed to use these resources to 
accelerate the national programme on essential drugs in Zimbabwe and also to mobilize 
additional external resources for this purpose. 

2.5 The importance of cardiovascular diseases as causes of morbidity and death in virtually 
all industrialized countries and also their emergence as a public health problem in 
developing countries have been clearly recognized. These diseases cause 25% of all deaths in 
the world today; in developed countries they remain the leading cause of mortality, 
accounting for 48% of all deaths. What is possibly of even greater concern is the fact that 
in many countries cardiovascular diseases are occurring in ever younger age-groups, leading 
to premature morbidity and mortality. Appropriate technology now exists to prevent and 
control a growing number of these diseases, such as rheumatic heart disease in children, 
coronary heart disease and hypertension resulting in cerebrovascular accident, and the means 
are available for countries to formulate preventive strategies for implementation in entire 
populations. The Thirty-eighth World Health Assembly, when reviewing the proposed programme 
budget for 1986-1987, requested the Director-General in resolution WHA38,30 to intensify 
measures to promote the prevention of cardiovascular diseases and to ensure the availability 
of necessary resources.1 Accordingly, the Director-General has decided to increase the 
1986-1987 budget allocation for this programme by up to US$ 400 000 for the prevention of 
coronary heart disease, the prevention of rheumatic fever/rheumatic heart disease, and a 
combined approach to prevention of cardiovascular diseases and other noncommunicable diseases• 

2.6 Major noncommunicable diseases, such as cardiovascular diseases, cancers, diabetes, 
respiratory, rheumatic and oral diseases, impose a heavy burden in all societies, absorbing 
an unduly high proportion of health budgets of both developing and developed countries. The 
situation in the developing countries is even more serious since these countries, which have 
not yet conquered the bulk of communicable diseases, are already facing an epidemic of 
noncommunicable diseases. A careful scrutiny of existing knowledge accumulated in different 
noncommunicable disease programme areas suggests that there is strong potential for 
prevention and control of a group of these diseases, from the point of view of causative 
effects of unhealthy life-styles and environment, as well as from the health care delivery 
point of view. Although more and more evidence is coming from epidemiological studies that a 
number of life-style-related factors are common to several major noncommunicable diseases, 
there is so far little experience to prove that integrated risk factor control ~ an 
attractive concept - or, in even broader terms, integrated health promotive action in 
communities is feasible and more efficient than existing preventive practices oriented to a 
single disease. Consequently WHO has been actively involved in generating and stimulating 
this innovative approach to the prevention and control of major noncommunicable diseases. 
However, the Thirty-eighth World Health Assembly recognized that there was a clear need to 
further support and strengthen research and development in this area, and in resolution 
WHA38.30 requested the Director-General, inter alia, to foster and support community studies 
aimed at the joint control ot a number of risk-related noncommunicable diseases. 

1

 Document WHA38/1985/REC/1, p, 23. 
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Accordingly, the Director-General has decided to increase the 1986-1987 budget allocation for 
this programme by up to US$ 300 000, with a view to stimulating the action called for in 
resolution WHA38.30. 

3. SUMMARY 

3,1 As outlined above, the changes in the programme budget for 1986-1987 at the global and 
interregional level have all been made as a result of increases in the resource allocation to 
certain programmes, utilizing funds available for this purpose in the Director-General

1

s 
Development Programme. These increases are summarized below in the order of the classified 
list of programmes used in the programme budget for 1986-1987: 

Programme Amount 
—————一 US$ 

2.4 External coordination for health and 
social development 250 000 

3.3 Health systems research 500 000 

12.2 Essential drugs and vaccines 250 000 

13.16 Cardiovascular diseases 400 000 

13.17 Other noncommunicable disease prevention 

and control activities 300 000 

Total USÍ 1 700 000 
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1 See decision EB77(3). Text as amended in the light of the Board
1
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I. MANDATE 

1. WHO is the specialized agency designated for the evaluation of the medical, scientific 

and public health aspects of psychoactive substances under the Single Convention on Narcotic 

Drugs, 1961, as amended by the 1972 Protocol; and the Convention on Psychotropic Substances, 

1971. Pursuant to resolutions of the World Health Assembly and the United Nations Commission 

on Narcotic Drugs (CND),1 WHO adopted a new procedure for the evaluation of these 

substances in January 1984.^ In the terms of this procedure the WHO Secretariat is 

assisted by a Working Group on Programme Planning (PPWG) and by an Expert Committee on Drug 

Dependence (ECDD). This Annex sets out guidelines dealing with the underlying principles of 

the review procedure, the working arrangements within the secretariat as well as with 

external agencies, the functions of the different institutional mechanisms, the nature of the 

documentation to be prepared and the time schedules for the different activities. The 

guidelines cover W H O
1

s responsibilities under Article 3 of the 1961 Convention and Article 2 

of the 1971 Convention concerning whether or not to recommend international control of 

substances. 

II. UNDERLYING PRINCIPLES 

2. The WHO review procedure should be made known through administrative decisions and 

formalized in its main parts. Its stages should be guided by PPWG and it should result in 

recommendations by the Director-General of WHO for international control formulated on the 

basis of proposals from ECDD. 

3. The procedure should utilize relevant scientific knowledge, systematically collected and 

screened through continuing WHO collaboration with scientific institutions, industrial 

laboratories, health services and regulatory agencies, government health and law enforcement 

authorities, and relevant international agencies. Research-and-development information and 

expertise from the industry should be fully consulted. 

4. At the end of the procedure, the relevant scientific information collected and analysed 

should be compiled and condensed for each psychoactive substance recommended for control. 

This material should be the basis for the final recommendation by the Director-General and 

summaries of it should be transmitted in English, French and Spanish, with his recommendation 

to the Secretary-General, for distribution to the governments in good time prior to the 

decision on international control by C N D . 

5. The procedure should give ample time for governments to study the WHO recommendations 

and their justification prior to the CND session, and for the collection and evaluation of 

information on legal, administrative, social and economic factors whenever required. 

1 The Commission on Narcotic Drugs is a functional commission of the United Nations 

Economic and Social Council. It is the central policy-making body of the United Nations 

system in respect of narcotic drugs and psychotropic substances. Decisions 

concerning the international control of substances are taken by the Commission. 

2 See: Report of a WHO working group on guidelines for the WHO review of psychotropic 

substances (WHO document MNH/83.13); and document EB73/1984/REC/1, resolution EB73.R11 and 

Annex 5• 
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Consistent with the principles of openness and visibility and of providing information and 
opportunity for comment to parties concerned, the information collected is generally made 
available for publication, particularly information contained in the reports of PPWG and 
ECDD. However, questions of confidentiality must be considered. 

III. PROVISIONS OF THE CONVENTIONS 

6. The international drug control conventions entrust CND with the responsibility of taking 
the final decision concerning the international control of a psychoactive substance under the 
provisions of the treaties,^ The Commission's decision is the consequence of a 
notification proposing control addressed to the Secretary-General either by a State Party to 
the Conventions or by WHO. 

7. The basis for the decision in both cases is a recommendation made by WHO following an 
evaluation to determine whether specific criteria set forth in the Conventions have been 
met. Under the provisions of the Single Convention, the Commission must accept or refuse the 
WHO recommendation as a whole, whereas in the case of the Convention on Psychotropic 
Substances the Commission may accept a WHO proposal to include a substance even under a 
schedule other than that recommended by W H O . With respect to control under the Convention on 
Psychotropic Substances, WHO's assessment is decisive with respect to scientific and medical 
matters, but the Commission may also take into account legal, administrative, economic, 
social and other factors in reaching its decision. Under the provisions of both the 1961 and 
1971 Conventions, a Party which disagrees with the Commission

1

s decision may request a review 
of such a decision by the Economic and Social Council; the Council may confirm, alter or 
reverse the Commission

1

s decision, 

8. Although such action does not come within the scope of the guidelines, under the 
provisions of Article 3 of the Convention on Psychotropic Substances a State Party m a y , if 
certain conditions are met, exempt preparations containing psychotropic substances from 
specific control measures. In order to do so, it must address a notification to the 
Secretary-General of the United Nations who in turn sends a copy of the notification to other 
States Parties and to W H O . If a Party or WHO has information which it believes requires that 
the exemption of a preparation should be terminated, it should notify the Secretary-General 
of the United Nations accordingly and submit information in support of that decision. WHO 
should review the data submitted by States which wish to avail themselves of this provision 
of the 1971 Convention by applying specific guidelines^ that have been approved by C N D . 

IV. WHO REVIEW PROCEDURE 

9. The time schedule and the steps in the WHO review of dependence-producing psychoactive 
substances for international control are set out in the table in Appendix 2 to this Annex, 

1 The scheduling process is covered by the provisions of Article 3 of the Single 
Convention and Articles 2 and 17.2 of the Convention on Psychotropic Substances. The 
scheduling process is described in detail in the Commentaries on the Single Convention and 
the Convention on Psychotropic Substances published by the Secretary-General of the United 
Nations. The process is also described in more general terms in; Rexed, B. et al. 
Guidelines for the control of narcotic and psychotropic substances in the context of the 
international treaties. Geneva, World Health Organization, 1984. 

2 The specific WHO procedures for review of exempted preparations in accordance with 
CND guidelines are set forth in United Nations Economic and Social Council document E/1984/13 
(E/CN.7/1984/13). The guidelines on exemption adopted by the Commission are largely based on 
recommendations which were made by WHO and are set out in Commission

1

s resolution l(S-VIII) 

(see United Nations Commission on Narcotic Drugs. Report of the eighth special session, 
6-10 February 1984. Economic and Social Council, Official Records, 1984, Supplement N o . 3. 
New York, 1984, pp. 43-44 (United Nations Economic and Social Council document 
E/1984/13 (E/CN.7/1984/13)). 
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Information collection 

The WHO Mental Health Programme 

10. The review of dependence-producing substances to establish the degree of their 
usefulness in medical therapy as a pre-requisite to making recommendations concerning 
international control is a part of WHO'S Mental Health Programme and is carried out in close 
collaboration with other WHO programmes. W H O

1

s Division of Mental Health (MNH) is 
responsible for advising the Director-General

1

 on the implementation of the task of the 
Organization under the international drug control treaties. This is a distinct function, 
"WHO

1

 s review of dependence-producing psychoactive substances", in the medium-term programme 
for mental health. 

11. In addition to the review of psychoactive substances for possible international control, 

the medium-term programme (1984-1989) envisages three major projects of direct relevance, 

namely: 

(a) assessment of the efficacy and side effects of psychoactive drugs if consumed in 
combination with other drugs or alcohol; 

(b) assessment of the therapeutic usefulness and public health effects of widespread 
use of specific psychoactive drugs with a view to making recommendations to countries 
and United Nations bodies concerning their use and methods of control at national and 
international level； and 

(c) development of guidelines for use by countries in the implementation of activities 

related to international drug control treaties. 

12. Project (a) is of particular importance in the context of recommendations concerning 
control (or exemption) of combinations of preparations and of drugs for which there is a 
significant interaction with alcohol. Project (b) seeks to develop methods appropriate for 
the assessment of dependence potential, abuse liability and actual abuse as well as 
therapeutic usefulness of individual drugs. Project (c) concentrates on ways in which WHO 
can facilitate countries

1

 action concerning the implementation of treaties. 

13. W H O
1

s Mental Health Programme also obtains data through projects dealing with the 
management of drug dependence, and through work in the epidemiology of drug use and abuse, in 
the treatment of neurological and psychiatric disorders, and in mental health aspects of 
health care. Collaboration with the International Federation of Pharmaceutical Manufacturers 
Associations, the International Organization of Consumers Unions and the International 
Council on Alcohol and Addictions, as well as other groups able to provide relevant 
information, may be useful in view of the wide spectrum of issues which have a bearing on the 
need to make psychotropic substances available for therapeutic purposes whilst at the same 
time preventing their misuse or abuse. 

Other WHO programmes 

14. Within the WHO Secretariat, the Pharmaceuticals unit collaborates through the collection 
and analysis of data related to general acceptability of psychoactive substances at the time 
of registration at national level； information on adverse drug reactions in general and 
those related in particular to potential dependence on psychoactive substances； data on drug 
utilization; and liaison with drug regulatory agencies (for example, such agencies may be 
advised to include data on dependence-producing properties of drugs acting on the central 
nervous system for utilization in the WHO review procedure). The Traditional Medicine unit 
collaborates by obtaining data on dependence-producing properties of herbal remedies, 
especially those on the priority list of its programme. The Action Programme on Essential 
Drugs and Vaccines collaborates by undertaking educational efforts aimed at members of health 
teams to enable them to use psychoactive substances more rationally, and by making wide use 
of knowledge acquired in the WHO review procedure. 

1 The Director-General represents WHO, in accordance with decisions of the WHO 
Executive Board and the World Health Assembly, for the purpose of receiving notifications 
under the international drug control treaties and for making recommendations concerning the 
international control of psychoactive substances under those treaties on the basis of 
recommendations and advice provided to him as described in these Guidelines. 
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15. Other programmes of the Organization in which the use of narcotic and psychotropic 

substances is an important concern should also be involved in collaboration in the review 

procedure. Collaboration with other programmes should, for example, help to identify 

consultants and members of ad hoc working groups for participation in the WHO review 

procedure decided upon by PPWG. 

WHO regional offices and country programme coordinators 

16• Through their contacts with national health authorities, WHO regional offices can obtain 
reports on governments

1

 plans and programmes, identify types of drugs of abuse warranting 
international control, and call attention to possible formal notifications in appropriate 
cases. They may have regular contacts with regional drug control organizations to obtain 
scientific and other information. Through collaborating centres, country contacts and links 
with nongovernmental organizations, they can obtain information about new developments in 
psychopharmacology and results of epidemiological and other studies of relevance to the 
review procedure. Furthermore, through contacts with national drug regulatory agencies, the 
regional offices can obtain lists of registered drugs, information about changes in the 
control of individual drugs and results of clinical trials. 

17. Close contact is maintained with WHO country programme coordinators, who may also 
receive relevant information enabling them to facilitate the governments

1

 programmes in this 
area. 

WHO collaborating centres 

18. WHO collaborating centres can initiate studies and provide data for the screening 
process• They are also in a position to coordinate national contributions to the review 
procedure. Their investigations involve basic and clinical research and the epidemiology of 
use and abuse of drugs. Each collaborating centre evolves a work plan in cooperation with 
WHO, in which activities relevant to the WHO review procedure can be clearly identified. 

United Nations Division of Narcotic Drugs 

19. The Division of Narcotic Drugs (DND) functions under the direct authority of the 
Secretary-General of the United Nations. It acts as the secretariat to the Commission on 
Narcotic Drugs (CND) and performs the functions entrusted to the Secretary-General under the 
international drug control treaties. It collects, analyses and reviews developments in 
national drug control activities, illegal drug traffic and drug abuse, on the basis of 
reports from governments. 

20. DND documents also contain special information on illicit drug traffic and drug abuse 
collected from governments, pursuant to requests by the Director-General of W H O , for a, 
forthcoming evaluation of a psychoactive substance for possible international control. The 
reports to DND from governments on the national drug abuse situation usually originate from 
national health authorities, which generally rely oil local clinical and epidemiological 
investigations. 

National health services 

21. Scientific data produced within national health services should be utilized in the WHO 
review procedure. The clinical evidence on the dependence-producing capacity of a 
psychoactive substance is an important part of W H O

1

s evaluation. The clinical trials of 
psychoactive substances before registration generate important data. Epidemiological studies 
of drug use and abuse help to define the balance between therapeutic usefulness and liability 
in the context of public health and social problems. While evidence of many of these aspects 
is obtained from the current scientific literature, direct communication with the national 
drug regulatory agencies would be useful. Information should be collected regularly on new 
psychoactive substances subject to clinical trials, on new substances registered and their 
level of control, on changes in national controls of psychoactive substances, and on studies 
of drug utilization and abuse. If appropriate, this information may be collected by the 
regional offices, having close contact with the responsible professionals in the national 
regulatory agencies and ministries of health. 
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Other sources 

22. Data on illicit traffic and concurrent drug use occurring in different contexts should 
be systematically collected for utilization in the review procedure. The International 
Criminal Police Organization (1СР0/Interpol) is an important collaborating agency in this 
respect in that its secretariat produces reports concerning international illicit drug 
trafficking based upon information from its member States. Regional and national 
organizations, which have, for example, both operational and regulatory responsibilities and 
which assemble and analyse data from large populations, are also requested to transmit 
relevant information for the WHO review procedure. 

23. Other relevant information is the result of research conducted in universities and other 
scientific institutions, during operations of the biochemical and pharmaceutical industry, 
and in the clinical work of health services and their laboratories. The secretariat 
maintains contact with these entities; in particular, it contacts known producers of 
substances selected for review in order to obtain the maximum of relevant information. 

24. Material from international congresses and symposia may be especially useful in helping 
to recognize new trends in psychopharmacology, to facilitate the collection of general 
information about psychoactive substances and to identify scientists who might assist in the 
review procedure. 

Experts collaborating in the WHO review procedure 

25. The selection of experts to collaborate in the WHO review procedure should be made from 
WHO expert advisory panels, fairly large groups whose members are chosen in advance with a 
view to collaboration with WHO and who come from all WHO regions, from industrialized and 
developing countries. WHO at present has three expert advisory panels with directly relevant 
specialization: those on drug dependence and alcohol problems, on mental health, and on 
neurosciences• The procedure for the selection and appointment of experts is set out in the 
WHO Regulations for Expert Advisory Panels and Committees-^- and the register of the panels 

is open for study by the WHO Executive Board. 

26. The experts serving in the review procedure have a well-documented scientific career at 
a high level and professional background of international repute, and they represent all 
relevant behavioural, pharmacological, pharmaceutical, medical, biological and 
epidemiological disciplines, as well as public health and administrative science. Scientists 
in industrial research units may be asked to collaborate as consultants and as experts in WHO 
ad hoc working groups, as appropriate, for their special knowledge, but they should not serve 
as members of PPWG and ECDD. 

27. The selection of experts to collaborate in the WHO review procedure should be given 

careful consideration so as to avoid conflict of interests. In this connection, the experts 

invited to participate in the WHO review and, in particular, in the work of PPWG and ECDD, 

should sign a statement confirming that no conflict of interests shall affect their 

participation. 

Preparation of the "critical review" 

28. The "critical review" is a summary prepared by WHO of available data on individual 
substances. The basis for the "critical review" of each substance is data about its 
pharmacological properties and clinical, public health and epidemiological data concerning 
its use and abuse. 

29. As shown in the table in Appendix 2, the WHO Secretariat requests and organizes 
information and data on the substances selected for review, prepares the "critical review" 
and submits it to PPWG and to other parties having directly collaborated in its preparation 
(called interested parties). In preparing the "critical review", the Secretariat identifies, 
collates and analyses data from the various sources described earlier as a basis for the 

1

 WHO Basic Documents, 36th ed., 1986, p . 93. 
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screening and evaluation of substances for review. Studies should, as far as possible, 

include the activities of the manufacturing industry. Clinical studies on the testing and on 

the use and abuse of psychoactive drugs are also taken into consideration. The resulting 

reports and other available material - for instance, those provided by the manufacturing 

industry - could be studied and analysed by WHO ad hoc working groups to help provide a 

critical and balanced evaluation. The input of relevant information on the substances should 

proceed from the relevant organizations through the Secretariat and PPWG to ECDD. To help to 

ensure that all material presented to ECDD is up to date, the Secretary to ECDD will 

circulate the agenda of the next ECDD meeting to the interested parties beforehand. 

30. As to the formulation of the draft "critical review", the data for each substance 
should, where feasible, be organized under the following headings: 

(1) Substance identification by International Nonproprietary Name (INN); chemical or 
other common name； other identifying characteristics； Chemical Abstracts Service 
(CAS) registry number 

(2) Chemistry 

(3) General pharmacology 

(4) Toxicology - including adverse reactions in man 

(5) Pharmacokinetics 

(6) Dependence potential 

(7) Epidemiology of use and abuse, with an estimate of the abuse potential of the 
substance 

(8) Nature and magnitude of public health problems 

(9) National control 

(10) Therapeutic and industrial use 

(11) Production, consumption, and international trade 

(12) Illicit manufacture and illicit traffic, and related information, 

31. The information under each heading, with salient references, should be limited to that 
which is essential and consistent with the need to facilitate the review by ECDD. 

32. Not all the headings listed above may be covered in all instances or to the same 
extent. For example, it may not be possible to cover (4), (5), (7), (8), (10) and (11) for 
new hallucinogenic substances. Indeed, the production of data in such circumstances may not 
be justifiable on ethical grounds. Likewise, extensive epidemiological data may not be 
available. In such instances, ECDD would have to provide full justification for reaching a 
decision on incomplete (e.g., on preclinical) d a t a . 

33. The confidentiality of any information received by WHO for use in the review should be 
respected to the maximum extent possible. In preparing the "critical review", the 
secretariat should ensure that confidential information shall either be screened so as to 
avoid disclosure o r , if appropriate, rearranged so as to protect the source. Thus, although 
the "critical review" should only be given a limited distribution, and only where the 
recipient accepts its confidential nature, it should nevertheless be prepared as if it were a 
public document. Subject to the need for certain information to remain confidential as 
provided above, appropriate arrangements should be made to provide access to the information 
used to prepare the "critical review" to interested persons as defined in paragraph 40. 

Institutional framework for the WHO review procedure 

34. To assist the secretariat in the planning and management of the review procedure, it was 

decided that a Programme Planning Working Group (PPWG) should be established, in addition to 
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and as a separate entity from the Expert Committee on Drug Dependence (ECDD). PPWG should 

have a g e n e r a l function in guiding the review procedure whereas ECDD should concentrate on 

the technical issues of the evaluation of substances for possible international control. 

35. The Senior M e d i c a l Officer of WHO'S Division of Mental Health (MNH) responsible for 
evaluation of psychoactive drugs should act as Secretary to PPWG and E C D D . The Directors of 
M N H and WHO's Division of Diagnostic, Therapeutic and Rehabilitative Technology (DTR), and 
the Chief of the Pharmaceuticals unit of DTR should be members of the PPWG and ECDD 
secretariat• Other headquarters divisions and regional offices should also be represented on 
the secretariat for the meetings of PPWG and ECDD as and when required. The secretariat 
should provide the necessary liaison between PPWG and E C D D . 

Programme Planning Working Group 

Membership 

36. PPWG has up to 10 members selected from WHO expert advisory panels for their knowledge 

of the issues involved, including an understanding of government drug regulation. 

Exceptionally, other individuals may also be invited by the Director-General of WHO to be 

members of PPWG. To ensure technical expertise, a majority of the members should be 

scientists in experimental, clinical or epidemiological disciplines with international 

experience in fields related to the control of psychoactive substances. A balance in 

membership should be observed between industrialized and developing countries and between 

geographical regions• To ensure continuity, terms of office of members should not coincide; 

thus one-third of the members should be renewed every y e a r . Since a three-year term of 

office is suggested, this should involve, for the first g r o u p , selection of one-third of the 

members for one y e a r , one-third for two y e a r s , and the remainder for three y e a r s . Successive 

reappointments should not be the rule. 

Attendance of non-members at meetings of the Group 

37. The United Nations Division of Narcotic D r u g s , INCВ and Interpol, as well as 
collaborating centres whose activities are directly relevant to the review procedure, should 
be invited to send a representative to meetings of PPWG. Representatives of governments and 
representatives from competent nongovernmental organizations in official relations with WHO 
or in consultative status with the United Nations Economic and Social Council may be invited 
to attend a part of the m e e t i n g . The nongovernmental organization contingent from the 
pharmaceutical industry may include representatives of the pharmaceutical industry under the 
aegis of IFPMA or other interested persons as defined in paragraph 40. Experts or other 
special advisers or representatives may also be invited for a part of the meeting if the need 
a r i s e s . 

Procedure 

38. PPWG should meet annually, preferably during the latter part of February or early March 

after the sessions of the United Nations Commission on Narcotic D r u g s . There may also be 

collaboration between its members between sessions. The PPWG should follow the rules of 

procedure established for WHO expert committees.1 

Functions 

39. The principal functions of PPWG are to make recommendations regarding: 

(a) the acceptability of the "criticial review" as a summary of all available relevant 

data on a substance prepared by the secretariat for review by ECDD later in that year; 

(b) psychoactive substances for review by ECDD in the following year(s)； 

(c) establishment of ad hoc groups, involvement of consultants, support of development 

of collaborating centres or other matters concerning the infrastructure for the conduct 

of activities relevant to the review process at international and national levels; 

(d) long-range planning of the WHO review procedure; and 

(e) procedure for the WHO review procedure. 

1

 WHO Basic Documents, 36th e d . , 1986, p . 99. 
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40. As to item (a) above, PPWG screens for completeness and organization the data available 
on the various substances for review and forwards the "critical review" of data for each such 
substance to ECDD for evaluation. If there is additional information which PPWG wishes to 
have added to the "critical review", the secretariat should compile such additional 
information in the form of an addendum, which should then be forwarded with the "critical 
review" to ECDD. The addendum should also be forwarded by the secretariat 

to relevant interested parties. Any enterprise, organization or government which may itself, 
or through its members or nationals, be affected by the eventual decision whether or not to 
adopt control measures in respect of any of the reviewed substances (called an interested 
person), may submit additional information to the "critical review" and addendum before the 
meeting of ECDD for its consideration. 

41. As to item (b) above, the following considerations should be used in the selection of a 
substance for review; 

(1) there is a notification from a State Party; 

(2) there is a request from the United Nations Commission on Narcotic Drugs (CND)； or 

(3) information is brought to WHO's attention that the substance may fulfil the 
criteria for inclusion in either of the two international drug control conventions• 

42. In the planning of the review procedure high priority should be given to those 
substances that were notified by a State Party or requested by CND, according to the degree 
of urgency indicated in the notification or request. If priorities for the selected 
substances have to be established, the following factors should be considered: 

(1) the extent of public health and social problems； 

(2) the extent of medical use (substances used most widely have highest priority)； 

(3) probability of abuse liability and/or related public health and social problems; 
and 

(4) the number of countries for which there is evidence of abuse and public health and 
social problems. 

43. If a government notifies an abuse problem of extreme urgency requiring immediate 
international action, the evidence should be reviewed at the next PPWG meeting, which should 
determine the priority of ECDD review according to the above considerations. 

44. The report of each PPWG session, with the draft agenda and plans for the future
э
 ,should 

be transmitted to DND for presentation to the following CND session for information and 
comment. The PPWG report should contain a list of governments

1

 notifications transmitted by 
the Secretary-General of the United Nations, CND*s latest proposals concerning substances for 
review and those still under consideration by W H O , as well as listing such additional 
substances as WHO considers warrant evaluation. The PPWG report would thus have a twofold 
use: first, it would serve the Secretary-General as a basis for the DND questionnaire to 
governments eliciting data at the request of the Director-General of WHO; secondly, the 
report would inform CND about the work in progress in the WHO review procedure; this, in 
turn, would permit CND to indicate its own preferred priorities with respect to the WHO 
review. C N D

1

s comments on the progranime would be an important contribution to the 
deliberations of the next PPWG meeting, which would take place a few weeks after the CND 
session. As in the past, the report of CND would convey to WHO its views on the 
thoroughness, range, timeliness and documentation of the WHO review. 

Expert Committee on Drug Dependence 

Membership 

45. ECDD should have a membership of 11, chosen by the Director-General of WHO from WHO 
expert advisory panels. The experts should be known for their integrity and scientific 
eminence, and the composition of ECDD should reflect equitable geographic representation. A 
member of ECDD may be a member of PPWG only under exceptional circumstances. 
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Attendance of and meetings with non-members 

46. Representatives of the United Nations Division of Narcotic Drugs (DND), INCB and 
Interpol should be invited to attend meetings of ECDD. Other representatives specified in 
paragraph 37, as interested persons, may be invited to have a meeting with the members of 
ECDD before the start of the ECDD meeting to present additional information concerning the 
reviewed substances and to clarify written submissions. Such requests should be submitted at 
least a week before the ECDD meeting commences and should be accompanied by reasons for the 
request and the relevant new information to be submitted. Representatives of DND, INCB and 
Interpol should also be invited to this information meeting. 

Procedure 

47. ECDD should, as a rule, meet annually, preferably during the latter part of April, in 
order to provide sufficient time to enable the Director-General of WHO to make his decision 
on possible recommendations on international control and to transmit notifications 
incorporating those recommendations to the Secretary-General of the United Nations by about 
the end of May. Except as otherwise provided in these Guidelines, ECDD should observe the 
regulations and rules for expert committees.1 

Functions 

48. ECDD can make its own suggestions (as well as comments on the urgency of review) 
regarding substances for review. These comments and suggestions, as well as any other 
information ECDD wishes to be transmitted, should be forwarded to PPWG together with the 
report of each session of ECDD. 

49. The primary function of ECDD is to review and evaluate information available to it on 
substances under review and to make recommendations to the Director-General of WHO on the 
international control of psychoactive substances. The recommendations of ECDD concern 
scientific, medical and public health matters and must apply the criteria set down in the 
conventions. 

50. ECDD bases its deliberations and recommendations mainly on the documents provided by 
PPWG and the secretariat； these should consist of the "critical review", the addendum, if 
any, and any replies of interested persons concerning the "critical review" and addendum. 
They should be forwarded to the members of ECDD at least three weeks, if possible, prior to 
its meeting. In addition, ECDD m a y , if it so desires, consider additional information ‘ 
presented in accordance with the procedure set forth in paragraph 46. All the information on 
which the "critical review" is based should be available to ECDD members for further 
evaluation where necessary, keeping the provisions of paragraph 33 in mind. 

51. ECDD, when deciding whether to recommend international control after completion of its 

discussions, should first decide, with regard to the 1961 Convention, whether the substance 

has morphine-like, cocaine-like, or cannabis-like effects or is convertible into a substance 

having such effects. If so, it should then determine if the substance: 

(1) is liable to similar abuse and productive of similar ill effects as the substances 
in Schedule I or Schedule II; 

(2) is convertible into a substance already in Schedule I or Schedule II, 

52. In the case of either (1) or (2) above, ECDD should recommend to the Director-General of 
WHO to communicate that finding to the Secretary-General of the United Nations. If it finds 
that the substance cannot be appropriately controlled under the Single Convention, it should 
then make its recommendations in terms of the 1971 Convention. 

53. In accordance with the instructions for WHO in Article 2, paragraph 4 , of the 1971 
Convention (see Appendix 1), ECDD should determine whether: 

(1) the substance has the capacity to produce (a) a state of dependence and (b) central 
nervous system stimulation or depression, resulting in hallucinations or disturbances in 
motor function or thinking or behaviour or perception or mood； or 

1

 WHO Basic Documents, 36th ed., 1986, pp. 93-101. 
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(2) the substance has the capacity to produce similar abuse and similar ill effects as 
a substance in Schedule I, II, III or IV; and 

(3) there is sufficient evidence that the substance is being or is likely to be abused 
so as to constitute a public health and social problem warranting the placing of the 
substance under international control. 

54. If either (1) and (3) or (2) and (3) above are found to be the case, ECDD should advise 
the Director-General of WHO to communicate to the Secretary-General of the United Nations a 
recommendation for international control, supported by a summary review as described below. 

55. ECDD should prepare a summary review on each substance reviewed, giving a succinct 
description of its findings on the extent or likelihood of abuse, the degree of seriousness 
of the public health and social problems, and the degree of usefulness of the substance in 
medical therapy, together with recommendations on the control measures, if any, that would be 
appropriate in the light of its assessment. 

56. In the event of a request for a review of a recommendation of ECDD, the Director-General 
should consult the Chairmen of ECDD and PPWG, ensuring that full information concerning the 
request is available to them, with a view to deciding whether there is justification for 
changing the recommendation. Because of the severe time constraints under which the review 
process operates, such requests must be received within one week from the date on which the 
recommendations of ECDD have been made available to the interested parties having assisted in 
the review procedure. 

V. STATUS OF THE GUIDELINES 

57. These guidelines have been formulated and revised by PPWG and submitted to the 

Director-General of W H O . Experience in their use may necessitate modifications in the 

future, and PPWG should advise the Director-General concerning such modifications as and when 

necessary. 
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Appendix 1 

1 . CONVENTION ON PSYCHOTROPIC SUBSTANCES, 1971 (EXTRACT) 

Article 2 

SCOPE OF CONTROL OF SUBSTANCES 

4 . If the World Health Organization finds: 

(a^) That the substance has the capacity to produce 

(i) (1) A state of dependence, and 

(2) Central nervous system stimulation or depression, resulting in hallucinations 
or disturbances in motor function or thinking or behaviour or perception or m o o d , or 

(ii) Similar abuse and similar ill effects as a substance in Schedule I, II, III 

or IV, and 

(b>) That there is sufficient evidence that the substance is being or is likely to be 

abused so as to constitute a public health and social problem warranting the placing of the 

substance under international control, 

the World Health Organization shall communicate to the Commission an assessment of the 
substance, including the extent or likelihood of abuse, the degree of seriousness of the 
public health and social problem and the degree of usefulness of the substance in medical 
therapy, together with recommendations on control measures, if any, that would be appropriate 
in the light of its assessment. 

2. SINGLE CONVENTION ON NARCOTIC DRUGS, 1961, 

AS AMENDED BY THE 1972 PROTOCOL 

AMENDING THE SINGLE CONVENTION ON NARCOTIC DRUGS, 1961 

(EXTRACT) 

Article 3 

CHANGES IN THE SCOPE OF CONTROL 

1. Where a Party or the World Health Organization has information which in its opinion 
may require an amendment to any of the Schedules, it shall notify the Secretary-General and 
furnish him with the information in support of the notification. 

2. The Secretary-General shall transmit such notification, and any information which 
he considers relevant, to the Parties, to the Commission, and, where the notification is made 
by a Party, to the World Health Organization. 

3. Where a notification relates to a substance not already in Schedule I or in 
Schedule II, 

(i) The Parties shall examine in the light of the available information the 
possibility of the provisional application to the substance of all measures of 
control applicable to drugs in Schedule I; 

(ii) Pending its decision as provided in subparagraph (iii) of this paragraph, the 
Commission may decide that the Parties apply provisionally to that substance all 
measures of control applicable to drugs in Schedule !• The Parties shall apply 
such measures provisionally to the substance in question; 
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(iii) If the World Health Organization finds that the substance is liable to similar 

abuse and productive of similar ill effects as the drugs in Schedule I or 
Schedule II or is convertible into a drug, it shall communicate that finding to 
the Commission which may, in accordance with the recommendation of the World 
Health Organization, decide that the substance shall be added to Schedule I or 
Schedule II. 

4. If the World Health Organization finds that a preparation because of the substances 
which it contains is not liable to abuse and cannot produce ill effects (paragraph 3) and 
that the drug therein is not readily recoverable, the Commission m a y , in accordance with the 
recommendation of the World Health Organization, add that preparation to Schedule III. 

5. If the World Health Organization finds that a drug in Schedule I is particularly 
liable to abuse and to produce ill effects (paragraph 3) and that such liability is not 
offset by substantial therapeutic advantages not possessed by substances other than drugs in 
Schedule IV, the Commission may, in accordance with the recommendation of the World Health 
Organization, place that drug in Schedule IV. 

6. Where a notification relates to a drug already in Schedule I or Schedule II or to a 
preparation in Schedule III, the Commission, apart from the measure provided for in 
paragraph 5, may, in accordance with the recommendation of the World Health Organization, 
amend any of the Schedules by: 

(a^) Transferring a drug from Schedule I to Schedule II or from Schedule II to 
Schedule I; or 

(互） Deleting a drug or a preparation as the case may be, from a Schedule. 

7. Any decision of the Commission taken pursuant to this article shall be communicated 
by the Secretary-General to all States Members of the United Nations, to non-member States 
Parties to this Convention, to the World Health Organization and to the Board. Such 
decision shall become effective with respect to each Party on the date of its receipt of such 
communication, and the Parties shall thereupon take such action as may be required under this 
Convention, 

8. (a^) The decisions of the Commission amending any of the Schedules shall be subject 
to review by the [Economic and Social] Council upon the request of any Party filed within 
ninety days from receipt of notification of the decision. The request for review shall be 
sent to the Secretary-General together with all relevant information upon which the request 
for review is based； 

(互） The Secretary-General shall transmit copies of the request for review and relevant 
information to the Commission, the World Health Organization and to all the Parties inviting 
them to submit comments within ninety days. All comments received shall be submitted to the 
Council for consideration; 

( O The Council may confirm, alter or reverse the decision of the Commission, and the 
decision of the Council shall be final. Notification of the Council's decision shall be 
transmitted to all States Members of the United Nations, to non-member States Parties to this 
Convention, to the Commission, to the World Health Organization, and to the Board; 

(d_) During pendency of the review the original decision of the Commission shall remain 
in effect, 

9. Decisions of the Commission taken in accordance with this article shall not be 
subject to the review procedure provided for in article 7. 
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Appendix 2 

STEPS IN THE PREPARATION OF WHO RECOMMENDATIONS ON 

INTERNATIONAL CONTROL OF PSYCHOACTIVE SUBSTANCES (WHO REVIEW PROCEDURE) 

Time schedule Responsible 

Step 1 February 

Step 2 March 

Step 3 August 

Step 4 September (end) 

Step 5 September/October/ 

November 

Step 6 December 

Step 7 January 

Step 8 January 

Step 9 February/March 

Step 10 April 

Step 11 

Step 12 

Step 13 

April 

April 

April 

Step 14 April 

Step 15 May 

Step 16 May 

Step 17 May/June 

Identification of substances 

Request for information 

Information received 

Information organized and 

categorized 

Information critically 

reviewed and a draft critical 

review produced 

Draft critical review sent to 

interested parties and 

selected experts 

Finalization of critical review 

Finalized critical review sent 

to PPWG and to interested 

parties 

Decision on completeness and 

quality of critical review 

Supplementary information, if 

any, may be added in the form of 

an addendum 

Addenda forwarded to interested 

parties 

Replies received from interested 

persons 

Critical review, addendum arid 

replies sent to ECDD members 

and interested parties 

Meeting of ECDD to produce 

recommendations + summary review 

(each substance) 

Recommendations and summary review 

to Director-General of WHO 

Report of ECDD prepared and 

submitted for publication 

Recommendations to 

Secretary-General of United 

Nations 

PPWG 

Secretariat 

Secretariat 

Secretariat 

Secretariat 

Secretariat 

Secretariat 

Secretariat 

PPWG 

PPWG/Secretariat 

Secretariat 

Secretariat 

Secretariat 

ECDD 

Secretariat 

Secretariat 

Director一General of WHO 

The procedure may be initiated prior to February. 
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CND 

DND 

ECDD 

ICPO (Interpol) 

INCB 

MNH 

PPWG 

Review procedure 

Appendix 3 

ABBREVIATIONS 

United Nations Commission on Narcotic Drugs 

United Nations Division of Narcotic Drugs 

WHO Expert Committee on Drug Dependence 

International Criminal Police Organization 

International Narcotics Control Board 

WHO Division of Mental Health 

Programme Planning Working Group, WHO 

Procedure for the WHO review of dependence-producing psychoactive 
substances for international control 

DEFINITIONS 

Dependence-producing 
substance 

International 
control 

International drug 
control conventions 
(or treaties) 

International 
Narcotics 
Control Board 

A narcotic drug, a psychotropic substance or a psychoactive 
substance liable to induce repeated use as a result of a 
psychological and/or physiological state of want or need. 

The various control measures applicable to 

substances scheduled under the international drug control 
conventions. 

The Single Convention on Narcotic Drugs, 1961, and that 
Convention as amended by the 1972 Protocol; and the 1971 
Convention on Psychotropic Substances• 

A control organ entrusted with functions assigned to it by 
international drug control treaties. One of these functions is 
the monitoring of licit trade of drugs brought under international 
control. 

Narcotic drug 

Notification 

Any of the substances in Schedules I and II of the Single 
Convention on Narcotic Drugs, 1961, and that Convention as 
amended by the 1972 Protocol. 

A formal communication addressed to the Secretary-General of the 
United Nations by a State Party to an international drug control 
treaty or by WHO pursuant to a provision of that treaty requiring 
the communication, or such a communication from the 
Secretary-General of the United Nations to a State Party or to 
W H O . In the context of the present Guidelines, reference to a 
notification means a notification relating to the scheduling of a 
substance either under the provisions of Article 3 of the Single 
Convention or Article 2 of the Convention on Psychotropic 
Substances. 
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Psychoactive 

substance 
Any substance, natural or synthetic, or any natural substance 
material, which has psychoactive properties. In this Annex the 
term psychoactive substance is used for those substances which 
are at present not under international control. 

Psychotropic 

substance 

Any substance, natural or synthetic, or any natural material in 
Schedule I, II, III or IV of the 1971 Convention on Psychotropic 
Substances. 

State Party A State which has become a Party to an international drug control 
treaty, through signature, ratification, accession, or succession. 
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GLOBAL STRATEGY FOR HEALTH FOR ALL BY THE YEAR 2000: POLITICAL D I M E N S I O N
1 

[EB77/17 - 24 October 1985] 

Discussion paper by the Director-General 

"Politics is the art of the possible" (Bismarck) 

The purpose of this paper is to facilitate agreement by Member 
States on a frame of reference for WHO'S political activities. It 
was prepared in response to the agreement in the Executive Board at 
its seventy-sixth session in May 1985 to consider at its 
seventy-seventh session in January 1986 how to deal with political 
matters in ways conducive to the fulfilment of the policy of health 
for all by the year 2000 and to make suggestions to the Health 
Assembly to that e n d . 

Introduction 

1 . In May 1985 the President of the Thirty-eighth World Health Assembly stated in his 
presidential address : "Because of the unique technical and social mandate of our 
Organization, we should strive hard to avoid 一 or at least minimize 一 the spending of the 
precious time of the Assembly on extraneous political issues which perhaps are best discussed 
elsewhere"•^ At the subsequent session of the Executive Board the question of the 
politicization of the Organization was considered during the review of the report of the 
Board

1

 s representatives at the Thirty-eighth World Health Assembly.^ It was agreed that at 
its session in January 1986 the Board would consider how to deal with political matters in 
ways conducive to the fulfilment of the policy of health for all by the year 2000, and would 
make suggestions to the Health Assembly to that e n d . 

Politics and policies 

2. In resolution WHA33.17 adopted in 1980 the Thirty-third World Health Assembly decided 

unanimously - by consensus, without the need to vote 一 "to concentrate the Organization's 

activities over the coming decades, as far as is possible in the light of all its 

constitutional obligations, on support to n a t i o n a l , regional and global strategies for 

attaining health for all by the year 2000". Any consideration of the political involvement 

of the Organization therefore has to take place with the attainment of that goal first and 

foremost in m i n d . It has been made clear in numerous policy statements that to attain that 

goal governments would need to display strong political will and to take firm political 

action, individually with respect to domestic health m a t t e r s , and collectively in WHO with 

respect to international health matters that could guide and support national health ones. 

The purpose of that political action has also been made clear, namely, to define or implement 

health policy. 

1 See decision EB77(7). 
2

 Document WHA38/1985/REC/2, p. 11. 
3

 Document EB76/1985/REC/1, pp. 32-44. 
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3. To identify the nature of such political action it is first necessary to clarify certain 
semantic problems that give rise to confusion. The word "politics" has to be clearly 
distinguished from the word "policy". "Policy" implies a course of action adopted by a 
government, other national entities such as interest or pressure groups, industrial or 
commercial enterprises and the like, as well as by intergovernmental organizations such as 
WHO or other international bodies. It is often expressed in the form of a statement• 
"Politics" is the art or science of government. It usually involves competition for power 
between interest groups, pressure groups or individuals, and the use of such power. The word 
"political" is correctly used as an adjective with reference to the word "politics"； it is 
incorrectly used and therefore misleading if it is used with reference to the word "policy". 

4. The power of government or of interest groups such as political parties may be applied -
"political action" - to shape policy, that is to give rise to a course of action; or it may 
be used to enforce the implementation of such a course of action. For example, national 
health policy is a course of action aimed at achieving defined goals for improving health, 
including the priorities among these goals. Political action may be required to define or 
implement a health policy, such as the commitment of government to the policy of health for 
all by the year 2000, or a decree by the head of state or the signing of an international 
charter to that end. 

5. The nineteenth century statesman Bismarck stated that politics is the art of the 
possible. This paper will outline what is possible and what is not possible with respect to 
defining and enforcing policies for health for all in Member States and in WHO. 

National policies for health for all 

6. In order to understand the potential scope as well as the limits of political action to 
define and implement policies for health for all, it is necessary to identify what such 
policies might consist of and what measures might be required to give effect to them. These 
have been amply outlined in the report on the International Conference on Primary Health 
C a r e

1

 held in Alma-Ata and in the Global Strategy for Health for All by the Year 2000.
2 

The following is a brief summary of them: 

- H e a l t h is a fundamental human right, 

- I n e q u a l i t y in the health status of people must be drastically reduced； an equitable 
distribution of health resources is therefore fundamental• 

- P e o p l e have the right and duty to participate individually and collectively in the 
planning and implementation of their health care； community involvement is therefore 
a key factor. 

一 Governments as a whole, and not just ministries of health, have a responsibility for 
the health of their people; this commitment to the policy of health for all is 
therefore crucial. 

一 Countries must become self-reliant in health matters, but not necessarily 
self-sufficient. 

一 The human energy generated by improved health should be channelled into sustaining 
economic and social development, and economic and social development should be 
harnessed to improve the health of people； this implies the mutual reinforcement of 
health development policy and socioeconomic development policy. 

一 Fuller and better use should be made of resources to promote health and development 

and thus help to promote peace. 

1 Alma-Ata 1978. Primary health care. Geneva, World Health Organization, 1978 
("Health for All" Series, No. 1). 

2

 Global Strategy for Health for All by the Year 2000. Geneva, World Health 
Organization, 1981 ("Health for All" Series, No. 3). 
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-Coordinated efforts will be required by the health and other social and economic 
sectors whose policies can contribute to health development. 

-The health system should use appropriate technology for health, that is, technology 
which is scientifically and technically sound, socially sound in that it is acceptable 
to those on whom it is used and to those who use it, and economically sound in that it 
can be afforded by people, the community and the country. 

-Primary health care is the key to attaining the goal of health for all as part of 
development in the spirit of social justice. 

一 Primary health care, the first level of contact between people and the health system, 
should be the system*s central function and main focus； it should also be an integral 
part of the overall social and economic development of the community. 

-Governments should explore the possibility of delegating responsibility, authority 
and, where applicable, budgets to communities to organize their own primary health 
care, as well as to intermediate levels of the health system to provide support to 
primary health care. 

-All opportunities should be seized to gain support for the health policy from the 
health professions and economic planners and institutions. 

-Action should be taken to disseminate the kind of information that is likely to 
influence various target audiences to support the health policy, 

~ Human resources should be developed by fostering individual and community 
responsibility for health, enlightening people on health matters, encouraging them to 
take part in shaping health policy and in controlling the health infrastructure and 
the programmes it delivers, and training health personnel to work as teams to provide 
people with the services and support they need. 

-Financial resources should be mobilized by reallocating existing resources as 
necessary, or, if this proves impossible, at least allocating any additional resources 
to primary health care; attempting to secure additional funds only after making the 
best use of existing ones； considering alternative ways of financing the health 
system; identifying activities that might attract external grants or loans, in 
developing countries taking action to seek such grants or loans, in developed 
countries taking action to influence the provision of such grants and loans； and 
preparing a masterplan for the use of all financial resources• 

-Countries should cooperate with one another for the attainment of their health goals； 
this includes technical cooperation among developing countries, among developed 
countries, and among developing and developed countries. 

-Monitoring and evaluation are essential to assess progress in the implementation of 
health policies and their effectiveness in improving the health status of people； 
governments should report periodically to WHO on the outcomes of such monitoring and 
evaluation. 

National political action for health for all 

1• Political action is normally required to lead to decisions to introduce much of the 
above policy and to overcome resistance to its implementation. Such decisions may be taken 
in a variety of ways, depending on the country1s prevailing political ideology, economic 
system and administrative pattern, all of which influence the political system. Social, 
cultural and religious patterns may also influence decisions, for example, the ways in which 
decisions are reached (by voting or by less formal means), industrial and commercial 
influences, community organizations, consumer movements, traditional custom, tribal 
influences, and guidance by religious leaders. Different groupings, mixes and 
superimpositions of the above factors may .influence political decisions• Whatever the 
pattern of decision-making, the following are some examples of political action by which it 
may be possible or may prove not to be possible to define and implement the policies outlined 
in the preceding section. 
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8. Political action may be required to arrive at the very decision to have a health policy, 
and in particular the kind of policy needed to attain health for all• The prevailing 
ideological or socioeconomic system or internal balance of power may favour the adoption of 
such a policy. On the other hand, it may disfavour it if its adoption implies introducing 
drastic reforms to the health system and thus disturbing the status quo. Moreover, political 
action may be needed to convert the written word of the policy statement into operational 
action to carry out the policy - either partially or wholly, all at once or progressively. 
Once that has been done the issue becomes managerial rather than political, although 
political action may still be needed to ensure that operational action is indeed taken. 

9. It may be necessary to take tough political decisions with regard to the content of a 
health policy, for example, the recognition of health as a fundamental human right or the 
reduction of health inequalities； the country

f

s economic situation may make such decisions 
particularly problematic. Political action may also be required to give rise to decisions to 
delegate responsibility and authority to communities, to foster the organization by them of 
their own primary health care, to encourage people to take part in the social control of the 
health system, and even to accept people's right and duty to participate in their health 
care. Such initiatives may go counter to prevailing ideology; fear may arise that they will 
disrupt the existing social organization of the country. On the other hand, governments may 
feel that the assumption by them of responsibility for the health of their people will place 
too heavy a burden on them, or they may emphasize individual responsibility as part of their 
political philosophy. 

10. National self-reliance in health matters may appear at first sight to have universal 
appeal, but difficult political decisions may have to be taken in order to break away from 
past dependency relationships and to overcome the fear that efforts to attain health 
independence may bring in their wake the withdrawal of external financial support for 
health. Strenuous political action may be required to convince the government to request 
external support for health since this may have to compete with similar requests in other 
more influential fields. Indeed, considerable powers of persuasion may have to be exercised 
to have health considered as a contribution to human development and not as a mere 
consumption of resources； without such persuasion it may not be possible to ensure the 
political commitment of government to the health policy and the support of economic planners 
and institutions. 

11. In most countries mobilizing financial resources will require determined political 
action and decision, as this may involve taxation, obligatory social security, or cost 
recovery for items of service or for drugs； it may also involve finding solutions for poor 
people for whom the above measures are out of the question. The art of government may well 
have to be fully displayed in the face of the limits to the acceptance of the policy of a 
more equitable distribution of resources for health, or a related need to add resources, when 
such policy hurts people

1

 s pockets. Moreover, the political consequences may have to be 
considered of reallocating national resources for health to primary health care instead o f , 
for example, to teaching hospitals, which often have inadequate budgets too. In like manner 
it may be necessary to take firm action to allocate any additional resources, let alone 
existing ones, to the above ends. And even when resources have been allocated, the art of 
government may have to be displayed to the full to overcome the resistance of cabinet 
ministers to having "their sector" interfered with for the sake of a common health goal. 

12. Political action may be needed to gain acceptance of the concept of primary health care 
in the face of vested professional interests. This applies equally to the use of appropriate 
technology whose introduction may meet with the resistance of industry, for example with 
respect to the limitation of the number of drugs on the market or the advocacy of reduced 
consumption of alcohol and cigarettes. It may also meet with the resistance of the 
agricultural sector, for example with respect to reducing the quantity of dairy products and 
eggs, rearing livestock for lean meat, and limiting the extent of tobacco growing. In 
addition, in order to introduce appropriate technology it may be necessary to take action to 
overcome the pressure of the urban elite for sophisticated and costly medical care, 
particularly if they are supported by influential medical specialists. 

13. Political action may be needed to ensure the presence of health personnel in rural 
areas, particularly areas that are distant from urban centres. Such action may include 
legislation or may depend on financial incentives with all the problems raised by this 
procedure, since similar incentives may then have to be provided to attract other professions 
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groupings of Member States such as the Non-Aligned Countries, the Organization of African 
Unity (OAU), the Organization of American States (OAS), the Andean Pact Countries, the 
Caribbean Community (CARICOM), the Association of South-East Asian Nations (ASEAN), the 
Council for Mutual Economic Assistance (CMEA), the European Economic Community (EEC) and the 
like. It acts in similar fashion to promote action for health for all by nongovernmental 
organizations and universities. It has lost no opportunity to point out that improvements in 
health can be a lever for social and economic development, can thus contribute to diminishing 
social unrest and related political unrest, and in this way can have a positive influence on 
the promotion of peace. It has also pointed out that, since good health is a fundamental 
human aspiration, efforts to promote it are greatly appreciated by people and are therefore a 
good political investment. 

21. In 1977 the Director-General made it clear to the Thirtieth World Health Assembly, 
before it decided on the goal of health for all by the year 2000 in resolution WHA30.43, that 
to attain that goal governments would have to take decisive political action to bring about 
the. reforms required in the health system and to reinforce international health solidarity. 
He added that these efforts would require the support not only of WHO through its 
international leadership role in health matters but also of the United Nations system and 
other intergovernmental organizations. At the Health Assembly in 1978 he stressed the 
importance of persuading the world's political leaders to support health for all by the year 
2000 and pleaded with them to make it the world

1

 s social goal for the end of the twentieth 
century. He added, however, that only if delegates to the Health Assembly had the political 
guts to set priorities and make the health dollar work far more effectively than it. did would 
there be a real chance of success. 

22. Later that year he asked the participants in the International Conference on Primary 
Health Care if they were ready to fight the political battles required to overcome any social 
and economic obstacles and professional resistance to the universal introduction of primary 
health care. The adoption of the Declaration of Alma-Ata at that Conference and its 
subsequent endorsement-^- by the Thirty-second World Health Assembly in 1979 clearly 
demonstrated that governments understood their political commitment to the new health 
policy. The Director-General then addressed personal appeals to political leaders throughout 
the w o r l d . He subsequently reported to the Health Assembly that the results were most 
encouraging and that very deep appreciation had been expressed of the way Member States of 
WHO had been able to put aside their ideological differences and work together to improve 
people

1

s health. World-wide publicity was given to this appreciation of the world's 
political leaders when the Thirty-fourth World Health Assembly adopted^ the Global Strategy 
for Health for All in 1981 and acknowledged that the new health policy of W H O

1

s Member States 
transcends political ideology and national ambitions and strikes at the very root of the 
desire of people not only to survive but to enjoy survival. At the Thirty-fifth World Health 
Assembly in 1982 it was emphasized that a striking way of harnessing the political commitment 
of governments was to use every opportunity to remind them that W H O

1

s Member States have a 
well-defined policy, a carefully worked-out strategy arid a practical plan of action, and that 
in all of these it has been clearly illustrated how health and development go hand in hand. 

23. The regional committees too have been the scene of WHO support to national political 
action for health for all* As far back as 1976 it was pointed out that national political 
will is the most crucial element in launching reforms for health development. It was 
stressed that it was not WHO'S intention to put on politicians

1

 hats in order to use 
political weapons directly for attaining health goals, but that the Organization could have a 
great influence on national political decision-making for health development. The regional 
committees were encouraged to act as appropriate forums to that end, deriving their political 
energy from the health doctrines that had been elaborated collectively in W H O . It was made 
clear at the regional committees that responding to the imperatives of contemporary history 
that had been forcibly and eloquently articulated by Member States and taking political 
action to attain health goals did not mean that the Organization had become politicized in 
any negative sense. The great sanitary reforms of the latter half of the nineteenth century, 
which provided the industrializing countries with clean water and safe sewage, and which did 
so much to promote health in these countries, had been brought about by vigorous political 
action. The great health reforms which WHO had launched in the latter half of the twentieth 
century would have to be brought about too by no less vigorous political action. 

1

 Resolution WHA32.30. 
2

 Resolution WHA34.36. 
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24. The Organization was also active in promoting the policy of health for all in the United 
Nations Economic and Social Council and General Assembly. This led to the adoption by the 
General Assembly of two important resolutions concerning health. In resolution 34/58, 
adopted in 1979, the General Assembly endorsed the Declaration of Alma-Ata, welcomed the 
efforts of WHO and UNICEF to attain health for all by the year 2000, and called upon the 
relevant bodies of the United Nations system to coordinate with and support the efforts of 
WHO by appropriate actions in their respective spheres of competence. In resolution 36/43, 
adopted in 1981, the General Assembly endorsed the Global Strategy for Health for All by the 
Year 2000, It urged all Member States to ensure its implementation as part of their efforts 
to implement the International Development Strategy for the Third United Nations Development 
Decade and to cooperate with one another and with WHO to ensure that the necessary 
international action is taken. The General Assembly also requested all appropriate 
organizations and bodies of the United Nations system - including UNICEF, FAO, ILO, UNDP, 
UNEP, UNESCO, UNFPA and the World Bank - to collaborate fully with WHO in carrying out the 
Global Strategy. 

25. WHO has also been active in backing up at the international level national efforts to 
ensure economic support for the policy of health for all. Thus, it emphasized this policy 
when it contributed to the report of the Independent Commission on International Development 
Issues (The "Brandt Commission").1 It was also instrumental in persuading the World Bank 
that health could make an important contribution to social and economic development. This 
led the Bank to include health projects in its lending activities. In a recent publication 
on development in sub-Saharan Africa,^ the Bank placed health on the list of top priorities 
together with only a few other sectors such as agriculture and education. 

26. The Health Assembly, the Board and the regional committees are exerting their powers of 
persuasion in attempts to mobilize resources to implement health-for-all policies in 
developing countries. Thus in resolution WHA34.37, adopted in 1981, the Health Assembly 
urged all Member States to allocate adequate resources to strategies for health for all and 
urged those that are in a position to do so to increase substantially their voluntary 
contributions for that purpose. It also invited the United Nations system and other bodies 
concerned to provide financial and other support to developing countries to help them 
implement their strategies for health for all. Private foundations and philanthropic bodies 
have been approached to the same end. In 1985 the Thirty-eighth World Health Assembly 
adopted resolution WHA38.20 by which it requested the Director-General to prepare a report on 
the repercussions of the world economic situation on the efforts of Member States to achieve 
the goal of health for all and to transmit it to the Secretary-General of the United Nations 
for circulation to all its Member States.^ The Organization has also set up mechanisms for 
rationalizing the international flow of resources for health for all, and through these 
mechanisms has emphasized what it has termed "enlightened bilateral support", namely direct 
support to developing countries to implement policies that Member States have agreed to 
collectively in WHO. This makes it possible for external partners to maintain their identity 
and their visibility while at the same time respecting collectively agreed health policy. 

27. The Organization is engaged daily in complex relationships with international groups 
involved in such varied issues as the implementation of the International Code of Marketing 
of Breast-milk Substitutes； the Action Programme on Essential Drugs and Vaccines； the 
transfer of information on drugs moving in international commerce； the modification of 
practices in the agricultural and food sectors aimed at providing healthier food; 
influencing industry to manufacture effective, safe, low-cost radiodiagnostic machines whose 
specifications were worked out by the Organization and influencing the medical profession to 
use them; and persuading an international group of physicians for the prevention of nuclear 
war to take up the challenge of health for all, particularly through supporting immunization 
as part of primary health care. Moreover, the Organization has been fearless in providing 
objective information on the dangers to health of smoking. Such international action has as 
its purpose support to governments and their people to take the necessary action domestically. 

1 North-South: A programme for survival, Report of the Independent Commission on 
International Development Issues. London, Pan Books, 1980. 

2 Toward sustained development in sub-Saharan Africa, A joint program of action, 
Washington, D.C., World Bank, 1984. — — — 

3

 Document WHA38/1985/REC/1, p . 15. 
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28. The Ofg4nigâ€ion hâs âiso been âetive in pifgmofeini support lor the policy oi health lor 
all on €be part of variQug ©rgsnizaeions тй infeernational groups» eueh 

to mention only ш very few Gouneil of Nurses fehe 
qí nursing in primary hêâlfch eare, International Fédération of Surgteal Collèges and 

the ïafeernafeionâl of Surgeon§ wifeh to surgery, the Infeefnafeienal 
Soetefey Federation of Cardiology in relation to to prevent eardiovaseuiar 
disease, the Itit^rmtion^l Federatien oi Fhsrmaeeutieal Manufaetui§ra and 
eoniufflers

1

 groups tn eonneetion with medieinal and gssoeiafeiena of and 
йшт qî aehoois of medieine ând publie hêêlth with q VÍÍW feo infr©dueing гЫ eoneepfe of 
health far into иЫ curricula of difler^nfe faeulfeiiQ 

29. The Teehnieal Diseug§l@n@ ЫЫ during tw© eeneeeufeive Heslfeh A§g§mblies in 1984 m i 1985 
1运4 to гЫ âdQpfelon qí ç^solufeions on the role oí tn fehê for htâlfeh 
lor all by feh© ye&r 20QQ má pn wifeh in 
implementing t h m , ïn S o m ^ r (regqlufeion WHA37.31), Thir^y-gevenfeh World Health 
Assembly urged Member to ©neourâge mû ©their hi暮he? insfeifeutiens 
to ineludei fchê soeiâl mû teehnieâl eoneepts oí health îqv in the ©dueafeion and training 
of all eategoFies of dnd pesÉg^aduátea m á to ^equatnfe the general publie with fehes© 

II invited universities throughout feh© feo тшитш fehât students and 
poefgr^duâte® in âil lâaulfeiee âr© aequainfetd wifeh the goal qí health for âll and 
aefeively the mesguree fer attaining it* In re§@lufeion W H A 3 8

f
3 1

t
 the Thiirfey-êlfhfeh 

World HêôlÉb Asi^fflbly й^ХЫй on mtioml nongevernmenfâl to eommit themselves 
in to fehe implementation oi the sferafe^gi^^ hêâlfeh îot âll m á urg^d 
inÉernâtional ©rganigáfeiens feo lurfeh©? eollâborâtion between Éheir mtioml 
counterparts m á Member ifeâtee to fehis end, тй to with WHO and 
iñfeefnáÉienal ôrgônigâÉi©ng in supporting healfeh-fQ^ail aefeivtfeiiSt At the same tim^ it 
exiled ©n Membê? Sfeates to Io<3È@f psrfene^ship by involving aongoviernfflenfeal o^gânigâfeiong in 
heâlfeh-for-êll bufe qS h©w polifeieal âetion by WHO 
help to inlluenee national aefeion lor iov Moriove?, fehê T^ehnieal Diseus§i@n§ ât 
the ThifÉy-ñinfeh World Health АвеешЫу tn 1986 will йш1 with feh© promotion of 
aetion, one© using feh© internafeioasi level è© promote aetion at feh© m t i o m l i^vel. 

30. The OrfânigâÊion hag fovmul^t^i eolleeÈive peliei^s aueh m&ttet^ ag 
self-reliance In health mafefetrg! of responsibility m á aufehofifey, 

community invoivemenfe, m á use qS ^pprapriât© health feeehn©logy, and d^v^lopmrnt 
of healfeh manpower fehêfe i§ feeehnieâlly eempefeent and goeiâlly êttumû to provide people wifeh 

the 黾 运 a mû support fehey requirej it bâs lo§t @pp©r€uni€y fe© feheee polieies 
in a wide variety of 

31* Iti m n y of êbove ^efeivifeiea Ofganlgation hâ§ had to polifeleal pressures 
fío® many infeefesfe groups. It has made it feo Èhem fehâè ife eannefe â§ â 
gubjeefeiv© supporter ©I any ©ne oí nor eân it üüt 挂g 理 neutral paeífler among 
paffei运E EONEIPÑIDT WH0

f

§ ©N feh^GE amttejfg is ÉHÔÈ @l an pafehftnder marking 
oufe i©r ©very on© the waye oi e©mplying with the health poliet§§ adopted eolleefeively by 
Member in their World Health Qrganigalion# 

32• As feh© 慕 âfid evâluâfeion QÍ the poliey sferafegy health for âll, 
Mefflber Sfeôfeeg have themeelves frankly ând le^rlessly in the regional m á 

World Htâifeh ЛеаешЫу m á have demonstrated fehty âiraid of iell-eválüáfeioíi 
and even of sell~erifeiei§ffl if Êhes© èq iêâd to feh阜 ©I m@a@ur@s 
attaining иЫ goal. Th@y hâve thug ê© w©rld âfc large their polifeieêl 

to êttêin fehâÊ goâl» 

Foli^teal g g H e n ^ b y WHO? fehe lmpo§gible 

33« Ife eáñ be thafe 4è is poislble WHO to support gov@rnffl@nfe§ ̂ ná people tQ 
poli€ieâl sefeion in support oí poliei§s íqv health íot âll áñd thâfe it ©xfeensivtly, 
But whili the OrgânigâÈion ean Itrmly âdvoeâÊ© eempliânee wifeh he^lfeh-lop^ll poliey 
thât wâs feo 4t eannofe §nlefe§ sueh eompliane©, n@r ean it ©nleree 

eosplianee wifeh any poliey ©r wiÊh ûthieâl ©r ешш运？eiâi eodeg m y kind. Ivtn if 
the Heâlfeh Assembly ÉQ âdept ç©墓uiáfeieñ® in âeeQ^dâne© wiêh ifg eonsfeitufionâl pQwer§, 
feHese would only gome infe© f@re@ fehee^ M@mb@ri thêt âeeêpfeed ehe®; ©therg have thi right 
to rejiefe the® •？ simply by mtiiying feh© 
(Artielt 22 of the Comtitutioxx) 9 
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34. It is not possible for WHO to interfere in internal national political debates or 

struggles, no matter what their nature - debates on the nature or scope of national policy, 

or the struggles of interest groups of various k i n d s , political parties, or social and ethnic 

groups. Nor can it interfere in internal national social unrest, for example as manifested 

by strikes of health workers for better pay or improved conditions of w o r k , even if the 

outcomes of such struggles are likely to affect health. What it can and does do is to 

advocate collectively adopted policy such as that enshrined in health for all by the year 

2000; this may go a long way to solving some of these issues, but not all of them. 

35. It is not possible for WHO to enforce intercountry cooperation for health against the 

desires of the governments concerned since it is not a supranational organization but an 

international one. 

36. It is not possible for WHO to interfere in the foreign policy of governments, in 

ideological differences or political controversies between them, in economic battles or 

sanctions between Member States, or in military conflict opposing them. Other forums exist 

within the United Nations system to deal with such issues, and in particular the Security 

Council and the General Assembly. In a recent public statement the Secretary-General of the 

United Nations said the following: "The Security Council and the General Assembly were both 

established to promote the resolution of political problems••• The functional a g e n c i e s , on 

the other h a n d , were not created for the pursuit of political objectives. A principal reason 

why the United Nations system was established on a highly decentralized basis was so that the 

operational agencies and offices would be separated from the political controversies to be 

dealt with in the political organs". What WHO can and does do is to provide health support 

within its constitutional mandate to the people affected by such political issues• 

Political action by WHO： the possible and the impossible 

37. Of course people
1

 s health often depends to a large extent on political decisions and the 

measures deriving from them; but these are national decisions, national measures that affect 

national health policy and national health status. In the final analysis it is at national 

level, within countries, that the challenging goal of health for all will be attained. It 

can be seen that it is possible for WHO to take political action at the international level 

to support Member States to take such action at the national level in order to carry out the 

daring collective policy of health for all* There is a great difference between that and the 

problems of international political differences. It is not possible for WHO to deal 

effectively with these even if it is possible for it to provide health support to the people 

affected by them. It is not possible for the Organization to interfere in policy that is 

foreign to the Organization's mandate as defined in its Constitution as a specialized agency 

of the United Nations system - a specialized health agency. This implies that the 

Organization will have to display a high degree of maturity in handling political matters in 

such a way that it will not only continue to survive but that it will do so with the degree 

of tolerance and tranquillity required to permit it to devote its efforts to the main focus 

of its activities which, as decided by the Health Assembly, is at this juncture the 

attainment of health for all by the year 2000. 

Consensus 

38. Any political influence that WHO might have on health policy depends on consensus among 
its Member States. Collective policy decided unanimously binds Member States together. On 
the other h a n d , policy decisions decided by majority vote cannot lead to the consensus that 
will make it possible to use WHO correctly, that is as the world's collective health 
conscience whose policy inspires national health policies• This applies to any kind of 
voting by m a j o r i t y , including weighted voting by such criteria as population size, scale of 
assessments with respect to the regular budget, or size of voluntary extrabudgetary 
contributions to WHO or directly to developing countries to carry out agreed WHO policy. 
M o r e o v e r , it applies irrespective of the issue involved, whether that be health policy, 
programme principles or intercountry cooperation for health. The very nature of collective 
decisions by WHO’s Member States, and of individual and collective moral responsibility for 
their implementation, makes decisions by majority vote a contradiction in terms. For 
decisions taken in WHO are morally binding rather than legally binding on Member States； 
they represent the desire of Member States to collaborate in order to improve people

1

 s 
health. As a corollary of such national sovereignty, without consensus only those Member 
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States in favour of decisions taken by majority vote will consider themselves bound by them 
and therefore committed to carry them out domestically and in their intercountry 
relationships. Member States in the minority will not feel committed to these decisions. 
Such fragmentation of efforts will spell the doom of health for all by the year 2000. 

Conclusion 

39• The above criteria regarding what it is politically possible for WHO to do and what it 
is politically not possible for it to do could act as a frame of reference for the 
Organization's political activities - their potential usefulness, and it can be seen that 
many of them are useful, as well as their limitations. Within that framework WHO could well 
reinforce the kind of action by means of which it is possible for it to support governments 
in their political action in favour of health for all by the year 2000; it would have to 
avoid the kind of action by means of which it is not possible to support governments to that 
end. To fulfil its constitutional function as directing and coordinating authority on 
international health work in that way over the next 15 years, WHO will have to display 
supreme political wisdom or "art of government". 



ANNEX 10 

RELATIONS WITH NONGOVERNMENTAL O R G A N I Z A T I O N S
1 

At its sixty-first session, in January 1978, the Executive board decided (resolution 

EB61.R38) to spread its triennial review of nongovernmental organizations in official 

relations with WHO over the three-year period, reviewing one-third of the organizations each 

year. The following 52 nongovernmental organizations were accordingly reviewed by the 

Standing Committee on Nongovernmental Organizations at its meetings on 13 and 15 January 

1986. They relate to programmes 2.3 to 9.4 inclusive. 

African Medical and Research Foundation 

International 

Aga Khan Foundation 

Biométrie Society 

Christian Medical Commission 

Commonwealth Medical Association 

Council for International Organizations 

of M e d i c a l Sciences 

International Academy of Legal Medicine and 

Social Medicine 

nternational Air Transport Association 

nternational Association for Accident and 

Traffic Medicine 

nternational Association of Agricultural 

Medicine aud Rural Health 

nternational Centre of Social Gerontology 

nternational College of Surgeons 

nternational Commission on Occupational 

Health 

Committee of Catholic Nurses 

Committee of the Red Cross 

Confederation of Midwives 

Council on Jewish Social and 

nternational 

nternational 

nternational 

nternational 

Welfare Services 

nternational Council 

nternational 

nternational 

nternational 

nternational 

nternational 

nternational 

nternational 

nternational 

Council 

Council 

Council 

of Nurses 

of Scientific Unions 

on Social Welfare 

of W o m e n 

Dental Federation 

Epidemiological Association 

Ergonomics Association 

Federation on Ageing 

Federation of C h e m i c a l , 

Energy and General W o r k e r s
?

 Unions 

nternational Federaton of Fertility 

Societies 

nternational Federation of Gynecology and 

Obstetrics 

International Federation of Health Records 

Organizations 

International Federation for H y g i e n e , 

Preventive and Social Medicine 

International Federation for Information 

Processing 

International Federation of Medical Student 

Associations 

International Federation of Surgical 

Colleges 

International Hospital Federation 

International Organization for 

Standardization 

International Paediatric Association 

International Planned Parenthood Federation 

International Society for Burn Injuries 

International Sociological Association 

International Union of Architects 
International Union of Biological Sciences 

International Union for Health Education 

International Union of Nutritional Sciences 

International Union of School and 

University Health and Medicine 

League of Red Cross and Red Crescent 

Societies 

Medical Women's International Association 

Medicus M u n d i Internationalis 

(International Organization for 

Cooperation in Health Care) 

Population Council 

World Federation for Medical Education 

World Federation of Public Health 

Associations 

World Federation of United Nations 

Associations 

World Organization of National C o l l e g e s , 

Academies and Academic Associations of 

General Practitioners/Family Physicians 

1

 See decision E B 7 7 ( 8 ) and resolution EB77.R1Ó. 
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ANNEX 10 

EVALUATION OF THE AFRICAN EXPERIENCE OF USING NATIONALS AS 
WHO PROGRAMME COORDINATORS! 

[EB77/11 - 19 November 1985] 

The Director-General has the honour to present to the Executive Board a report by the 

Regional Director for Africa on the evaluation of the African experience of using nationals 

as WHO programme coordinators. 

Report of the Regional Director for Africa 

Background and policy basis 

1 . In May 1978 the Thirty-first World Health Assembly considered the Executive Board's 

organizational study on "WHO
1

 s role at the country level, particularly the role of the WHO 

representatives". By resolution WHA31.27 it noted with appreciation the findings, 

conclusions and recommendations of that study and endorsed the need to utilize better all the 

resources that WHO can m o b i l i z e , and in this context to experiment further with the 

employment of national personnel as WHO programme coordinators and project m a n a g e r s , and with 

national coordinating committees. However, the organizational study also pointed out 

numerous difficulties that can arise in using nationals as WHO programme coordinators. 

2. Given the historical context and the evolution of the concept of technical assistance 

into that of cooperation, many Member States of the African Region followed the example of 

Guinea and Congo, which appointed national WHO programme coordinators in 1976. By 1983, 22 

Member States were using national coordinators (see Appendix 1). 

3. In 1983 the Global Programme Committee^ requested the Regional Director for Africa to 
evaluate the experience. A preliminary evaluation was carried out and presented in turn to 
the Seventh Regional Programme Meeting in November 1983, the fourteenth session of the Global 
Programme Committee in January 1984, the African Advisory Committee for Health Development in 
June 1984 and the thirty-fourth session of the Regional Committee in September 1984. The 
Regional Committee considered that the experiment had been useful and that another evaluation 
report should be presented to the thirty-fifth session. It also called for the setting up of 
a working party to review the special services agreement concluded between WHO and the 
national WHO programme coordinators. 

The evaluation 

4, The evaluation of the experiment continued in accordance with the directive of the 

Regional Committee. This continuation was in the form of: 

- e x t e n s i o n of the opinion survey regarding coordinators used in the preliminary 

evaluation to all national WHO programme coordinators, WHO programme coordinators, and 
all WHO regional and field staff； 

- a n administrative evaluation that compared the regularity with which national and 

international coordinators send in their technical and financial reports; 

Report presented under agenda item 9. 

2 Comprising the Director-General, the Deputy Director-General, the Regional Directors 
and the Assistant Directors-General. 
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- c o n s u l t a t i o n on the matter during the Regional Director

1

 s official visits to Member 

States. 

Results and recommendation 

5. From the evaluation it was clear that the experiment has had positive results in some 

countries. It was equally clear that the experiment has come up against the following major 

difficulties： 

(i) the original purpose of promoting self-reliance would appear to have been lost 
sight of, as national WHO programme coordinators have not become an integral part 
of the national health managerial mechanisms； 

(ii) problems with remuneration, supervision of WHO personnel, dual allegiance and 
consequent failure sometimes to provide WHO with essential epidemiological data 
call the whole experiment into question; 

(iii) international coordinators appeared to be more experienced than national 
coordinators, better trained in public health and WHO programme management, 
and more conversant with the implementation of primary health care; 

(iv) the new guidelines of the Executive Board on national programme budget policy-*-
emphasize the role of the coordinator as a person authorized to decide on the use 
of WHO resources, and to work with other government departments and international 
agencies - points in favour of an international rather than a national coordinator. 

6. Indeed, in times of crisis some countries have asked for a high-ranking WHO staff member 
to support the national coordinator

1

s office, thus confirming the inadequacy of the whole 
concept, at least at present. In practice, nationals are subject to constraints which make 
it difficult for them to manage W H O

1

s resources to the satisfaction of both WHO and their own 
countries. Accordingly, it was proposed to bring the experiment to an end in the countries 
where it has been undertaken, without compromising the interests of any serving staff or of 
the countries in question. 

Discussion of the report by the Regional Committee 

7. At the beginning of the discussion of the report^ at the Regional Committee
1

s 
thirty-fifth session (September 1985), the Deputy Director-General reminded the Committee of 
the circumstances under which the experiment had been introduced. He also recalled the 
enthusiasm and courage shown by the Director-General and Regional Director in attempting to 
surmount the difficulties inherent in the innovation. He urged the Committee to consider the 
matter with an open mind and acknowledge an error if there were one, 

8. Some of the representatives who took the floor insisted on the positive aspects of the 
experiment and mentioned (i) the promotion of national self-reliance in health; (ii) the 
better integration of the national coordinators into the health administration; and 

(iii) the better knowledge of the country and hence of the problems and the possible ways of 

solving them. 

9. Some representatives compared the services of the national coordinators with those of 
the international coordinators used previously; in their view the comparison favoured the 
nationals. Speakers tended not to draw general conclusions but to analyse specific cases. 

10. Some members of the Committee wondered whether the experiment had from the outset been a 
basic error of legal procedure on the part of WHO, since staff of this type did not exist 
elsewhere in the United Nations system. The means required by the coordinator for carrying 
out his duties as manager of the resources allocated by WHO should be guaranteed by some 
measure of independence from the government, which the national coordinators did not have. 

11. The only way to give them that guarantee would be to grant them international status, 
which was not possible within the framework of the international civil service. 

1

 Document WHA38/1985/REC/1, Annex 3, Appendix. 
2

 Document AFR/RC35/22. 
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12. In response, the Regional Director suggested that the Regional Committee should consider 
the views of the three parties involved in the experiment: (i) the countries； (ii) the 
national coordinators； and (iii) WHO. Most speakers had mentioned only the favourable 
aspects of the experiment, but in some cases their views might not correspond with those of 
all national authorities. 

13. Many coordinators were themselves not satisfied with their conditions of work; they 
considered themselves too dependent on the national authorities, and at the mercy of 
political changes. 

14. WHO for its part was not satisfied with the experiment. It was true that some 
international coordinators were also out of place, but in the course of his restructuring of 
the African Region the Regional Director would be able to take action to optimize the use of 
WHO resources at country level. The coordinator was expected to represent the Organization 
as a whole in the country concerned following the directives of the Regional Director. He 
should therefore be directly responsible to him, with no possibility of refusing to obey as 
had occurred in the past. 

15. Moreover, thorough knowledge of the country was not in itself sufficient experience； it 
was necessary to be familiar with other countries and be able to make comparisons. Within 
the TCDC concept it was necessary to share experiences. Finally, in no other region had any 
developing country, even the largest, thought it worthwhile to try the experiment. It was 
difficult for a national to manage WHO's resources and mobilize those of organizations 
outside the country, so necessary if Africa is to achieve health for all by the year 2000. 

16. The intervention by the Regional Director and the additional information that he gave 
convinced the representatives and made them see the problem in a new light. Thus the 
following main points were made in the subsequent discussion: 

(i) the national coordinator cannot be regarded as having the status of an 
international civil servant; 

(ii) that status will invariably be open to dispute and lead to difficulties, since 
there is no solution to the legal problem; 

(iii) W H O , and particularly the African Region, cannot and ought not to dissociate 
itself from other United Nations agencies by utilizing a category of manpower 
whose status is not that of international civil servants； 

(iv) the positive aspects of the experiment in some countries (although negative in 
others) cannot fully compensate for the drawbacks linked to the status of the 
national coordinator, which has led to "trade-unionist" claims on the part of 
such coordinators; 

(v) there should be no obstacle to communication between the Regional Director and 

the Organization
1

s representative in the country; 

(vi) the really negative aspects could only be hinted at publicly, since they might be 

damaging to individual or national interests； 

(vii) the country can always request the Regional Director to transfer the 

international coordinator if the latter does not carry out his role; 

(viii) the concept of TCDC favours the use of nationals from the countries of the Region 

as international coordinators, while it is possible for the countries to appoint 

a national counterpart on their side; 

(ix) the countries should trust the Regional Director implicitly so that, in the 
framework of the new structure of the African Region, W H O

1

s cooperation with the 
countries may be strengthened with a view to making optimal use of the 
Organization

1

s resources; they should provide the Regional Director with the 
means to implement his key ideas on behalf of the countries of the Region. 
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Conclusion 

17. In conclusion, the Regional Committee adopted resolution AFR/RC35/R7 (Appendix 2). This 
resolution invites the Regional Director gradually to bring the experiment to an end. It 
also requests him to promote self-sufficiency and self-reliance in countries by increasing 
the involvement of nationals in the implementation of technical programmes. 

Appendix 1 

MEMBER STATES OF THE AFRICAN REGION USING 
NATIONAL WHO PROGRAMME COORDINATORS 

Country Date national coordinator appointed 

Algeria 
Angola 
Benin 
Burkina Faso 
Central African Republic 
Comoros 
Congo 
Ethiopia 

Ghana 
Guinea 
Kenya 

Liberia 
Mali 
Mauritania 

Mauritius 
Mozambique 
Niger 
Nigeria 
Sao Tome and Principe 
Senegal 
Sierra Leone 
Togo 
Zambia 

15 March 1981 
19 October 1981 
2 September 1982 
1 August 1979 
23 March 1982 
1 August 1976 
1 April 1978 

12 September 1979 
1 March 1976 

1 October 1979 
1 February 1981 

13 November 1981 
1 January 1983 

1 January 1980 
December 1982 
1 December 1981 
1 February 1982 

I March 1981 
15 October 1982 
II October 1978 
1 July 1983 
1 January 1982 

Appendix 2 

RESOLUTION AFR/RC35/R7 OF THE REGIONAL COMMITTEE FOR AFRICA 
AT ITS THIRTY-FIFTH SESSION 

Evaluation of the African experiment of using nationals 
as WHO programme coordinators 

The Regional Committee, 

Having examined the Regional Director
1

s report on the evaluation of the African 

experiment of using nationals as WHO programme coordinators； 

Recalling resolution WHA33.17 on the study of the Organization's structures in the light 

of its functions； 

Recalling resolutions WHA31.27, EB75.R7 and WHA38.11 on regional programme budget 
policies, which request regional committees in particular to facilitate the rational and 
optimal use of all national and external resources, and to monitor and evaluate the 
implementation of these policies； 

Algeria joined the African Region in 1984. 
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Considering the guidelines laid down in document DGO/83.1 entitled "Managerial framework 

for optimal use of WHO's resources in direct support of Member States"； 

Aware of the gravity of the socioeconomic crisis in Africa and the need to mobilize 

greater extrabudgetary resources； 

Convinced of the usefulness of involving nationals in the management of WHO cooperation 

programmes； 

Recognizing the positive results of the experiment in some countries, notwithstanding 

the difficulties inherent in this innovation, 

1. THANKS the Regional Director for his report; 

2. EXPRESSES ITS SATISFACTION that nationals have been given the opportunity to take part 

in the management of WHO programmes at the country level; 

3. TAKES NOTE of the positive and negative aspects of using nationals in certain countries 

as WHO programme coordinators and of the managerial difficulties encountered at the Regional 

Office; 

4. REITERATES the need for stricter application of the Organization's directives on the 
management of WHO programmes at the country level; 

5. RECOGNIZES the urgent need to mobilize and to improve the management of the 
extrabudgetary resources essential for implementing national health development programmes； 

6. INVITES the Regional Director gradually to bring the experiment to an end and to take 

all appropriate steps to eliminate any inconvenience which may result from this action for 

the countries and the coordinators in question; 

7. REQUESTS the Regional Director: 

(i) to ensure greater involvement of nationals in the implementation of technical 

programmes, so as to promote self-sufficiency and self-reliance in countries; 

(ii) to transmit this resolution to the Director-General. 

(Ninth meeting, 17 September 1985) 
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VERBATIM RECORDS OF THE WORLD HEALTH A S S E M B L Y
1 

[EB77/28 - 10 October 1985] 

Report by the Director-General 

Verbatim records of the Health Assembly 

1. During the seventy-first session of the Executive Board in January 1983, in the course 
of the discussion on the programme budget proposals for health information support, some 
members of the Board queried the need to produce verbatim records of plenary meetings of the 
Health Assembly and wondered whether their cost was justified.^ The opinion was expressed 
that, unlike the summary records, the verbatim records are not widely read or consulted, and 
they could be dispensed with and, for instance, replaced by a tape recording of the 
meetings. At the Thirty-sixth World Health Assembly (May 1983), however, some delegates 
opposed the notion,^ The Director-General undertook to report on this matter so that the 
Board could consider alternatives. Since members did not question the usefulness of the 
summary records of the committees of the Health Assembly, as opposed to verbatim records of 
the plenary meetings, this report is concerned solely with the verbatim records. 

2. The verbatim records are governed by the sections of the Rules of Procedure of the 
Health Assembly relating to languages and records. The relevant Rules are reproduced in 
Appendix 1 to this report. Appendix 2 outlines the current status, production procedure, and 
purpose of the verbatim records. The total cost of producing the verbatim records during the 
biennium 1984-1985 was US$ 307 200. Appendix 3 gives a breakdown of this cost. 

3. Tape recordings of plenary sessions could certainly be provided instead of verbatim 
records. Also, the written records could be issued in many alternative ways that would be 
less costly than the existing methods. Four alternatives to the present procedure, together 
with costs, are indicated below. Variants of these are of course possible. For a breakdown 
of the costs, see Appendix 3. In all cases except alternative 1 (the issue of tape 
recordings instead of verbatim records), the existing procedure of circulating the 
multilingual provisional verbatim records to the participants for clearance would be 
maintained. 

Alternative 1 (cost： US¿ 152 900). To produce no verbatim records, and to make copies of 
the tape recording of the plenary meetings available to all those w h o , in accordance with 
Rule 94 of the Rules of Procedure of the Health Assembly, have been entitled to receive the 
verbatim records. The tape recordings could be offered in both a multilingual version (the 
original-language or "floor" channel) and in the single-language version of the recipient's 
choice, much of which would be a recording of the interpretation. A synopsis containing a 
list of speakers in consecutive order, arranged by agenda item, and with procedural notes 
would be issued with the tapes；^ this would be the only written record of the plenary 
meetings. 

Alternative 2 (cost; US$ 89 700). To issue the definitive verbatim records in a single 
multilingual document containing the texts of each speech in its original language without 
translation, i.e., the present multilingual provisional verbatim document revised to take 
account of corrections submitted by participants. 

Report presented under agenda item 19. 
2

 See document EB71/1983/REC/2, p. 222. 
3 

See document WHA36/1983/REC/3, p p . 195-199. 

“ As, for example, in the present Health Assembly Journal, or along the lines proposed 
in WHO Official Records, No. 238, 1977, pp. 229-232. 
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Alternative 3 (cost; US¿ 216 500). To issue the definitive document as in alternative 2, 
but in addition to issue separately complete translations into English and French. 

Alternative 4 (cost: US$ 181 500). To issue the definitive verbatim records in English and 
French only, after translation of the corrected multilingual provisional record. 

4. The replacement of the printed verbatim records by tape recordings (alternative 1) has 
implications relating to the accessibility of the record, the duration of the general debate, 
and depreciation of plenary meetings; these implications are outlined in Appendix 4 . The 
maintenance of the verbatim records as documents, but in changed form, as in alternatives 2, 
3 and 4, would meet most of the possible objections to their replacement by tape recordings. 
However, for certain of these alternatives the saving would be substantially less. 

5. The rationale underlying alternatives 3 and 4, with their emphasis on English and 
French, is that over 70% of the verbatim records is accounted for by speeches that were 
originally delivered in one or other of those two languages, so that the greater use of them 
in the records would considerably reduce the translation and other costs detailed in 
Appendix 3. All the alternatives proposed would involve discontinuing the existing 
single-language verbatim records in Russian and Spanish. Single-language records are not in 
any case produced in Arabic or Chinese. 

6. Solutions involving the reproduction of all statements in the original language together 
with translation into one other official language have not found favour in the past. For 
example, the Board

1

 s proposal (resolution EB60.R7, part III) that speeches in other languages 
should be accompanied by a translation only into English was rejected by the Thirty-first 
World Health Assembly in 1978, which called for the maintenance of the status quo but for 
savings through the abolition of the Official Records series of publications and its 
replacement by records in the form of documents, in order to reduce the number of copies 
printed (resolution WHA31,13)• 

7. The cuts made following that decision in 1978 resulted in a reduction from 4500 to 2800 
in the number of copies of the verbatim records produced in all languages. Appendix 3 shows 
that savings could be made by further changing the practice with respect to verbatim 
records. If the Board feels that such changes are necessary and timely, it will no doubt 
wish to make appropriate recommendations to the Health Assembly. Amendments would be needed 
to the Rules of Procedure of the Health Assembly in consequence. 

Appendix 1 

RULES OF PROCEDURE OF THE HEALTH ASSEMBLY 
AS REGARDS LANGUAGES AND R E C O R D S

1 

LANGUAGES 

Rule 87, Arabic, Chinese, English, French, Russian and Spanish shall be both the official 

and the working languages of the Health Assembly. 

Rule 88. Speeches made in an official language shall be interpreted into the other official 
languages. 

Rule 89. Any delegate or any representative of an Associate Member с )r any representative of 

the Board may speak in a language other than the official languages. In this case 
he shall himself provide for interpretation into one of the official languages. 

Interpretation into the other official languages by interpreters of the Secretariat 
may be based on the interpretation given in the first such language. 

Rule 90, Verbatim and summary records and the Journal of the Health Assembly shall be drawn 

up in the working languages. 

Rule 91, All resolutions, recommendations and other formal decisions of the Health Assembly 

shall be made available in the working languages. 

1

 See WHO Basic Documents, 36th ed., 1986, p p . 130-131, 
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RECORDS OF THE HEALTH ASSEMBLY 

Rule 92. Verbatim records of all plenary meetings and summary records of the meetings of the 
General Committee and of committees and subcommittees shall be made by the 
Secretariat. Unless otherwise expressly decided by the committee concerned, no 
record shall be made of the proceedings of the Committee on Nominations or of the 
Committee on Credentials other than the report presented by the Committee to the 
Health Assembly, 

Rule 93, The summary records referred to in Rule 92 shall be sent as soon as possible to 

delegations, to representatives of Associate Members and to the representatives of 

the Board, who shall inform the Secretariat in writing not later than forty-eight 

hours thereafter of any corrections they wish to have made. 

Rule 94. As soon as possible after the close of each session, copies of all verbatim and 

summary records, resolutions, recommendations and other formal decisions adopted by 

the Health Assembly shall be transmitted by the Director-General to Members and 

Associate M e m b e r s , to the United Nations and to all specialized agencies with which 

the Organization has entered into effective relations. The records of private 

meetings shall be transmitted to the participants only. 

Rule 95. Verbatim and summary records of public meetings and the reports of all committees 
and subcommittees shall be published. 

Rule 96. The Director-General shall issue for the convenience of participating delegations 
and organizations, in the form of a daily Journal of the session, such summary 
account of the proceedings of plenary meetings, committees and subcommittees as he 
may consider practicable. 

Appendix 2 

THE CURRENT STATUS OF THE VERBATIM RECORDS 

The Health A s s e m b l y
1

s decision in 1978 

1. The most recent decision of the governing bodies on the subject of the verbatim and 
summary records was in 1978, when the Thirty-first World Health Assembly considered the 
question of documentation and languages of the Health Assembly and the Executive Board. 
Following the discussion in Committee B,1 the Health Assembly accepted the Board

1

 s 
recommendation^ that the Official Records series should be discontinued and replaced by a 
number of separate volumes. However, it rejected the Board's further recommendations for 
cuts in the translation and publication of the verbatim and summary records, deciding that 
the status quo should be maintained (resolution WHA31.13)• 

Definitions 

2. Verbatim records are a formal, word-for-word record of the proceedings of meetings 
arranged in chronological order by agenda item, and including the details of voting. The 
practice in WHO is to prepare verbatim records only for the plenary meetings of the Health 
Assembly； the records of the discussions in the Executive Board and the main committees of 
the Assembly are in the form of summary records, which indicate in reported speech the 
salient points of what was said and show all the decisions taken, but are not a word-for-word 
account. 

3. The record of each plenary meeting of the Health Assembly is first produced in the form 

of a provisional verbatim record. The provisional verbatim records are in due course 

corrected, translated and edited, and issued together to form the definitive verbatim records. 

1

 WHO Official Records, No. 248, 1978, p p . 555-558, 561-565. 
2

 WHO Official Records, No. 242, 1977, Part I, resolution EB60.R7 and Annex 2 (Report 

of the Ad Hoc Committee on Documentation and Languages of the Health Assembly and the 

Executive Board). 
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Production procedure 

4. Provisional verbatim records of each plenary meeting are produced in a six-language 
version, including each statement in the language in which it was delivered (Arabic, Chinese, 
English, French, Russian or Spanish)• On the first or second day after the meeting they 
cover, the provisional verbatim records are circulated to participants so that speakers can 
make any corrections they wish. With the necessary translation and editing, definitive 
verbatim records are then compiled in four separate single-language versions (English, 
French, Russian and Spanish), which are printed and distributed. 

Purpose of verbatim records 

5. The verbatim records serve various purposes. The supreme governing body of WHO is the 
World Health Assembly meeting in plenary. The agenda of the Health Assembly is divided among 
the plenary and the two main committees. Some of the most important items are discussed only 
in plenary, and all final decisions are made by the plenary. The items considered in plenary 
include the election of officers of the Health Assembly and of Members entitled to designate 
a person to serve on the Executive Board, the general debate on the reports of the Executive 
Board and the Director-General

1

 s annual or biennial report on the work of W H O , the adoption 
of resolutions (see paragraph 7), the presentation of awards, the report of the General 
Chairman of the Technical Discussions, and items of particular importance, examples of which 
have been the study of the Organization

1

s structures in the light of its functions and the 
declaration of the global eradication of smallpox. The verbatim records provide an accurate 
and complete record of these proceedings. 

6. A large part of the plenary proceedings is taken up by the general debate. It is there 
that heads of state and ministers of health make their policy statements, that the 
Director-General introduces his annual or biennial report, and that the representatives of 
the Executive Board formally report to the Health Assembly. The verbatim records ensure that 
all these statements are printed and circulated to participants. The statements by chief 
delegates on this item, which often include a description of the health status of the country 
concerned and its progress towards achieving health for all, have been deemed to fulfil 
Member States' obligation to report annually to WHO in accordance with Articles 61 and 62 of 
the Constitution. The plenary proceedings also contain Members' policy proposals and 
comments on the Organization

1

s work and programmes. If those views, expressed in the various 
languages, are to be studied and taken into account by the Director-General, they need to be 
translated and made available in writing. Similarly, delegations may wish to study the 
comments of other Members and, as sometimes happens, to ensure that the record formally shows 
their reply to remarks of a political nature. 

7. All resolutions and decisions of the Health Assembly are adopted in plenary. The voting 
on the adoption of resolutions, as opposed to preliminary approval in the main committees, is 
recorded only in the verbatim record, which also shows formal reservations and explanations 
of vote. 
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Appendix 3 

BIENNIAL COSTS INVOLVED IN THE PRODUCTION OF VERBATIM RECORDS^. 
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 ‘ Alternatives 
Current 

costs ,
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Typing 88 400 5 100 42 600 75 300 66 400 

Editing 38 200 8 400 27 600 27 600 

Translation 51 200 29 000 29 000 

Layout 9 300 200 1 700 7 300 6 400 

Typesetting (for covers) 700 200 200 700 400 

Printing and binding 
(including cost of paper) 57 600 900 29 400 61 700 44 300 

Distribution^ 7 400 42 300£ 7 400 14 900 7 400 

Supplies (cassettes and 
additional recording 
equipment) 94 200£ — 

Temporary staff 10 000 

Subtotals 252 800Í 152 900 89 700 216 500 181 500 

Russian version 54 4001 

TOTAL 307 20Ql 152 900 89 700 216 500 181 500 

— A l l costs are biennial and are based on 1984-1985 prices and salaries. 

«к Swiss postal rates are expected to rise by roughly 55% in 1986, thus 
increasing distribution costs. 

SL Distribution and supplies for alternative 1 (the provision of 
cassettes and a synopsis) are costed on the assumption that 200 recipients are 
each provided with a 64-cassette set in the language of choice and a 
6厶-cassette set of the floor channel: a total of 25 600 cassettes weighing 
over 2 tonnes, with packing (the current initial print-run of the verbatim 
records is 1550 for Member States and other non-Secretariat recipients, plus 
400 for recipients within the Secretariat). In addition to these direct 
costs, it should be noted that the tapes themselves have commercial value, 
regardless of what is recorded on them, and would possibly be subject to 
delays and customs duties in many countries, unlike the printed verbatim 
records, which are not. 

1 The figure of US$ 252 800 refers to the provisional (six-language) 
version and to the final English, French and Spanish versions of the verbatim 
records. The definitive verbatim records in Russian are produced under 
contract, and their cost during the biennium 1984-1985 was US$ 54 400

e
 The 

total cost during the biennium for the four languages was therefore 
US东 307 200. 
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Appendix 4 

IMPLICATIONS OF REPLACING THE PRINTED VERBATIM RECORDS 

OF THE HEALTH ASSEMBLY BY TAPE RECORDINGS 

1 . Accessibility of the record. There would no longer be an easily accessible record of 
the plenary meetings of the Health Assembly. Records in the form of tape recordings would be 
much more difficult and inconvenient to consult and compare. Instead of a complete 
word-for-word printed record in one of four of the official languages, Member States would 
have a tape recording of the original interventions (in a mixture of six languages) and a 
tape recording of the (inevitably imperfect) simultaneous interpretation into one of the six 
languages. Special equipment would be required for using the recordings, and in some 
countries the importation of tapes would probably be more complicated than receiving 
documents by post. 

2. Duration of the general debate. Resolution WHA20.2 encourages delegates to limit to 
10 minutes their speeches in the general debate in plenary. It also permits them, if they so 
wish, not to deliver their speeches but to hand in prepared texts of not more than 20 
typewritten double-spaced pages for inclusion in extenso in the verbatim records. This 
procedure has the advantage of shortening the debate and eliminating the need for 
tape-recording, interpreting, and transcribing the speech. A modification of the resolution 
WHA20.2 procedure is also used; the delegate delivers his or her speech in a shortened form, 
but submits the full text for inclusion in the verbatim records. The proportion of the total 
text of the verbatim records supplied under these two kinds of procedure has in recent years 
averaged 16%. If there were no written records and delegates wished to make the same length 
of contribution as before, they would have to do so orally instead of in writing, and the 
time taken by the plenary meetings would be increased proportionately. 

3. Depreciation of plenary meetings. All resolutions and decisions of the Health Assembly 
are adopted in plenary meetings, and the verbatim records show the voting, together with any 
formal reservations or explanations of vote. If it were not possible for delegations to 
state their position for the record, compromise might be harder to achieve, and more time 
might be required in committee to settle differences. Indeed, if the verbatim records were 
discontinued, statements for the written record would have to be made in the main committees, 
with the anomalous implication that, since detailed summary records are prepared for these 
subsidiary bodies, they would have higher status than the plenary meetings, in which heads of 
state and ministers speak. 



INDEX TO RESOLUTIONS AND DECISIONS 

(Numerals bearing the symbol "EB77.R.." refer to resolutions； numerals alone 

in parentheses refer to decisions) 

Page 

Acquired immunodeficiency syndrome, 

prevention and control (EB77.R12) ” 15 

Africa, health and development 

(EB77.R17) 19 

Appropriation Resolution for 1986-1987, 

amendment (EB77.R10) 10 

Assessments, scale for 1986-1987, 

amendment (EB77.R10) 10 

Bernard Foundation Prize, Léon (10) .... 23 

Biométrie Society (8) 23 

Budget, see Programme budget 

Committee of the Executive Board to 
Consider Certain Financial Matters 
prior to the Thirty-ninth 
World Health Assembly ( E B 7 7 . R 1 8 ) … 20 

Commonwealth Medical Association (8) ... 23 
Contributions, Members in arrears 

(EB77.K14; EB77.R18; (6)) 17,20,22 
status of collection (EB77.R13) 16 

Council of Directors of Institutes of 
Tropical Medicine in Europe 
(EB77.R16) 18 

Darling Foundation Prize (9) 23 

Dependence-producing psychoactive 

substances, WHO review (3) 21 

Developing countries, least developed 

among, additional support to 

national strategies for health for 

all (EB77.R2; EB77.R6) 1,5 

Economic crisis, repercussions on 
health (ËB77.R11) 14 

Executive Board, Committee to Consider 
Certain Financial Matters prior to 
the Thirty-ninth World Health 
Assembly, appointment (EB77.R18) 20 

seventy-eighth session, date and 

place (15) 24 
Expanded Programme on Immunization 

(EB77.R7) 8 

Expert committee meetings, report (1) •• 21 

Page 

Global Strategy for Health for A l l , 
see Strategies for health for 
all by the year 2000 

Health Assembly, see World Health 

Assembly 

Helen Keller International, 

Incorporated (EB77.R16) 18 

Immunization, Expanded Programme 

(EB77.R7) 8 

International Association of Lions 

Clubs (Lions Clubs International) 

(EB77.R16) 18 

International Association for Maternal 

and Neonatal Health (EB77.R16) 18 

International Civil Service 
Commission (5) 22 

International Clearinghouse for Birth 
Defects Monitoring Systems 
(EB77.R16) 18 

International Commission for the 
Prevention of Alcoholism and Drug 

Dependency (EB77.R16) 18 
International Federation of 

Hydrotherapy and CIimatotherapy 
(EB77.R16) 18 

International Organization of 

Consumers Unions (EB77.R16) 18 

International Sociological 
Association (8) 23 

Jacques Parisot Foundation 
Fellowship (12) 24 

Joint Inspection Unit, reports (4) 22 

Léon Bernard Foundation Prize (10) 23 

Mental, neurological and psychosocial 

disorders, prevention of 

(EB77.R3) 2 

National Council fэг International 

Health (EB77.R16) 18 
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Neurological and psychosocial disorders, 
prevention of (EB77.R3) 2 

Nongovernmental organizations, relations 
with (EB77.R16; (8)) 23 

Parisot Foundation Fellowship, 
Jacques (12) 24 

Pension Board, United Nations Joint 
Staff, composition (EB77.R15) 18 

Programme budget for 1986-1987, 
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Prize (11) 24 
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(EB77.R11) 14 
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least developed among developing 

countries, additional support 
(EB77.R2; EB77.R6) 1,5 

political dimension (7) 22 

Tobacco or health (EB77.R5) 4 
Tropical disease research (EB77.R4) .... 3 

United Nations Joint Staff Pension 
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World Blind Union (EB77.R16) 18 
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