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TWELFTH MEETING 

Friday, 16 May 1986, at 8h30 

Chairman: Dr W. KOINANGE (Kenya) 

1. FOURTH REPORT OF COMMITTEE B (Document А39/48) 

Mrs CARON (Canada), Rapporteur, read out the draft fourth report of Committee B. 

The fourth report of Committee B was adopted. 

2. EXPANDED PROGRAMME ON IMMUNIZATION (PROGRESS AND EVALUATION REPORT): Item 27 of the 

Agenda (continued) (Document ЕB77 /1986 /REС /1, resolution EB77.R7, and document А39/15). 

Mr RAHMAN (Bangladesh) said that vaccine -preventable diseases were still causing 
morbidity, mortality and disability among millions of people, particularly in the developing 

countries. In his country 830 000 children under five years of age died every year, and of 
that number approximately 230 000 died as a result of vaccine-preventable diseases. 

His Government had in 1979 embarked upon the expanded programme on immunization (EPI), 
but for various reasons the programme had not made much headway until 1985, when the 
Government had launched the Universal Child Immunization Programme. The President of the 

Republic himself had indicated that more than 80% of the EPI targets would be achieved by 
1990. Under the Third Five -Year Plan (1985 -1990) the equivalent of approximately 
US$ 20 million had been allocated to the immunization programme as compared with only 
US$ 1.25 million allocated under the Seсond Five -Year Plan (1980 -1985). The increased 
allocation included, of course, generous contributions from outside sources, particularly WHO 
and UNICEF. The assistance received from WHO was greatly appreciated, and the WHO biennial 
country programme for 1986 -1987 contained an important EPI project. 

More than 150 nongovernmental organizations were already active in the health sector in 
Bangladesh; a systematic effort was being made to coordinate collaboration with 
nongovernmental organizations in the immunization programme. The Bangladesh Rural Advance 
Committee had offered to cover the north -western part of the country, and CARE the 
south -western part of the country. In addition, an agreement had recently been concluded 
with Rotary International for the launching of its "Polio-Plus" programme. Concrete offers 
from other nongovernmental organizations would also be welcomed, with a view to making a 

joint effort to meet the country's EPI commitment. In that connection the experience of 
Turkey and Thailand was valuable. 

EPI activities were, of course, very closely related to activities under the country's 
population control and family planning programmes; any tangible progress under the 
immunization programme would have a beneficial effect on the family planning situation. In 

the past, community involvement, which was so very important for the success of EPI 
operations, had not been as intense as had been hoped. However, with the decentralization of 
administration and the introduction of the new Upazila system of public representation, hopes 
were now high. 

He fully endorsed the draft resolution which the Executive Board, in resolution EB77.R7, 
had recommended for adoption by the Health Assembly. 

Mrs BITNER (Poland) said that the Expanded Programme on Immunization was WHO's most 
needed, effective and important programme. Her country had always recognized that prevention 
was the most appropriate way of controlling infectious diseases. It endorsed the regional 

targets adopted by the Second Conference on Immunization Policies in Europe (Karlovy Varg, 
Czechoslovakia, 1984) and the fifth target of the European regional health -for -all strategy 
endorsed by the thirty -fifth session of the Regional Committee in 1985, and was committed to 

meeting the European Region's EPI goals of eliminating indigenous poliomyelitis, neonatal 
tetanus, diphtheria and measles before the year 2000. In Poland EPI goals had been largely 
achieved and the EPI target diseases had been brought under control. In recent years only 
sporadic cases of diphtheria and poliomyelitis had been reported. Tetanus had been 
practically eliminated among the younger segment of the population, and pertussis morbidity 
had been decreased to less than one to 100 000 population. However, further efforts were 
needed to increase immunization coverage against measles. Although the morbidity rate for 
that disease had decreased considerably, more than 30 000 cases had been reported in the past 
two years. 
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EPI was to be congratulated on progress, especially its dramatic impact on the incidence 

of poliomyelitis in the Region of the Americas, the improvement in training, management, and 

programme supervision and evaluation in several countries of the South -East Asia Region and 
the resulting increase in national immunization coverage rates, and the significant progress 

made in the control of the E1-I target diseases in countries of the Western Pacific Region, 
especially China. Her country appreciated the steps taken by WHO to help countries of the 

African and Eastern Mediterranean Regions to improve their immunization services. 

In most developing countries an accelerated effort would be needed to strengthen health 
infrastructures with a view to achieving a sustained improvement in the delivery of 
iшmunizati.on and other primary health care services. In particular, continuous emphasis 

should be placed on improving the limited managerial capacity and on promoting more effective 
community involvement. In developed countries much needed to be done to strengthen the 

cold -chain systems. The development and positive evaluation of a new acellular pertussis 
vaccine would result in the need to replace the classical pertussis component of the DPT 
vaccine by a new product. It might be expected that in the transitional period there would 
be a considerable global shortage of pertussis vaccine. Consequently, the Secretariat ought 

to be encouraged to play a more active role in coordinating efforts to overcome any 
shortage. Moreover, some countries might need help with producing and controlling the new 
vaccine. 

She endorsed the Director -General's report and the draft resolution recommended by the 
Executive Board, both of which were comprehensive and well balanced and correctly emphasized 
the important issues affecting the programme. 

Dr BA (Mauritania) welcomed the progress made in extending immunization coverage thanks 

to the support of WHO, UNICEF and other organizations. Mauritania was deeply committed to 

attaining the vaccination targets for 1990. The arrangements made since 1979 covered the 

whole country and included, in addition to fixed facilities, mobile services for the nomadic 
population. In December 1984 the proportion of fully vaccinated children had been only 20 %. 
Consequently, in December 1985 and January 1986 unprecedented nation -wide vaccination drives 
had been organized with the financial support of UNICEF and UNDP. Over 300 health workers 
had been trained in vaccination, regional vaccination campaigns had been instituted, and the 
number of fixed vaccination centres had been increased considerably. The proportion of fully 
vaccinated children had risen to 55 %. 

Although those results were encouraging, Mauritania would intensify its efforts to 
improve managerial capacity, to integrate vaccination into regular health team work, and to 
improve the cold chain, which was one of the country's principal weaknesses. A four -year 
project financed by UNICEF aid Italian aid should make it possible to improve the efficiency 
of EPI operations. As part of the arrangements for African Vaccination Year, effect was 
being given to a plan of action involving accelerated regional strategies, public information 
campaigns, and the strengthening of the regular programme at all levels. Mauritania hoped 
that, thanks to the support given by WHO, UNICEF, USAID and other organizations helping with 
the immunization drive and to a persistent effort at the country level, universal vaccination 
would be achieved in 1990. 

Mr ALEMAN BENAVIDES (Nicaragua) said that Nicaragua had begun its programme in 1980 with 
a PAHO- sponsored workshop at which 50 participants had undertaken to meet the PAHO targets. 
UNICEF had provided refrigeration units and technicians had been trained for the cold chain. 

Significant changes in immunization coverage had been recorded between 1980 and 1984, 
including a trebling of the BCG and measles vaccination rates and a doubling of the 
poliomyelitis vaccination rate. As a result, no case of poliomyelitis had been reported 
since December 1981; the incidence of measles had been reduced by 25 times, and that of 

pertussis by 41 times; and no case of diphtheria had been reported in 1984. The tetanus rate 
had, however, increased slightly, possibly because of improved reporting. The cold chain was 
currently equipped with one national bank for biologicals, nine regional banks for 
biologicals, one refrigerated vehicle for vaccine transportation, and 426 units equipped with 
refrigeration. The epidemiological surveillance service had been functioning since 1983 and 
had an efficiency of 60 %. Health personnel were given annual EPI refresher courses. 

Nicaragua had participated in the subregional EPI evaluations and had hosted the first 
subregional seminar on epidemiological surveillance. It supported WHO's efforts to immkaize 
all children by 1990. However, the aggression committed by the United States of America had 
made it much more difficult to attain the targets established. The people of Nicaragua would 
therefore have to make a real effort if they were to secure a healthy peace and a healthy 
future. 
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Dr KLIVAROVA (Czechoslovakia) said that her country had always supported the Expanded 
Programme on Immunization and offered to supply teams of experienced epidemiologists to help 
with the systematic introduction of immunization against the major childhood diseases. It 

was amazing that at present up to three and a half million children in the world died every 
year because they had not been properly vaccinated. Success in controlling the diseases 
concerned would come only with systematic and sustained vaccination, which had produced good 
results in her country. Not a single case of poliomyelitis had been reported since the 
1960x, while diphtheria, pertussis and, more recently, measles had been less prevalent, 
especially in the western part of the country. In view of the improved vaccine being 
produced, in the next few years vaccination and revaccination against measles were likely to 
produce good results. Furthermore, the development of a new vaccine against measles and 
mumps would mark the beginning of a systematic campaign against those diseases, which, while 
not dangerous to life, had unpleasant consequences later on, with some impairment of pancreas 
function. 

Dr HENDERSON (Director, Expanded Programme on Immunization) said that the staff of EPI 
greatly appreciated the kind remarks made about the Programme and the enthusiasm and support 
of all delegations. The comments and suggestions made would be taken into account in future 
action. 

He wished to make only a few comments. In the first place, he acknowledged the support 
of UNICEF, with which EPI was working in close partnership; the progress made would not have 
been possible without UNICEF's help. Secondly, although the Director -General's report 
emphasized the problems ahead rather than the achievements of the past, it was clear from the 
debate that EPI was already a huge success. Much of course remained to be done, but Member 
countries had a right to be proud of what they were accomplishing nationally aid together in 
WHO. Some 60% of children in developing countries were already receiving a first dose of DPT 
or polio vaccines and 40% were receiving a third, as compared to negligible levels only a 
decade previously. As a result of increased coverage, EPI was now preventing some 800 000 
deaths from measles, neonatal tetanus and pertussis every year. 

On the other hand, further accelerated efforts were still required to meet the 1990 
goal. High expectations had been set for the Programme, and the commitment to meeting them 
should be serious; yet acceleration laid down special challenges for national programmes. 
The first was the challenge of national commitment to primary health care, since acceleration 
efforts could not afford to be short -term "spectaculars ", meeting immediate political needs, 
but not assuring long -term sustainability and not serving to strengthen the infrastructure of 
primary health care. The second was the challenge of forging real partnerships with 
communities, including the private sector and nongovernmental organizations; there were few 
countries in which ministries of health and health staff could expect to get the job done 
alone. Good examples of such partnership had been referred to in the debate. 

The third challenge was that of monitoring and evaluation, since it was essential to be 

honest about what the programme was achieving. Many countries were setting excellent 
examples in that regard; although many success stories had been heard during the discussion, 
countries had also frankly acknowledged the fact that their programmes were in difficulty. 
Willingness to confront problems was one of the Programme's best guarantees of success. 

National managers must resist pressures to report optimistic figures for immunization 
coverage in order to show national political leaders that their programmes were successful; 
that was not always easy, since coverage levels could change rapidly and there was a strong 
temptation to cite levels achieved during a past successful campaign rather than more recent 
but less encouraging figures; such over -optimistic reporting coul<t also undermine the 
credibility of figures reported regionally and globally. One way of countering that problem 
was to reduce emphasis on coverage per se and to pay increased attention to the impact of the 
programme on the incidence of the target diseases, particularly poliomyelitis, measles and 
neonatal tetanus. 

Dramatic falls in the incidence of poliomyelitis were being recorded in developing 
countries, even in the face of modest levels of immunization coverage. Successes in the 
American region were already contributing to a downturn in global trends, and the disease 

might reasonably be expected to be one of the earliest indicators of the impact of the global 
programme. Measles currently accounted for the g eatest number ux deaths of any of the EPI 

diseases. But it was highly infectious and cases and epidemics would continue to occur in 

all but the best developed of programmes: if poliomyelitis serva.i as an early indicator of 

programme success, measles served as a reminder of the additional improvement that was still 

required. Neonatal tetanus was second to measles as a global killer, but remained a disease 
largely invisible to the health services. Because its control required concentration on 



А39 /B /SR /12 
page 5 

immunizing women of child -bearing age, neonatal tetanus served as a good index of the quality 

of maternal care: a single case suggested multiple failures in the maternal and child health 

care system and should call for immediate remedial action. 

In conclusion, although he was officially speaking on behalf of the WHO staff concerned 
with EPI, he felt that he should also act as spokesman for the national staffs who were the 
real heroines and heroes of the story and without whose dedication and continuing hard work 
the Programme could not succeed. 

The draft resolution was approved. 

3. CONTROL OF IODINE DEFICIENCY DISORDERS: Item 29 of the Agenda (Documents А39/17, 
А39 /INF.DOC. /1) 

The CHAIRMAN drew attention to the following draft resolution presented by the 

delegations of Australia, Bhutan, Chile, China, France, India, Mexico, Nepal, New Zealand, 
Nigeria, Philippines, Republic of Korea, Romania, Sweden, Viet Nam and Yugoslavia: 

The Thirty -ninth World Health Assembly, 

Noting the high prevalence of iodine deficiency disorders, affecting 
more than 400 million people in Asia alone as well as millions in Africa 
and South America; 

Concerned that iodine deficiency disorders include not only goitrous 

enlargement of the thyroid gland but also stillbirths, abortions and 
congenital anomalies; endemic cretinism characterized most commonly by 
mental deficiency, deaf mutism and spastic diplegia and lesser degrees of 

neurological defect related to fetal iodine deficiency; and impaired 

mental function in children and adults with reduced levels of circulating 
thyroxine; 

Aware that low cost effective technology, including use of iodized 
salt and iodized oil (by injection or mouth), is available for the 
prevention and control of iodine deficiency disorders; 

Considering that prevention and eradication of iodine deficiency 
disorders, which will result in improved quality of life, and 

productivity, and improved educability of children and adults suffering 
from iodine deficiency disorders, is feasible within the next 5 -10 years; 

Aware that the Sub -Committee on Nutrition of the United Nations 
Administrative Committee on Coordination had called for a global strategy 
by governments and United Nations agencies to prevent aid control iodine 
deficiency disorders; and that this recommendation had been endorsed by 
the Administrative Committee on Coordination for immediate and high 
priority action; 

1. URGES all Member States to give high priority to the prevention and 
control of iodine deficiency disorders, wherever these problems exist 
through appropriate nutritional programmes as part of primary health care; 

2. REQUESTS the Director -General: 

(1) to give all possible support to Member States, as aid when 
requested, in assessing the most appropriate approaches, in the 

light of national circumstances, needs and resources to preventing 
and controlling iodine deficiency disorders; 

(2) to collaborate with Member States in the monitoring of the 
incidence and prevalence of iodine deficiency disorders; 

(3) to prepare suitable materials for adaptation and use at 
national level for training health and development workers in the 
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early identification and treatment of iodine deficiency disorders 
and the implementation of appropriate public health preventive 
programmes in iodine deficient areas; 

(4) to coordinate with other intergovernmental agencies and 
appropriate nongovernmental agencies, the launching and management 
of intensive and extensive international action to combat iodine 
deficiency disorders including the mobilization of financial and 
other resources required for such actions; 

(5) to report to the World Health Assembly on progress in this area. 

Dr DE SOUZA (Australia) said that iodine deficiency diseases affected some 500 million 
people in the world. It was not a new problem, but its wide significance was somewhat 
underestimated, despite the fact that there was a simple and effective solution. 

Iodine was essential for human growth and development. Although iodine deficiency was 
normally associated with the obvious features of goitre and cretinism, it was often 
overlooked that it also carried the risk of increased neonatal mortality and visible 
handicaps for survivors in the form of stunted growth, poor physical coordination and spastic 
diplegia, deafness and muteness in addition to goitre and endemic cretinism characterized by 
mental deficiency. Even very mild iodine deficiency could undermine children's physical and 
mental growth. Iodine deficiency was thus associated with a whole range of disorders, so 

that communities with insufficient iodine suffered not only in educability but also in social 
development and ultimately in economic productivity. 

In the South -east Asia Region extensive surveys had indicated that 277 million people 
were at risk from iodine deficiency and that some 102 million had goitre, about six million 
were cretins and another 36 million suffered from some degree of mental or motor impairment 
as a result of that deficiency. In China it had been estimated that approximately 300 
million people lived in iodine deficient regions and were therefore at risk of the disease; 
only one third of that population had been adequately covered by control programmes. The 
problem was widespread in Africa and existed in Latin America and many European countries, 
including Germany, Romania, Poland, Spain, Portugal and Italy. During a recent visit to the 
southern highlands of the United Republic of Tanzania, his attention had been drawn to the 
prevalence of goitre among many villagers, particularly young children and women of 
childbearing age. Cretinism and mental retardation were also a major problem and the high 
incidence of the disease in that country had been confirmed by regional surveys carried out 
by the Tanzanian Food and Nutrition Centre in Dar es Salaam. 

The problem should be brought under control worldwide. In principle, the solution was 
simple: the disease could be prevented and controlled by increasing iodine intake, either by 
adding iodine to common foods or by injecting iodized oil. The disorders could be controlled 
either in whole populations which consumed a particular food such as iodized salt or by using 
prescriptive measures to treat the risk segments of a population, who might be children, 
women of reproductive age or the isolated village communities so characteristic of 
mountainous endemic goitre areas. 

The most popular and cheapest method of controlling the deficiency in populations was 
iodized salt. Salt iodization was technically non -complex and made no difference to the 
taste of the salt; iodine had remarkable stability even in impure salts and under extreme 
climatic conditions. As little as 0.1 mg per day was adequate for the prevention of the 
disease and the cost of salt production and distribution was only US$ 0.03 to US$ 0.05 per 
person per year. Salt was not the only food that could be iodized and used to control 
deficiency: iodized bread, water, sugar and food condiments such as soya sauce had also been 
used as vehicles for increasing the iodine intake of whole populations, and more recently 
there had been evidence of the effectiveness of a single oral dose of iodized oil lasting for 
one to two years. 

The main hazard of mass programmes was that they acted indiscriminately on the whole 
population, giving rise to the problem of transient thyrotoxicosis, a relatively rare 
complication observed in people over the age of 40 who had had a long- standing iodine 
deficiency; that could normally be controlled by restricting iodine supplementation to people 
under the age of 40. Moreover, a mass programme might lose its effectiveness if the iodized 

food, normally iodized salt, was not consumed by particular groups of the population: for 
example, the Sinjiang people of China preferred their own desert salt, which had a low iodine 
content. 
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Those problems could be counteracted by the use of prescriptive control measures. Such 

measures could be directed towards the risk segment of a population and were very successful 
in situations of moderate to severe disease. The best prescriptive measure was the 
intramuscular injection of iodized oil, administered through local health services where they 
existed or by special teams. An extremely successful programme had been carried out in Papua 

New Guinea, during which over 100 000 people had been injected with iodized oil. An often 

quoted disadvantage of injections was their cost, but that could be greatly reduced by mass 

packaging and use of local oils, such as the iodized walnut and soya bean oils developed in 
China. 

A global strategy for the eradication of the disease would depend almost entirely on the 
effectiveness of national units and the success of any national programme would depend on a 
whole range of factors spanning the political, social and economic environment. The first 

step would be to set up a national data base, to find out whether there was a problem, to 

assess its severity and to identify the segments of the population at risk and then to 

provide a basis for programme evaluation and feedback for monitoring progress. The 
importance of the assessment phases both before and during programme implementation could not 
be too heavily stressed. 

Once the characteristics of the problem had been identified, a plan of action would have 
to be developed. The approach adopted would be a compromise between mass programmes and 
prescriptive measures, depending on the severity of the problem, the cost involved and, most 

important, the state of the existing health infrastructure to be used as a delivery system. 
The details of implementation would inevitably vary from one country to another and from one 
region to another within a country. Collaborative efforts would be needed in the areas of 
health education, staff training, the food industry and transport, and the limits of the 
existing infrastructure and the effectiveness of legislation would determine the rate of 

success of national control programmes. 
A national iodization programme could only be implemented after the necessary political 

support had been enlisted and the necessary resources allocated. Political support could be 
obtained if the problem was appropriately presented and substantiated by a detailed situation 
analysis - whence the need for a national data base. In Indonesia, political and community 
support had been secured through operational data emphasizing the effects of iodine 
deficiency on brain function and the resulting impairment of productivity and quality of life. 

At the global level, technical and financial support could be provided by the United 
Nations system, technical support already being available from the International Council for 
the Control of Iodine Deficiency Disorders, the prime purpose of which was to help WHO and 

national governments to develop effective programmes. The 200 members of that Council 
provided considerable multidisciplinary expertise including communication, planning and 

economics, as well as technical expertise on iodinated salt, iodinated oil and thyroid 
pathology, physiology and biochemistry. 

WHO could play a role by directly backing an international control programme. The 

disorders in question existed in populations all over the world, particularly in developing 
countries, and the medical solution was so simple and inexpensive that top priority should be 
given to the planning and management of the implementation of national programmes. Indeed, 
successful implementation of national programmes supported by WHO could bring great credit to 
the Organization and might be quoted in the future, along with the eradication of smallpox, 
as one of WHO's major achievements. With the support of all Member States, the total 
prevention and eradication of iodine deficiency disease as a public health problem was 
perfectly feasible within the next ten years, and would undoubtedly contribute significantly 
to the achievement of health for all by the year 2000. 

Professor PHAM SONG (Viet Nam) said that his delegation joined the other sponsors of the 

draft resolution in commending the paper entitled "Toward a global strategy for the 
prevention and control of iodine deficiency disorders" (document А39 /INF.DOC. /1) and 

supported the technical instructions and broad outlines for a strategy contained in the 
Director- General's report (document А39/17). His country's experience in combating those 
disorders over the past 15 years showed that the plan was both feasible and necessary. 

The situation with regard to iodine deficiency in his country was quite serious. An 
epidemiological survey conducted by the Goitre Institute on the basis of the goitre 
classification published by WHO in 1960, the definition of cretinism proposed by the Pan 
American Health Organization and the results of measurements of the T4 circulating iodine in 
urinary excretions and of thyroid captation of iodine -131 had made it possible to draw an 
endemic map of iodine deficiency for the territory of Viet Nam and had led to the conclusion 
that that deficiency was one of the major problems of primary health care in the country. 
Seven million of its people lived in areas where there was a certain degree of iodine 
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deficiency, the most serious incidence occurring in the mountainous regions. One million 
lived in regions where the deficiency was very severe, leading to cases of cretinism, mental 
deficiency, deafness and muteness; in 85% of cases in that region, cretinism took the form 
of neurological cretinism, mental deficiency and hearing and speech disorders, accompanied by 
various degrees of muscular defects, abnormal standing positions, strabismus and spastic 
diplegia. 

The strategy applied to combat iodine deficiency comprised, first, the establishment of 
a network of appropriate specialized organizations, with the Goitre Institute at the centre 
and with anti -goitre stations at the provincial level; at the provincial and district 
levels, installation of workshops for the production of iodized salt, consisting of a mixture 
of 2.5 g of potassium iodate, plus 22.5 g of calcium carbonate acting as a stabilizer for 
50 kg of salt; emergency preventive injections of lipiodol in high -risk areas; and 
evaluation and monitoring of the effectiveness and reliability of the iodized salt and 
lipiodol injection methods. 

It had been concluded that iodized salt aid lipiodol injections in pilot areas studied 
in collaboration with the Centre d'Etudes Medicales de Belgique en Afrique Centrale helped to 
reduce the prevalence of goitre by 30 %, and efforts were being directed towards decreasing 
that prevalence to 10% of the population in the endemic region and reducing high risk of 
cretinism to 0.8 %. 

In the light of that experience, Viet Nam fully endorsed the plan of action set out in 
the draft resolution and stressed the genuine effectiveness and practicability of such a 

campaign, in which the support of WHO and various governmental and nongovernmental 
organizations played a very important part, especially from the point of view of evaluation 
calling for fairly advanced techniques such as dosage by radioimmunoassay. 

In conclusion, he expressed his country's thanks to the Centre d'Etudes, which was a 

branch of the Belgian International Cooperation Organization, to WHO and to UNICEF, which 
were assisting Viet Nam in its campaign. 

Dr MALONE (United States of America) noted with great satisfaction the 

Director -General's report, and endorsed WHO's participation in the international support 
programme that was being prepared by the Sub -Committee on Nutrition of the United Nations 
Administrative Committee on Coordination (ACC). 

The report showed that while WHO had long supported Member States in activities to 

prevent and control iodine deficiency diseases, those diseases were nevertheless still found 
on a large scale and had considerable impact, even though - as clearly indicated by the 
delegate of Australia - relatively simple and inexpensive measures to combat them had been 
available for some time. He drew particular attention to paragraph 18 of the report, in 

document А39/17 which identified reasons for past failures in the application of known 
preventive techniques. 

His delegation fully supported WHO's participation in the efforts being made, and looked 
forward to learning more about the programme as it developed. However, it assumed that 

activities would be funded within existing resources and from extrabudgetary contributions, 
and would not imply any additional financial commitments for the United Nations or for WHO. 

He recognized that the chief responsibility for progaamme planning and implementation would, 
as suggested in the report, lie with Member States. 

As was indicated in the resolution, there was great potential for achieving a 

substantial and measurable improvement in the quality of life for millions of people. 
Effective prevention of such disorders would indeed be a significant contribution towards 
health for all by the year 2000. 

Dr YAHYA (Indonesia) also congratulated the Director -General on an excellent report. 

Indonesia was deeply conscious of the negative impact of iodine deficiency disorders on the 
intelligence and quality of life of its people, a high proportion of whom lived in high risk 
areas. Some ten years ago a massive control programme had been launched, covering the entire 
population of 30 million, involving injections and supplies of iodized salt. 

The chief problem faced in implementing the programme had been lack of public 
awareness. Another difficulty was in securing good -quality iodized salt at a reasonable 

price; the high humidity meant that the iodine content of the salt fell by some 25% after 
one month's storage in home conditions. 

His delegation wished to be included in the list of sponsors of the draft resolution. 

Dr MALIOTRA (India) also commended the Director -General's useful report. In his 

country, the endemic goitre belt stretched across the entire sub -Himalayan region, covering 
14 states, as well as the Union Territory of Chandigarh. Endemic goitre was also prevalent 
in certain districts of Madhya Pradesh, Gujarat, Maharashtra and Kerala. Fortunately, 
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effective and low cost technology, including in particular the use of iodized salt, was 

available for the prevention and control of such disorders. 

He agreed with previous speakers that a salt iodization programme was the best and 
cheapest way to eradicate goitre and to prevent other iodine deficiency disorders. India's 

national goitre control programme was aimed to identify goitre- endemic regions, to substitute 
iodized salt for common salt in such regions, and to assess the impact of control measures 

adopted over a period of time. It was now planned to iodize all edible salt produced in the 
country as part of a phased programme under India's Seventh and Eighth Five -Year Plans. 

It had initially been intended to set up iodization plants in each state in India where 
salt was produced, but that approach had not proved successful, and it was now planned to 

iodize salt at the source of production. By 1992 all salt produced in India would be iodized 
at source, and producers of salt that had not been processed in that way would be liable for 
prosecution under the Prevention of Food Adulteration Act. 

His country attached high priority to the prevention and control of iodine deficiency 
disorders, and endorsed WHO's participation in the international support programme now being 
prepared by the Sub -Committee on Nutrition of ACC. It fully endorsed the draft resolution. 

Dr LIU Xirong (China) said the report was excellent, and the control measures it 

proposed were appropriate and effective. A survey had shown that goitre and cretinism were 
endemic in some provinces and municipalities in Northern China, and the Chinese Ministry of 
Health attached great importance to the control of iodine deficiency disorders. The main 
approach adopted had been the iodization of oil and salt, an approach which had proved both 
inexpensive arid cost -effective. Some 70% of sufferers from the disorders had been treated 
throughout 16 provinces and municipalities in Northern China as part of a countrywide 
programme. An endemic disease control bureau had been set up within the Ministry of Health, 
and control institutions had been set up at grassroots level to enable the programme to be 
administered in a planned and organized way. 

The design and technology of iodized salt production machinery was constantly being 
improved, with a view to facilitating the smooth running of the programme. Special attention 
was also paid to intersectoral cooperation, and representatives of the Ministry of Health, 
Ministry of Trade, and Ministry for Light Industry worked together in joint groups to ensure 
coordination. Experience gained was now being assessed, and it was planned to introduce 

those measures that had been proved most effective into the areas affected. 

China welcomed international cooperation in the control of such disorders, and would be 
glad to learn from the experiences of other countries. It appreciated the initiatives taken 
by Australia in that regard, and collaboration between China and Australia in control 
programmes and in research was progressing smoothly. 

Mr LINEHAM (New Zealand) said that iodized salt had been officially introduced in his 

country in 1924, fortified to a level of one part of potassium iodide in 250 000 parts of 

salt, a level which had proved ineffective for goitre prophylaxis. Accordingly in 1939, on 

the recommendation of the Goitre Committee of the Medical Research Council, the standard for 
fortification had been raised to one part iodide to 20 000 parts of salt, a level which had 
been maintained until the present day. Investigations had shown 80% to 90% of salt used 
domestically was iodized, although it had never been used in food manufacture in New Zealand. 

There was no doubt that iodized salt had been largely responsible for the disappearance 
of endemic goitre and the declining rate of other thyroid diseases in his country, but the 

fall in the incidence of goitre in schoolchildren had been greater than could be expected 
from iodized salt alone. The reason lay in the increased iodine intake resulting from the 
use of food additives and from the use of supplements in animal feed, which had an effect on 
the final food product. Evidence suggested that iodine was more widely distributed in the 

diet than it had been 50 years ago, and that salt intake could therefore be reduced without 
fear of a resurgence in endemic goitre; however, it was still desirable to continue 
iodization of salt. 

His delegation strongly supported the draft resolution. 

Dr VIENONEN (Finland) said that as recently as 25 years ago Finland had been a country 
with severe goitre endemia; in some areas, goitre prevalence had been as high as 30% of the 
population. During the 1960s there had been some dispute over the effectiveness of salt 
iodization in controlling such disorders, but today over 70% of total salt consumption was 
iodized. The effectiveness of that approach was demonstrated by the fact that goitre endemia 
had rapidly decreased during the 1960s and by the 1970s was practically nil; that striking 
and rapid improvement had been achieved without the need for the introduction of any special 
measures by the health authorities. 
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The average daily iodine intake in Finland well exceeded the level recommended by WHO, 
because many food products, notably milk and egg products, now contained more iodine due to 
the use of iodized animal feed in agriculture. The question now was whether consumption of 

iodized salt should be discontinued as part of efforts to decrease overall salt intake. 
Experience in Finland indicated that the iodization programme had proved effective, but 

it should be borne in mind that such programmes should be carefully monitored; in 
particular, iodine -induced hyperthyroidisn should receive adequate attention, and the quality 
and standardization of iodized salt preparations should be carefully checked. The general 
dietary status of the population should also be continuously monitored. 

The iodization programme had proved a straightforward and cost -effective way of treating 
thyroid diseases. He therefore fully supported the draft resolution, and wished to be 
included among its sponsors. 

Sir John REID (United Kingdom of Great Britain and Northern Ireland) thanked the 

Director -General for his report, and expressed his appreciation of the Australian initiative 
in drawing attention to a massive health problem affecting so many countries. He had 

listened with great personal profit to interventions by delegates from countries which had 
practical experience in tackling that problem. The situation was the more poignant because 
effective means were available to eliminate the heavy toll of human suffering caused by 
iodine deficiency, and he accordingly supported WHO's initiative in joining in international 
efforts for prevention and control; he was thoroughly satisfied with the strategy outlined 
in document А39/17. 

It was the expert view that on balance, although administration of iodine oil was 
effective, and under some circumstances essential, the main emphasis should be on iodized 
salt. It was important to ensure that iodine deficiency control programmes were included as 
an integral component of primary health care, and he was pleased to note that that point was 
covered in the draft resolution. He too wished to be included in the list of sponsors of 

that resolution. 

Dr MAFIAMBA (Cameroon) congratulated the delegation of Australia on having the problem 
of iodine deficiency disorders included on the Health Assembly's agenda, and for the high 
quality of document А39 /INF.DOC. /1. That document contained up -to -date information which 
would serve as a useful guide to national health authorities in undertaking control or 
eradication programmes. In particular, it provided valuable advice on how surveys to assess 
the gravity of the problem could be launched without undue expenditure either of time or 
money. 

The allegation that African governments had never devoted a single penny to combating 
iodine deficiency disorders was false; a modest sum had in fact been allocated for that 
purpose in the budget of Cameroon for the past four years. However, it had proved difficult 
to obtain iodized oil from abroad, even when funds were available, and in addition fears had 
been expressed that iodized oil injections might eventually cause cancer, despite the fact 
that trials carried out in one of the member countries of the Organization for the Control of 
Endemic Diseases in Central Africa (OCEAC) had proved the contrary. 

For any programme of control for eradication to succeed, WHO or other coordinating 
agencies would need, first, to ensure a regular supply of iodized oil injections; secondly, 
to dispel any remaining doubts as to the relationship between iodized oil and cancer; and 
thirdly, to make provision for transfer of technology, whether in the form of simple 

laboratory tests for the field, or the training of manpower to carry out iodine deficiency 
surveys. 

His Government's special interest in the solution of the problem was shown by the fact 
that the Deputy Dean of the University Centre for Health Sciences in Yaoundé, 
Professor Lantum, had recently attended a consultative meeting on the subject in Khatmandu, 
in preparation for an All- African Conference to be held in Yaoundé in 1987 on iodine 
deficiency disorders. Further, legislation was in preparation for the sale and distribution 
of iodized salt throughout the country. 

His delegation requested to be included in the list of sponsors of the draft resolution. 

Dr GEORGIEVSKI (Yugoslavia) said that many of the troubles caused by iodine deficiency 
in his country over the last 30 years had been solved by means of a programme of distribution 
of iodized salt to the entire population. That programme had given satisfactory results and 
was still in progress, although now under the control of the health authorities. An animal 

health protection law was now in preparation, under which iodized salt would also be 
administered to livestock. The problem of how to continue the programme of distributing 
iodized salt was under study. 
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His country had up to now had no experience of the use of iodized oil injections, and he 

requested more information on the subject. He was grateful to the Director- General for his 

report, and also to the Government of Australia for the document it had prepared, which 

offered a useful insight into the problem. 

Mr ALEMAN BENAVIDEZ (Nicaragua), said his country was well aware that iodine deficiency 

had serious repercussions on the growth, development and learning capacity of populations it 

affected. A nationwide survey carried out in Nicaragua in 1966 had shown a rate of endemic 

goitre of 32 %, chiefly affecting adolescents, young adults and women. A second nationwide 

study had been carried out in 1977 with the aim of updating the assessment of the goitre 
situation, and of establishing a basis for an epidemiological surveillance system. The 
results obtained indicated a prevalence of some 33 %, showing that the problem persisted and 

that there was need for effective prevention and control. In 1978 iodization of salt was 
introduced, and by 1981 a decrease, most marked among schoolchildren and adolescents, had 

been noted (from 33% in 1977 to 20 %). 

From the beginning of the salt iodization programme, control of salt production plants 
and stores had been initiated. By the end of 1978, 97% of the stores investigated were 

selling iodized salt, and 92% of families were consuming it. During 1980 and 1981 

quantitative analyses were carried out in 12 different salt plants; of the samples taken, 
100% were iodized, 90.6% showed an iodine content within the legal limits, 4.8% contained 

lower concentrations, and 4.6% had concentrations above the upper limit. Figures obtained 
from similar surveys carried out in 1983 and 1984 were comparable. 

Thus Nicaragua had successfully carried out a programme of endemic goitre control and 
salt iodization over a period of eight years. The political will as well as the necessary 
infrastructure for maintaining the programme existed, but currently material and financial 
resources for supporting national efforts were lacking, and special support from WHO in that 
field would be of invaluable assistance. 

He expressed his thanks to the Director -General for his report; the fight against 
iodine deficiency disorders was of enormous importance for the health of the people of his 
country. He also wished to express his support for the draft resolution. 

Dr CHUNHARAS (Thailand) thanked the Director -General for the informative report and the 
delegation of Australia for submitting the information document. A concerted effort had been 

made in Thailand to control iodine deficiency disorders of which there was a higher 
proportion in the north and northeastern parts of Thailand, where more than half of the 

population lived. The Government had taken a keen interest in the problem since 1952 when 
the records from 30 provinces in those two regions had revealed 200 000 cases with visible 
thyroid enlargement. An intensive study on the prevalence of goitre and cretinism, 

deaf -mutism and mental retardation had been conducted in a northern province during 1960 -1962 
and an iodized salt programme had subsequently been implemented. The first iodized salt 
plant had been set up in 1965 and production had been expanded with the establishment of a 
larger plant in Bangkok. 

The programme had been evaluated in 1969 through follow -up studies among schoolchildren 
in selected areas and had showed a remarkable decrease in prevalence, from about 84% in 1962 
to about 23% in 1969. A survey conducted in 1984 had shown a prevalence of only 10.6 %. The 
control programme had been integrated with and implemented through the primary health care 
framework, aiming at extensive community self -reliance. 

Iodized oil had not been used as a method of control in Thailand, although it had been 
proven to be an effective and convenient means guaranteeing protection of up to two years. 
Further extensive study of oral iodized oil was essential for the future development of 

national strategy and policy. 

Dr STELEA (Romania) said that, because of the geophysical conditions, almost two -thirds 
of his country lay in areas liable to iodine deficiency disorders. The systematic use of 
iodized salt was among the most effective preventive measures, and morbidity had declined 
sixfold since 1962. Epidemiological surveys carried out in 1979 and 1980 in accordance with 
WHO methodology had shown that rates of incidence in a population of around 400 000 
school -age children (6 to 14 years) varied widely from 1% to 9% in half the districts to 40% 
to 50% in some others. The Central Institute of Endocrinology had set up five pilot -stations 
in the districts where severe endemic goitre had been found. In addition, various morbidity 
problems, aspects of the normal and pathological functioning of the thyroid for different 
age -groups, and the aetiopathogenesis of goitre, had been studied in collaboration with 
nuclear medicine laboratories. Consideration had always been given to the effectiveness of 
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preventive measures such as the addition of iodine to table salt or the distribution of 
potassium iodide tablets, particularly for the most vulnerable groups (pregnant women, 
school -age children). It should be noted that the improvement in living conditions and 
nutrition within the general context of socioeconomic development had also greatly 

• contributed to the substantial decrease. 
All those measures formed part of the national programme, and a recent evaluation had 

shown a considerable decrease in the most serious disorders, such as cretinism, goitre and 
impaired mental function. The potential effects of iodine deficiency or of iodine treatment 
in retardation of mental development were being studied. The local conditions, experienced 
medical and health personnel and the very good results achieved made collaboration with WHO 
recommendable, so that the positive experience of Romania could be shared with other regions 
concerned. 

Romania had co- sponsored the draft resolution and was ready to participate actively in 
its implementation. 

Dr VASSILEVSKI (Bulgaria) expressed appreciation for the report by the Director -General 
arid endorsed WHO strategy for the eradication of iodine deficiency disorders. Bulgaria was a 

mountainous country and endemic goitre had been a problem. The problem had, however, been 
solved through the systematic application of preventive methods. Efforts had been made to 
improve the general conditions that led to iodine deficiency disorders. For example, 

measures had been taken to improve the general standard of living, to increase health 
awareness, to detect toxic elements and to encourage a proper diet. 

Specific preventive measures included the use of iodized salt and potassium iodide 
tablets. Information was transmitted to the Ministry of Health and other ministries 
concerned regarding the iodine requirements of both humans and animals. The Ministry of 
Health then issued directives concerning the production, transport, storage and sale of 

iodized salt. Common salt was enriched with iodine on a large scale, production control 
being carried out by the Ministry of Health. High -risk groups, such as children up to the 
age of 20, pregnant women and breast -feeding mothers received additional preventive care 
including iodized oil injections. In addition, nurses or health workers distributed 

potassium iodide tablets to children in nurseries and kindergartens. High -risk groups were 
screened for thyroid disease, and a decrease in such diseases had been noted. Expereince of 
over 30 years had shown that good results could be achieved with the correct policies, 
intersectoral collaboration and relatively limited resources. 

He asked for Bulgaria to be added as a co- sponsor of the draft resolution. 

Dr JEANES (Canada) congratulated the Australian delegation on the clear and concise 
presentation of the subject and fully endorsed the draft resolution. He asked for further 

clarification on the cost of prevention of iodine deficiency. 

Dr SAWA (Japan) asked for information on the relationship between existing programmes on 

iodine deficiency disorders and the proposals contained in the draft resolution. In 

addition, as the draft resolution appeared not to show clearly the financial implications, he 

requested the addition of a subparagraph enabling the Executive Board to look both at the 

financial implications and progress, before the World Health Assembly. 

Dr BURKE (Belgium) said that Belgium had for many years provided assistance in the 

control of iodine deficiency disorders by making experts available, providing laboratory 
equipment for the measurement and analysis of hormonal deficiencies, organizing campaigns to 
assess the incidence and study the epidemiological aspects of iodine deficiencies, and 

through health education activities promoting the use of iodized salt. He endorsed the draft 

resolution arid asked for Belgium to be included as a co- sponsor. 

Professor SALOMON (Brazil) said that cretinism and endemic goitre were still serious 

health problems in Brazil. The activities undertaken by the Ministry of Health, in 

particular the iodization of salt and the use of potassium iodide, had nevetherless produced 

good results. Briefly, the activities were: first, the epidemiological surveillance of the 

incidence of goitre, and the iodization of salt; secondly, the donation by the Government of 

Brazil of potassium iodide to the 190 salt -producing enterprises in the country in order to 

iodize the salt they produced for human and animal consumption; thirdly, the development of 

simple equipment to dose iodine into salt in field conditions; and fourthly, the organization 

of 30 reference laboratories at strategic places throughout the country to determine iodine 

levels in salt. Those measures had reduced the prevalence of goitre from 30% in 1975 to 
around 14% in 1986. 
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The delegation of Brazil agreed with the delegation of Australia that it would be 

possible to control endemic goitre and cretinism within a decade, and fully supported the 

draft resolutions. 

Dr PRADILLA (Chief, Nutrition) thanked the countries that had supported the draft 

resolution. The problem could be dealt with simply and effectively through national 
programmes. 

The delegate of Canada had raised the question of cost. It was estimated that iodized 

salt would cost US$ 0.03 to US$ 0.05 per person per year, and iodized oil injections would 

cost about US$ 0.10 per person per year. The cost was thus low. There was insufficient 

information on the oral administration of iodized oil to establish an exact cost but it would 
probably be somewhere between the costs of the other two methods. Regarding related 
programmes, efforts were being made at the regional level of WHO, especially in the 
South -East Asia Region where a strategy for the control and eradication of iodine deficiency 
disorders had been developed. This type of activity was to be carried out in other regions, 
and would identify constraints at country levels requiring financial or technical support. 
Concerning the financial implications, several areas required significant inputs, not solely 
related to the programme. In some cases, it was necessary to increase the capacity of 
countries, say, to develop programmes or to supply equipment. UNICEF had included iodized 
oil in the UNIPAC system, so that the availability of iodized oil could if necessary be 
guaranteed at any time. The cost of buying iodized oil might require external support. WHO 
activities were constrained by the budget and by budgetary reductions, so that most of the 

activities would have to be funded from extrabudgetary resources. In that context, he called 
for support for the regional offices that faced the greatest problems with iodine deficiency 
diseases, especially the South -East Asia Region and the African Region. 

Mr SТROJWAS (Poland) asked for Poland to be included as a co- sponsor of the draft 
resolution. 

Dr DE SOUZA (Australia) proposed, in view of the concern expressed about the possibility 
of financial implications, that paragraph 2(5) of the draft resolution be amended to read: 

to report to the World Health Assembly on progress in this area including the financial 
aspects ". 

It was so agreed. 

The draft resolution, as thus amended, was approved. 

4. FIFTH REPORT OF COMMITTEE B (Document А39/50) 

Mrs CARON (Canada), Rapporteur, read out the draft fifth report of Committee B. 

The fifth report of Committee was adopted. 

5. CLOSURE 

The CHAIRMAN thanked all concerned for their assistance and cooperation and declared the 
work of the Committee completed. 

The meeting rose at 10h50. 


