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TWELFTH MEETING 

Thursday, 14 May 1987, at 14h00 

Chairman: Dr S. D. M. FERNANDO (Sri Lanka) 

later: Dr H. S. HELMY (Egypt) 

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1988 -1989: Item 18 of the Agenda 
(Documents P8/88 -89 and ЕВ79 /1987 /REC /1, Part II) (continued) 

PROGRAMME POLICY MATTERS: Item 18.2 of the Agenda (Documents PB/88 -89 and EB79/1987 /REC /1, 
Part II, Chapter II) (continued) 

Health science and technology - disease prevention and control (Appropriation Section 4: 
Documents РВ/88 -89, pages 195 -268; ЕВ79 /1987 /REC /l, Part II, Chapter II, paragraphs 53 -73; 
A40/4; A40/5; А40 /INF.DOC. /4; and A40 /INF.DOC. /8) (continued) 

Disease prevention and control (programme 13) (continued) 

Professor HIZA (United Republic of Tanzania) said that the disease prevention and 

control programme was of particular importance, the more so in the developing countries 
because most of the common diseases were preventable. Every Member State undoubtedly 

regarded child survival as a priority and immunization, together with balanced nutrition and 
environmental sanitation, was therefore the most important activity in disease control among 

children. In tropical countries, vector control was inseparable from other activities for 
the control of the majority of endemic diseases, such as malaria, schistosomiasis, 
onchocerciasis and trypanosomiasis. 

In the United Republic of Tanzania, the Department of Community Health in the Faculty of 
Medicine of the University of Dar -es- Salaam, in collaboration with WHO, had started a master 
of science course, for tropical disease control, which emphasized research. Popularization 

of the use of oral rehydration salts had led to a considerable reduction in infant mortality 
from diarrhoea. As was evident from the smaller number of new cases, the 

tuberculosis /leprosy programme, supported by WHO and donor agencies, was proving successful. 
The delegation of the United Republic of Tanzania endorsed the provisions for all 

components of programme 13 (Disease prevention and control). 
They must beware not to relegate the sexually transmitted diseases programme to a lower 

place on the list of priorities because of the advent of AIDS. 

Dr BARAL (Nepal) said that, in Nepal, WHO, UNICEF and USAID were supporting the national 

diarrhoea) diseases programme. While WHO provided cooperation in the overall management and 
activities of the programme, UNICEF's support was in the local production of oral rehydration 

salts and in communications and USAID, through its Child Survival Fund, supported the 
national paediatric society in regard to training, which was of prime importance. Instead of 

the different agencies acting separately, it would have been more efficient for their 
contributions to have been pooled and for them to have engaged in joint activities, in that 
way reducing duplication and confusion to a mimimum. 

The National Paediatric Society and its member paediatricians were the leaders of the 
diarrhoea) diseases control programme and, in association with the national children's 
hospital, were carrying out the training of the senior health staff needed to extend oral 
rehydration therapy throughout the country and to establish peripheral units that could, in 
turn undertake the training of primary health care workers. Their efforts had been fruitful, 

since more and more clinicians were becoming convinced of the benefits of oral rehydration 
therapy, treatment at home, and feeding a child when it had diarrhoea. Parents and the 

public readily accepted the advice of paediatricians on hygienic child care. Thus WHO had 
acted rightly in collaborating with the International Pediatric Association and its member 
society in Nepal in organizing a national workshop on diarrhoea) diseases control and oral 
rehydration therapy in child care. 

Health workers in remote areas were discouraged from engaging in simple, small -scale 

operational research on treatment and intervention because any proposal for support was 
subjected to rigorous peer review. WHO would do well to support such small -scale research in 
order to attract more health workers into the diarrhoeal diseases control programme, leaving 
large -scale research to workers at the national level. WHO support would also be 
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beneficial for workers who were trying to promote oral rehydration therapy and to carry out 
research, to enable them to attend international and regional meetings on diarrhoeal 
diseases, such as the forthcoming Asian Conference on Diarrhoea) Diseases, to be held in 
Sri Lanka in September 1988. 

With the limited manpower available it would be more efficient for the various child 
care activities, including training in the control of acute respiratory infections and in 
immunization, to be combined, together with a sentinel surveillance system covering all the 
diseases. 

Dr BOWEN- WRIGHT (Jamaica) said that her delegation supported the proposed diarrhoeal 
diseases control programme. 

In regard to that part of the objective of programme 13.1 (Immunization) that spoke of 
other selected immunizations, she wished to bring to the attention of delegates from other 
developing countries, who might like to hear WHO's position on the subject of a preventable 

disease not included in the programme, the problem faced by Jamaica in regard to immunization 
against rubella. That disease was emerging as a serious cause of morbidity in some 

developing countries. In Jamaica, for example, it was the most common cause of blindness in 
children; because it also gave rise to multiple pathology, they often needed expensive 
rehabilitation measures or other specialist care. Immunization against rubella was therefore 
cost -effective and desirable. 

The epidemiological data available indicated that epidemics of rubella were cyclic; one 
was expected to occur in Jamaica during the next two years. The immunization programme had 
had to be tailored to the financial resources available. Therefore a select group - 

prepubertal girls - had been vaccinated and, of those, only a small percentage had reached 
the age to bear children. Hence the great majority of women of child -bearing age were 
unprotected, unless they had been exposed to the disease unknowingly. 

While struggling to maintain a high coverage rate for the six diseases of the Expanded 
Programme on Immunization, it was difficult to find funds for rubella vaccine which, compared 
with poliomyelitis vaccine, was extremely expensive. She would like information on how 
Jamaica could be assisted with rubella vaccine in the same way as poliomyelitis vaccine was 
donated to a number of Member States, through WHO, by Rotary International. In that regard, 
she noted that under programme level 
for the Americas in 1988 -1989, although there was an increase at regional and intercountry 
level. She acknowledged, in parenthesis, the help in regard to poliomyelitis vaccine of 
WHO/PAlO, UNICEF and USAID. 

The delegation of Jamaica supported the amended version of the draft resolution. 

Dr MINNERS (United States of America) said that he wished to speak in supportive and 
positive terms about programme 13.6 (Diarrhoea) diseases). The delegation of the United 
States of America supported the amended version of the draft resolution, since it clearly and 
appropriately recognized the progress made by WHO. He commended particularly operative 
paragraphs 1(2) and 7(1). 

Clearly the programme was strongly related to child survival. Experience had confirmed 
that oral rehydration therapy could save many lives, could promote growth and sound nutrition 
in children, could reduce hospitalization and the attendant cost, and reduce to a minimum the 
discriminate use of ineffective or even harmful drugs. 

A considerable body of relatively new information had been derived from research in the 
past few years and had led to a better understanding of the effect of oral rehydration 
therapy; for example, it reached beyond the simple treatment of diarrhoea to include 
benefits associated with child feeding. It had also been realized that diarrhoea control 
programmes had to promote the effective use of oral rehydration salts through training, 
especially the training of physicians and other members of the primary health care team. 

Other subjects that must be tackled included management, supervision, monitoring, supply 
and distribution, and how to sustain the demand for the salts. Preventive measures such as 
breast -feeding, personal hygiene, sanitation, nutrition and immunization against such 
diseases as measles were all key elements and complementary parts of primary health care. In 
order to succeed, oral rehydration therapy required an effective health system, an adequate 
infrastructure and the active participation of family members. Programmes for oral 
rehydration could help to bring to light problems in the system as a whole and thus provide a 
basis for making appropriate changes in primary health care. Thus, support for oral 
rehydration therapy could prove to be an effective and an important means of building a 

health infrastructure and of expanding primary health care. 
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The CHAIRMAN drew the attention of delegates to the information document on the Expanded 
Programme on Immunization, which had been brought up to date in April 1987 and was available 
in the conference room. 

Dr DA COSTA DELGADO (Cape Verde) said that the delegation of Cape Verde agreed with the 
proposed disease prevention and control programme, realizing its significance for world 
health, and for health in the developing countries in particular. 

The importance of programme 13.1 (Immunization) was evident because of its effect on 
child health and disease prevention and control. A vertical immunization programme had been 
operating in Cape Verde for ten years. An analysis of the results had shown that it now 
needed to be expanded horizontally within the health structure, so that it reached the 
outlying rural areas. After a field study, a national plan of action had been drawn up which 
would reinforce field activities and which reflected the Government's political commitment to 
the programme. Measures for the effective training of personnel were also under way. With a 
view to reducing the high drop -out rate - for diphtheria -pertussis- tetanus vaccination it was 
about 30% - the WHO recommendations were being followed, in conjunction with an aggressive 
information programme, using the mass media. 

With regard to programme 13.3 (Malaria), the deteriorating global situation was 
absorbing a large proportion of resources. The fight against malaria needed to be better 
programmed; he was convinced that, if the programme proposed for 1988 -1989 were put into 
effect by Member States, there would be an improvement, despite the diminished resources. To 

counter the deteriorating situation in Cape Verde, great importance was attached to 
cooperation between countries in the same region and also to interregional cooperation, in 

both training and the exchange of technical and operational information. 
The importance of programme 13.6 (Diarrhoeal diseases) as a major public health problem 

was reflected in the reports of the Director -General and the Executive Board. In Cape Verde, 
in 1985, 93% of deaths from diarrhoeal diseases were in infants aged less than five years, 
corresponding to a death rate of 6 per 1000. Diarrhoeal diseases accounted for 39% of deaths 
among children under 5 years of age, a very high figure that gave some idea of the magnitude 
of the problem. A diarrhoeal diseases control programme which followed the WHO guidelines 
had been put into effect. It included training, surveillance, and rehydration therapy, 
improved management and evaluation. Unfortunately, the contributing causes, such as drought, 
lack of an adequate water supply, environmental sanitation and poor nutrition could not be 
rapidly overcome. Diarrhoeal diseases were a global problem, comparable to AIDS, but with 
the difference that they had clearly defined frontiers. Without international solidarity the 
developing countries, particularly the poorest among them, would be unable to combat either 
scourge. The delegation of Cape Verde therefore supported unreservedly the amended version 
of the draft resolution. 

Dr ODDO (Italy) said that his delegation had participated with keen interest in the 
discussions on AIDS and fully shared the concerns expressed by the delegates of other Member 
States. However, it was hoped that the strong emotional response to the problem posed by 
AIDS would not undermine the efforts that had been made to control other diseases, especially 
malaria, which was still widespread in most tropical and equatorial countries, killing 
thousands of people especially children and adversely affecting productivity and social and 
economic development. The growing resistance of vectors to insecticides and of parasites to 
drugs was a serious obstacle to both prevention and therapy. The new malaria control 
strategy called for an epidemiological approach, taking into account the local factors 
involved in transmission and the particular problems posed by vectors, parasites and 
ecological, social, cultural and economic conditions. Progress in that respect was slow, not 
only for financial reasons, but also because of the shortage of qualified personnel and 
uncertainty as to the best method of organizing malaria control in specific local 
situations. Training and scientific research were therefore crucially important. For 
several years, Italy had been collaborating with WHO in the organization of regular training 
schemes on malaria for young physicians and other health workers. Italy was also 
participating in epidemiological research and promoting malaria control in a number of 
African countries. It was also contributing to the Special Programme for Research and 
Training in Tropical Diseases, to research on vectors, on parasitology, on the development of 
a malaria vaccine aid on new diagnostic methods. Such efforts should be stepped up, and 
Member States were urged to consider the possibility of increasing their contributions to the 
Trust Fund for the Special Programme for Research and Training in Tropical Diseases with a 
view to promoting training and field research, which was needed not only for testing new 
malaria control methods, but also for studying local epidemiology in greater depth. Every 
effort must be made to support the Organization in its merciless struggle against malaria. 
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Mr GHACHEM (Tunisia) commended WHO for the results achieved in immunization and 
diarrhoeal diseases control. However, it was most unfortunate that the provision for 
programme 13.1 (Immunization) was so small. It might be feasible to extend the immunization 
coverage to 70 %, 90% or even 100 %, but that task was bound to present difficulties because 

the population not yet covered generally lived in remote, inaccessible areas. Efforts and 

resources must therefore be increased. However, funding from the regular budget had not 

increased and funding from other sources had actually substantially declined. He therefore 
urged the Director-General to appeal to donor countries for support. The objective of 

universal immunization was on the point of being achieved, but success depended entirely on 
the continuation of the programme. 

Professor MULLER (Netherlands) said that his Government attached great importance to the 

Expanded Programme on Immunization and had supported it extensively over the years. The 

activities proposed in the programme budget indicated what should be done to attain the 

ambitious target of making immunization available to all children by 1990, but some of the 
figures cited in the situation analysis gave reason to doubt whether that target could be 
attained. He did not wish to suggest that the target should be dropped, but reaching it 
would require extraordinary efforts which might be difficult to sustain and might divert 
resources from other health care activities. Technical cooperation and international support 
would in any case be required for many years to come. 

In regard to the disease vector control programme, he welcomed the emphasis on 
intersectoral collaboration through the Panel of Experts on Environmental Management for 
Vector Control. In water resource development projects, control of vector -borne diseases 
should be the concern of engineers, agronomists and health workers alike. Biological vector 
control and environmental control must be vigorously promoted. The worldwide lack of 
suitably trained manpower for vector control was a serious problem; his delegation therefore 

endorsed the priority given to support for postgraduate training and career development of 
medical entomologists. 

The proposed programme budget failed to clarify whether research activities would cover 
the primary health care sector, in other words, whether studies would be done on how the 
community could be mobilized for self -protection activities by, inter alia reducing contact 
with vectors, on what types of health education would be effective, and on how the help of 
community members could be enlisted in the work of entomological surveillance. 

The contingency measures required for the biennium 1988 -1989 had prompted budget 
reductions of as much as 12% for the disease vector control programme, and his delegation 
would like to know why other programmes had been penalized less heavily. 

There appeared to be a discrepancy between the situation analysis and the targets under 
the malaria action programme. Under target 1, it was difficult to understand what was meant 
by a malaria morbidity of less than 1% - did that mean prevalence, annual incidence, or 
proportional morbidity? 

It was unlikely that chemoprophylaxis alone would be an adequate basis for involving the 
community and its primary health care workers in malaria control, particularly when drugs 
such as mefloquine had to be used in areas where chloroquine resistance prevailed. Attention 
should also be given to the reduction of man -vector contact by the use of repellents and 
mosquito nets and the elimination of breeding places and to the health education needed to 
accomplish those objectives. Emphasis should be placed on the need for basic health services 
to support primary health care activities. 

Improved parasitic disease control would depend as much on primary health care as on 
environmental management and improved diagnostic and therapeutic tools. None of those 
approaches had so far led to dramatic success, although substantial progress had been made in 
some respects. Schistosomiasis and trypanosomiasis could now be controlled by relatively 
simple means provided that the community participated, and it was hoped that the relatively 
modest financial support required to enable WHO to play a catalytic role would remain 
available. The budget for parasitic diseases for 1988 -1989 in the African Region, was to be 
cut by 75% and he would greatly appreciate an explanation of that drastic reduction. 

The Special Programme for Research and Training Tropical Diseases had played an 
important role in coordinating the technological research required to develop useful tools 
for disease control. With the rapid developments being made in molecular biology and 
immunology, new techniques were constantly being made available and were likely to make 
disease control more practicable but, for that purpose, close coordination between control 
programmes and researchers was required. Epidemiologists and social scientists could serve 
as intermediaries, but a great deal of work had to be done to expand the two disciplines 
where they were most needed: in the endemic areas, his Government had great confidence in 
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the capacity of the Special Programme to continue to contribute to research and research 
training throughout the world for the purpose of improving tropical disease control. 

The Netherlands welcomed the progress being made in the implementation of national 
diarrhoea) diseases control programmes and research, but a wide gap remained between access 
to oral rehydration salts and effective use of oral rehydration therapy which, as one of the 
main elements in the prevention of diarrhoea -associated dehydration, was difficult to promote 
and to measure. His delegation was a sponsor of the resolution on diarrhoea) diseases 
control and wished to suggest that the sixth preambular paragraph should be amended by 
replacing "non - watery diarrhoea" by "dysentry ". 

It was noteworthy that AIDS, which would obviously have an impact on the activities of 
all the programmes covered under section 13, had not been mentioned under any of those 
sections. The situation would probably be very different in 1989. 

Dr SADRIZADEH (Islamic Republic of Iran) supported the Diarrhoea) Diseases Control 

Programme and the resolution recommended in resolution EB79.R8 of the Executive Board on that 
subject. 

It was commendable that, by the end of 1986, 87% of the target countries had had 
national diarrhoea) diseases control programmes, while annual production and use of oral 
rehydration salts had increased remarkably. Considering the role of diarrhoea as one of the 
major causes of morbidity and mortality in children under five years of age, and bearing in 
mind that both morbidity and mortality were preventable, the importance of the programme was 
clear. Fortunately, there were effective strategies in improved nutrition, including 
breast -feeding, and in the use of safe drinking water, sanitary excreta disposal and personal 
and domestic hygiene. Moreover, oral rehydration therapy as an appropriate technology could 
reduce diarrhoea) diseases mortality by 67 %. 

In response to the establishment of a global Diarrhoea) Diseases Control Programme by 
WHO, most of the "target" countries, including the Islamic Republic of Iran, had developed 
national programmes in close collaboration with WHO. The global programme had grown rapidly, 
and good progress had been made by WHO and Member States. The biennial programme proposals 
were comprehensive, providing the countries with ideas for further development of their 
national programmes. 

Dr BILIKER (Turkey) said that child health activities such as immunization, control of 

diarrhoea) diseases and respiratory infections, and nutrition should receive priority in 
disease prevention and control. Low -cost intervention programmes could save millions of 

lives. The Turkish Government had started EPI in 1985 as a first step in the child health 
improvement programme. His delegation was grateful to UNICEF, WHO and other international 
organizations for their technical and financial support. 

As a result of its experiences in EPI, Turkey had strengthened the primary health care 
infrastructure and established a new monthly monitoring programme for infants. Special 

emphasis was given to training, intersectoral collaboration and coordination in that field. 
The immunization programme was part of the campaign to reduce infant mortality. All 

developing countries faced infant deaths caused by diarrhoea) diseases, and use of oral 
rehydration salts (ORS) in the treatment of diarrhoea) diseases was the main means of control 

However, research on fluids available for home therapy in addition to ORS should be 
continued with a view to devising cost-effective and feasible programmes. 

The Turkish delegation supported the programme budget proposals for programme 13. 

Mr LESETEDI (Botswana) said that his delegation supported the Diarrhoea) Diseases 
Control Programme, with some reservations. The shift of emphasis in training from the higher 
to the middle levels of national programme management personnel mentioned in paragraph 7 of 
section 13.6 should take place slowly. A number of countries, including his own, still 
required high -level programme personnel to counteract the effects of attrition. The 
achievements of the morbidity, mortality and treatment surveys were laudable, but surveys 

should be conducted on other questions; in Botswana, a study on the understanding of, 
attitudes towards and practice of oral dehydration therapy had been found to be necessary. 

Although his delegation welcomed the increase in the country budget under the Diarrhoea) 
Diseases Control Programme, it would have preferred the regional and intercountry budget, 
particularly for the African Region, to have been supplemented rather than cut. 

Mr JABBAR (Bangladesh) said that diarrhoea) diseases were a major threat to the health 
and life of almost every child living in conditions of poverty and squalor in most developing 
countries; control was a health priority in Bangladesh, as in many others. 
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Bangladesh was one of the co- sponsors of the amended draft resolution and believed that 

four points were essential. Firstly, the programme for the control of diarrhoeal diseases 

must be integrated in the primary health care system to ensure better management, as vertical 
programmes could not have the necessary impact. Secondly, the control of diarrhoeal diseases 
must be the responsibility of the respective countries and would require the active 

participation of the people, communities and local leaders. Certain aspects of control 

transcended activities in the health sector. Thirdly, although oral rehydration therapy had 
saved thousands of children in Bangladesh, increasing numbers were now becoming chronic cases 

and the therapy was not sufficient to save them. Finally, improvement of sanitation, the 
supply of safe drinking- water, regular and easily accessible primary health care services and 

research on diarrhoeal diseases should be given special attention. 

Dr VISHWAКARMA (India) said that in order to achieve the EPI objective by 1990 the 

programme in India was being expanded in phases during the Seventh Plan period to achieve 

100% coverage of pregnant women with two doses of tetanus toxoid and of 85% of infants with 

three doses of DPT and poliovirus vaccine and a single dose of BCG and measles vaccine. Mass 
immunization had started in 1985 -1986 with 30 selected districts and the catchment areas of 

50 medical colleges, with the aim of achieving very high coverage. In 1986 -1987, 62 more 
districts and the rest of the medical colleges had been included; the other districts would 

be covered in subsequent years so as to achieve immunization of all eligible infants and 
pregnant women by the end of 1990. The objective was to bring down the current mortality 

rate of 104 per thousand live births to 87 by the end of 1990 and below 60 by the year 2000. 
WHO was providing consultants, fellowships, funds for group educational activities and 

some equipment. UNICEF was providing cold -chain equipment, publicity materials, training in 
cold -chain management, measles vaccine for the whole Seventh Plan period; and chemicals, 

equipment and spare parts for vaccine -manufacturing institutes. 

Public awareness was being heightened by regular use of TV and radio, posters and other 
audio -visual means in addition to direct individual communications; those efforts had been 
intensified since 1986. Other government departments, voluntary organizations and autonomous 

bodies were being fully involved to ensure effective implementation of the programme. 

India was self -sufficient in the production of the EPI vaccines, except those against 

measles and poliomyelitis. A pharmaceutical company in Bombay had started manufacture of 
polio vaccine, which was otherwise imported; Rotary International has also offered to supply 

oral polio vaccine. An increase in the production of other EPI vaccines in India was 

envisaged under the Seventh Plan. 
The vector control programme in India had no shortage of trained staff but few 

resources, as resistance to DDT was widespread and more expensive insecticides had to be 
used. Biological methods of control were thus becoming important; the Government had, for 

example, banned the export of frogs. Vaccination of pigs was being considerd to check the 
spread of Japanese encephalitis. Safe water supply and treatment of infected water, as well 
as health education, were also resorted to. Immunological methods of examining blood meals 
in arthropod vectors, and information storage and retrieval on vector control, would be 

useful subjects for consultations under the WHO programme, which his delegation supported. 
Under the national malaria eradication programme, since the implementation of a modified 

plan of operation in 1977, malaria incidence had started declining, although the number of 

deaths appeared to have increased owing to an improvement in the reporting system. As at 

31 March 1987, reports from 20 states and Union territories showed a decline both in total 

malaria cases and Plasmodium falciparum cases by 17.2% and 2.5% respectively for the year as 

compared with the corresponding period of 1986. However, the states of Andhra Pradesh, 

Gujarat, Himachal Pradesh, Manipur, Meghalaya and the Union Territory of Goa had shown 

increases in total cases in 1987. Owing to slow progress in the malaria control programme, 
the Ministry of Health and Family Welfare had appointed a committee of national and 

international experts to make a thorough evaluation in 1985. The team had submitted its 

report to the Ministry and it had been examined by experts and senior administrators under 
the chairmanship of the Secretary of Health and Family Welfare. As a result, sources of 
malaria in the country had been mapped and shown in order of importance; community 

participation and health education had been intensified; intersectoral coordination had been 
planned; and all other ministries and departments concerned had been contacted. 

Research on malaria continued; a committee had been constituted to study the research 
situation and single out topics for operational and laboratory research. 

The Diarrhoea) Diseases Control Programme was based on simple technology for prevention 
and rectification of dehydration through fluid therapy; 90% of cases could be treated at 
home with rice -water, salt -sugar -solution, lemon water, green -coconut water and other 
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home -made solutions. Oral rehydration salt containing sodium and potassium chloride, sodium 

bicarbonate and glucose, would be required for the more seriously affected 10 %. Health 

education of mothers and the cooperation of community leaders, paramedical workers and 

doctors formed an important component, as did the supply of oral rehydration salts and 

referral services for severely dehydrated patients. 

Large -scale community participation was most important, with education on causes and 
prevention through audiovisual media. Morbidity resulted from multiple complex factors, and 

suitable technology for replacement of fluid loss could definitely reduce mortality; thus 
community involvement was essential in education, the practice of essential hygiene and the 

maintenance of adequate nutrition. 
The national diarrhoeal diseases control programme in India under the Seventh Plan aimed 

to fulfil that objective through press, radio, TV, posters, etc. 

The Indian delegation supported the draft resolution. 

Dr RAKCHEEV (Union of Soviet Socialist Republics) said that malaria was still a serious 

problem in many Member States of WHO. If, as stated in paragraph 7 of the situation analysis 
on page 206 of document РВ/88 -89, there were no major changes that would justify the 
expectation that by 1989 all countries would have substantially reduced the annual malaria 

morbidity to less than 1 %, his delegation considered it would be appropriate to concentrate 
on other tasks, and in particular to integrate national programmes into primary health care 

services, strengthening surveillance and introducing new methods of control. 

Dr WASISTO (Indonesia) commended the progress made in the Diarrhoeal Diseases Control 

Programme, which justified optimism about reductions in mortality among infants and children 
under five years of age. The Indonesian delegation supported the draft resolution on the 
subject, but wished to see more emphasis on public information and community awareness, in 
particular concerning the use of Oral Rehydration Salts (ORS). 

Paragraph 8 on page 222 of document РВ/88 -89 mentioned ORS production figures in 1985; 
what was the estimated number of countries now producing the more stable ORS? 

He noted the slight decrease in the budget paragraph from that programme, but was 
pleased to see that the country allocations had increased, and hoped that there would be an 
increase in support from other sources in coming years. 

Regarding the immunization programme, where there was a significant decrease under 
"Other sources ", he asked how it would affect the outlook with the year 1990 approaching. It 

appeared that national programmes would have to seek more efficient means of implementation 

in view of the budgetary constraints. 

Ms MELDGAARD (Denmark) said that Denmark had firmly supported EPI for a number of years, 

and was involved in bilateral immunization programmes in Africa. She commended WHO for the 
support it provided - particularly the technical support - for national immunization 
programmes. Denmark welcomed the continued improvement in coverage in 1986, as the Expanded 
Programme was an essential element of the Global Strategy for Health for All by the Year 

2000. The gains must be sustained through strengthening of primary health care services, as 
had been stated at the Thirty -ninth World Health Assembly in 1986. It was tempting, 
especially in times of economic recession, as mentioned by the Director -General in his 

opening address to the current Health Assembly, to seek quick results and thereby also 
considerable short -term political and public goodwill. But it should never be forgotten that 
immunization programmes must be part of a comprehensive health care infrastructure if they 
were to have long- lasting and sustained effect. The temptation to create separate, vertical 
delivery systems should therefore be resisted. 

WHO had often emphasized the important link between immunization programmes and primary 
health care; she fully concurred: the main challenges over the next years would be to 
ensure that the accelerated efforts were followed up, that the progress made was maintained, 
and that all immunization activities served to strengthen primary health care as an integral 
component of the locally provided services. 

Mrs ODOURI (Kenya) said that her delegation noted with appreciation the emphasis on 
immunization, which it considered of vital importance for achieving health for all by the 
year 2000. 

Kenya had launched its expanded programme on immunization in 1980; The main objective 
was to make immunization available, free of charge, to all Kenyan children by the year 1990. 
It was operational in all hospitals, health centres and one third of dispensaries. It had 
been integrated into the nursing programme. The estimated coverage of children fully 
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immunized by the end of 1986 was 68 %; the target was 80% by 1990. The strategy for the next 
three years was to increase the number of immunizing centres by 50% and heighten public 

awareness of the benefits of immunization. 
Kenya was grateful to WHO, UNICEF and DANIDA for their financial, material and technical 

support, while remaining fully aware that much coordinated effort was still required if the 
targets were to be reached. Continued support from WHO would be needed. Her delegation 

fully supported the programme budget proposals for communicable disease prevention and 

control. 

Dr GEORGIEVSКI (Yugoslavia) said his Government thought highly of WHO's Diarrhoeal 

Diseases Control Programme and, in close cooperation with it, had launched its own 
programme. Yugoslavia welcomed the allocation of funds under the proposed programme budget 

and was grateful to the other organizations which contributed, namely UNICEF, UNDP and the 
World Bank. Those organizations should continue to provide their support for an effort which 

was of particular importance to developing countries. Finally, his delegation wished to 

cosponsor the draft resolution on diarrhoeal diseases control. 

Dr GHOGOMU (Cameroon) endorsed the programme budget proposals and congratulated the 

Director -General and the Secretariat on the progress made in disease prevention and control. 
His delegation regretted that the parasitic diseases programme was suffering the 

greatest budgetary cut -backs: more than 31% at the global level and more than 75% in the 
African Region. It was paradoxical in view of the ever -increasing number of cases, the 
involvement of more countries in the programme aid the high cost of drugs and diagnostic 
tools. He, like the delegate of the Netherlands, requested an explanation. 

He drew attention to resolution WНА36.31, paragraph 3(3) which had requested the 
Director -General to take appropriate action to further mobilize extrabudgetary support for 
the programme on African trypanosomiasis; he appealed to the Director -General to commit more 
funds from extrabudgetary sources in order to maintain, strengthen and extend existing 
national programmes for which full political support had already been gained. 

Dr GRECH (Malta) said that the Expanded Programme on Immunization was one of the most 
important efforts undertaken by WHO and deserved to be given the highest priority. It 

offered effective means of achieving dramatic reductions in the incidence of the six 
vaccine -preventable target diseases and catalysed for the development of national health 
structures. More emphasis should be given to the integration of immunization activities with 
maternal and child health services and to the reduction of drop -out rates to ensure better 
coverage with multi -dose vaccines. As paragraph 26 of section 13.1 pointed out, it had to be 
assumed that increased extrabudgetary resources would be forthcoming: the figures in the 
relevant table must be construed as a conservative estimate. Finally, every effort must be 
made to attract extrabudgetary resources for such a vitally important programme. 

Professor ORDONEZ CARCELLER (Cuba) said that his delegation supported the programme 

under discussion and wished to refer specifically to sub -programme 13.1 (Immunization). His 

country had extended its successful national immunization programme to cover measles, rubella 
and mumps. With the support of various organizations, it had recently concluded a national 

campaign to immunize the child population from 1 to 14 years of age with the triple vaccine 
against those diseases and had achieved 95% coverage. 

The strategy was designed to avoid such complications as the danger of death from 
meningitis and congenital diseases in children under one year of age, thus helping to reduce 
infant mortality. 

Dr RODRIGUES CABRAL (Mozambique), referring to programme 13.3 (Malaria), and 

particularly to paragraph 10 -13 of the proposed programme budget under that section, said 
that many African countries would have to limit themselves during the biennium to modest 

control programmes aimed at merely reducing mortality. Even that modest goal was endangered 
by the spread of P. falciparum strains resistant to common antimalarial drugs, but it must be 
achieved at all costs. 

The present misuse of antimalarial drugs, which encouraged the spread of such resistant 
strains, was the result of inappropriate diagnosis in cases of feverish syndromes of unknown 
cause. The only way to overcome such misuse was to develop simple and cheap laboratory 

techniques in parasitology, microscopy or serology for application by multipurpose health 
workers in health posts. Such cheap and simple techniques could enable such workers to be 
more selective, to prescribe antimalarial drugs only when the presence of the parasites had 
been confirmed; and to monitor the action of the prescribed drugs on the parasites in the 
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patient's blood so as to decide whether second -line therapy was needed and whether a 
resistant case needed to be followed up to avoid transmission of resistant strains. 

The countries concerned could not afford to train and pay microscopists for every health 
post and it was essential for them to have simple techniques that could be handled easily by 
multipurpose health workers. 

Welcoming the progress reported under programme 13.6 (Diarrhoeal diseases), he strongly 
supported the oral rehydration policies, but pointed out that there were specific features in 
individual countries. Experience in his country in recent years had shown the importance of 
initial studies on the beliefs, attitudes and knowledge of mothers and health workers 
concerning oral rehydration and child diarrhoea. The results of such studies could be highly 
valuable for defining the specific local priorities. In the case of Mozambique, for example, 
the study of existing oral rehydration practices had shown that in order to improve them, 

rehydration must be started as early as possible and larger volumes of liquid must be given. 
Similar findings might emerge in other countries. 

Oral rehydration need not always take the form of packaged rehydration salts, which 
sometimes presented supply and distribution difficulties. In large health units or 
outpatient clinics mothers could be instructed on how to prepare a salt and sugar mixture at 
home, but even those products were sometimes unobtainable. His country's experience had 
shown that home -made porridges could be helpful in reducing mortality from diarrhoea. The 
value of such rehydration practices had to be assessed from the standpoint of values, 

attitudes and beliefs. His country strongly supported the epidemiological component of the 
biomedical research activities proposed in paragraph 11 of the programme. 

It greatly appreciated also the few publications on the programme available in 
Portuguese and commended the Secretariat on its efforts to provide other technical 

publications in that language. His delegation fully endorsed the programme budget proposals 
for diarrhoeal diseases and had co- sponsored the draft resolution on the subject. 

Mr HABIB (Afghanistan) said that his delegation, which supported programme 13 in 

general, wished to comment specifically on sub -programmes 13.1, 13.3 and 13.7. It welcomed 
WHO's cooperation in combating diarrhoeal diseases and successfully implementing the Expanded 
Programme for Immunization in his country, as a result of which mortality from such diseases 
among children under five years of age had shown a reasonable decrease in the target areas. 

With respect to sub -programme 13.3, a country -wide malaria programme had been in 
operation in the Democratic Republic of Afghanistan for a considerable time. During the past 
two years, various malaria control measures had been applied. Control activities, including 
surveillance, active and passive case detection, epidemiological surveys, mass radical 
treatment, spraying operations and physical and biological operations had been intensified. 

Successful fulfilment of the control programme had, however, been impaired by decreases 
in funds particularly from WHO, by technical and administrative problems, by shortages of 
antimalaria drugs and insecticides and other problems. Increased P. falciparum cases (473 to 
date) and cases resistant to 4- aminoquiniline would worsen the situation unless they could be 
properly dealt with. 

It was evident from the situation analysis that malaria continued to be a major public 
health problem in endemic countries. The budget allocation was incommensurate with the 
targets, particularly in the Eastern Mediterranean Region. With a decrease of nearly 50% in 
the regular budget at the regional and intercountry levels, it might not be possible to 
implement all the proposed activities. As a country that was not self -sufficient in malaria 
control and that had no access to other resources, Afghanistan would suffer more than others 
from that budgetary cut, and it hoped that extrabudgetary resources would be forthcoming for 
the programme. 

Dr HADJ- LAКEHAL (Algeria) said that his delegation wholeheartedly supported programme 13 

as a whole and wished to refer specifically to sub -programmes 13.1 (Immunization) and 
13.6 (Diarrhoeal diseases). The responsible divisions should continue their work, 

particularly in the fields of information and research into new formulas and in providing 
support for the training and re- training of medical staff. 

In addition to the essential consideration of according high priority to the 
immunization programme, it was imperative that financing at the country level should largely 
come from the country's own resources. What was necessarily a long -term programme could not 
rely on assistance or voluntary contributions. Since it was a basic priority activity of the 
health services, the programme must be financed by the country itself. 

The organization of immunization campaigns and national immunization days could not be 
regarded as the main strategy, but merely as a support, since the overriding strategy was to 
develop the entire health system in the context of primary health care and make immunization 
a general activity throughout the basic health structure. 
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Once the programme was relatively advanced, the follow up and evaluation process must be 
moved down to the local level. The work of self -evaluation and coverage surveys, in 

particular, could not remain at the national or regional level, since no data were available 
at those levels on which to base strategy adjustments for more rapid progress and more 

efficient use of resources, which might otherwise be wasted. 

His delegation wished to co- sponsor the draft resolution before the Committee on 
programme 13.6 (Diarrhoeal diseases). Since 1984, Algeria had been pursuing a nationwide 
programme for the control of water -borne diseases, particularly diarrhoeal diseases among 

children. Such diseases were the main cause of infant mortality, and immunization therefore 
came within the framework of the national programme for infant mortality control. 

Such programmes must include health -education sub -programmes formulated simultaneously 
with the main programme and developed and implemented under the Ministry of Information to 
ensure that all the jointly responsible intersectoral partners were properly informed. 
Information services should have their own diarrhoeal control sub -programmes for which they 
should be fully responsible, with their own objectives and guidelines aid subject to 

evaluation. The intersectoral nature of the programme meant that all sectors, including 

education, must have their own responsibilities for achieving the common objective. 

Dr BATCHVAROVA (Bulgaria) said that her delegation supported all the programmes 
presented in the proposed programme budget for 1988 -1989, but programme 13.1 (Immunization) 
was particularly topical. Children must be protected against diseases and the number of 
those needing specific preventive action was constantly growing. Further immunization would 
be required in the future as new vaccines were developed, as was hoped, against AIDS and 
other malignant diseases. Only three years remained until the end of the decade, by which 
time, according to the proposed programme budget, significant reductions would have been 
achieved in morbidity and mortality from the EPI target diseases. 

The world situation, excluding the situation in the European Region, was discouraging, 
not so much because of material shortages, since although financial support from the regular 
budget left something to be desired the programme received considerable extrabudgetary 
resources and WHO and UNICEF together provided the necessary material. There were still some 
difficulties with the cold chain, but the great weakness in the implementation of national 
immunization programmes and the main cause of delay was the abandonment of vaccination by 
mothers and their lack of correct informtion. That was a source of considerable concern for 
child health. External assistance could certainly be very valuable but it could only be 
temporary. Experience had shown that the integration of immunization activities with the 
maternal and child health services was highly effective, and she entirely agreed with the 
delegate of Algeria that immunization should not merely be a matter of campaigns but must 
form an integral part of the daily work and a continuing concern of the health services. 
Medical staff needed to have the assistance of the entire community and particularly that of 

women's organizations and Red Cross committees. The media also had a considerable role to 
play in that respect. Her delegation fully supported the programme. 

Dr MOJI (Lesotho), referring to programme 13.6 (Diarrhoeal diseases), emphasized the 

importance of integrated training and provision of services in the Expanded Programme on 
Immunization, diarrhoeal disease management and programme management skills, all of which 
were essential in order to reap the maximum benefit from the limited available resources. 

His country's diarrhoeal disease control policy placed emphasis on early hydration, 
breast -feeding and continued feeding during and after diarrhoea. 

His delegation supported the draft resolution proposed by the Executive Board in 
resolution EB79.R8, with the amendments proposed by the delegate of Switzerland. 

Dr BA (Mauritania) reaffirmed his delegation's support for the Expanded Programme on 
Immunization, which had been highly successful in most countries and whose momentum must be 
maintained. The considerable progress made in recent years was linked up in his country with 
a number of combined and complementary strategies. The mass immunization campaign, which 

included a substantial promotional element, had contributed a substantial share (28 %) to the 
global coverage of the target population, which had stood at 53% in April 1986. It had 

helped to make the people aware of the importance of immunization. A mass distribution of 
vitamin A had taken place in association with the campaign. Although expensive and 
time -consuming, such campaigns had an undeniable promotional value. 

The other strategies were immunization at established centres, which should receive high 
priority with a view to extending it throughout the country, and vaccination by mobile teams 
in rural areas lacking good health coverage. Such mobile teams could diversify their 
activities, particularly in health education and in serving the peripheral areas of major 
urban centres, which were often somewhat neglected, as part of an advanced strategy. 
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Maintenance of the Expanded Programme on Immunization at the desirable level called for 

sustained community participation and measures to arouse public awareness, and the necessary 
resources and incentives must be provided for the purpose. While other organizations such as 
UNICEF, together with countries, might agree to finance the programme, it was nevertheless 
disturbing to note that there was a reduction in the proposed programme budget for 1988 -1989 
for the African Region, since WHO's pilot role and activities should not be diminished. 

He asked whether the statement in the proposed programme to the effect that EPI's 

activities were to be coordinated and developed in the framework of programme 13.13 (Other 
communicable disease prevention and control activities) meant that the EPI activities were in 
danger of dilution. 

Mr JOHNSON (Liberia), commenting on programme 13.3, said that malaria remained one of 
the leading causes of morbidity and mortality in many countries, particularly developing 
countries. The situation was well analysed in the proposed programme budget. 

Although WHO action in the control and eradication of malaria was being frustrated as a 

result of chloroquine resistance, his delegation welcomed the fact that concerted and 
unceasing efforts on the part of WHO and other collaborating agencies had led to the 
development of a new drug and that work on other drugs was continuing. It also noted the 

strategy being proposed for combating the disease. 
Since many developing countries were meeting with constraints in providing an 

appreciable level of health care services for the majority of their citizens, his delegation 
appreciated WHO's constant commitment to the all- important programme concerned, as evidenced 
by the 12.9% budgetary increase for the biennium 1988 -1989. It noted with concern, however, 
that no extrabudgetary funds had been allocated to that important programme at the country 
level in the African region. Referring to paragraph 19 of the programme, he said that the 
African countries urged WHO to make unwearying efforts to attract extrabudgetary resources 
for the programme, which his delegation endorsed. It also supported the draft resolution on 
the subject proposed by the Executive Board. 

Dr HYZLER (United Kingdom of Great Britain and Northern Ireland) suggested that the 

words "improving weaning practices" should be added at the end of operative paragraph 1, 

subparagraph (2) of the draft resolution on diarrhoeal diseases control before the Committee. 

Dr MONEKOSSO (Regional Director for Africa) said, in answer to the delegates of the 
Netherlands and Cameroon, that the difference of US$ 1 145 500 between the 1986 -1987 and 
1988 -1989 allocations for parasitic diseases under the regional and intercountry budget was 
accounted for by the removal of the contribution from the African regional budget to the 
Onchocerciasis Control Programme (OCP). The Committee would note the sum of US$ 54 859 100 
listed under extrabudgetary resources for parasitic diseases; that sum represented the 
budget for OCP, which was equivalent to almost 40% of the total regional budget, taking all 
its programmes together. In view of the present financial difficulties, the Regional Office 
had decided it was unable to continue its contribution to OCP. However, should the regional 
budget return to its former level the contribution could be resumed. In fact, the Regional 
Office's decision had reduced the OCP budget by only a very small amount. Nevertheless, 

delegates were right to point out that the regional budget allocation for parasitic diseases 
was low, in view of the prevalence of such diseases in Africa. They should note, however, 
that the budget allocation for vector control had been increased; it was noteworthy that 
vector control was in fact the most effective strategy against parasitic diseases. 

Dr HENDE &SON (Director, Expanded Programme on Immunization) noted the comments made by 
the speakers and said that their suggestions would be taken into account by the Expanded 
Programme on Immunization (EPI). He shared the concern expressed about the sustainability of 
the programmes, the need to continue extrabudgetary support and the need for national 
programmes to take as much of the support on to their regional budgets as possible. 

In his reply to the points raised by the delegate of Jamaica in connection with rubella, 
he would endeavour at the same time to draw Member States' attention to similar issues that 
would arise in coming years as new types of vaccine became available. Firstly, all aspects 
of the problem that the vaccine was designed to solve must be assessed. Information in the 
case of rubella was often incomplete and conflicting in developing countries; in some the 
congenital rubella syndrome did not appear to be the problem it was in others. Once the 
problem had been defined the next step was to prepare a strategy for using the available 
vaccine to deal with it. An epidemic, such as Jamaica felt it would be facing, was an urgent 
situation that could not be solved by immunizing women of childbearing age but rather called 
for a mass vaccination campaign covering a wide age group. WHO, its regional offices and 
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other regional bodies had epidemiological resources; they should be brought to bear on the 

problem in the service of Member States. In the case of rubella, a routine immunization 

programme for infants was not advisable unless normal immunization coverage of infants, as 

measured by measles vaccination coverage, was above 70 %. Otherwise, as was the case in many 
developing countries, there was a risk of increasing the problem of congenital rubella, since 
circulation of the virus in infants was reduced thus rendering a higher proportion of young 
women entering their childbearing period susceptible to the disease. 

To answer another point raised by the delegate of Jamaica with respect to rubella 
vaccine that was also relevant to other vaccines, such as hepatitis B, AIDS or malaria 

vaccines, WHO was at the service of Member States to help them find the resources to obtain 

new vaccines, perhaps from nongovernmental organizations concerned with the sequelae of the 
disease in question. 

It was true that the budget for the Region for the Americas showed no funds for EPI 

under country programmes, but that was because such funds were probably contained within a 
larger budget item such as maternal and child health. The support given by PAHO to EPI was 
in fact among the best of any of the regions and was unlikely to diminish in the future. 

To answer the delegate of Mauritania, part of the EPI budget in the African Region was 
included under programme 13.13. If a country placed a high priority on EPI activities, that 
would ensure a favourable distribution of those funds to EPI and a continuation of such 
funding. 

In conclusion, he drew the attention of delegates to the availability of a Joint 

WHO /UNICEF Statement on Immunization and AIDS and a WHO /UNICEF Statement on Vitamin A for 
Measles. 

Dr SLOOFF (Director, Division of Vector Biology and Control) thanked speakers for the 

support they had expressed for the programme. With regard to the points raised, he assured 
the delegates of India, Italy and the Netherlands that attention to growing insecticide 

resistance and the rise in cost of alternative, chemical insecticides, to the need for 

energetic biological and environmental control methods, arid the development of primary health 
care approaches to vector control, with particular emphasis on community participation, were 
in fact among the main lines of action of the vector control programme. 

Health manpower development, greater emphasis on which had been welcomed by the delegate 
of the Netherlands, was a continuing concern of the programme, which was cooperating with 
DANIDA, USAID and other donor agencies in setting up vector biology and control courses in 
many endemic countries. Another approach being pursued with industrialized countries was for 

them to provide training in vector biology and control for students from endemic countries 

alongside their own students. In that context, the Assistant Professional Officer Programme 

provided an excellent example of how donor countries could contribute with WHO to the 

training of individuals through a period of time spent with the Organization. To answer a 

further question from the delegate of the Netherlands, the integration of vector control into 
the general health services was an area of special interest. Paragraphs 4 and 10 of the 

programme statement indicated that community participation was a major concern in developing 
methods for vector control that could be used in primary health care, including 

self -protection measures for reducing man- vector contact. AIDS had not been mentioned in the 
programme statement since there was overwhelming epidemiological evidence that insects played 
no part in the transmission of the disease. The programme was, however, in constant touch 
with research institutions to ensure that that epidemiological inference was backed up by 
scientific data. 

With regard to the references to budget cuts, he noted that although the vector control 
programme stood to suffer substantially from reductions in its regular budget allocations for 
1988 -1989, the Director -General had, in principle, recently approved a reorganization of the 
programme that would reduce the number of units from three to two arid at the same time allow 
professional staff to concentrate on training, management and operational aspects of vector 

control in order to provide better guidance for the integration of vector control into 
general health services, particularly primary health care. Bilateral donor support had 

already been pledged to that development. 

Dr NAJERA- MORRONDO (Director, Malaria Action Programme) thanked the delegates who had 

spoken on the programme for their support and constructive comments. He would, however, 

remind them that the proposed programme budget had been designed to implement the targets of 
the Seventh General Programme of Work, a programme drawn up six years previously at a time 
when malariologists had had a different attitude to their role in primary health care. The 
Eighth General Programme of Work, as the Soviet delegate would be pleased to note, 
recommended strengthening the epidemiological services in primary health care to improve 
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ability to maintain the results at present being obtained. The terminology used in the 
programme statement was, admittedly, somewhat specialized; the term malaria morbidity did in 
fact refer to annual parasite incidence. 

As recommended in the Executive Board's report, the proposed programme followed the 
recommendations made by the Expert Committee at its eighteenth meeting to base action on 

epidemiological guidance to ensure proper distribution of functions between general and 
specialized services. The role of the specialized services was to support the health 
infrastructure in order to give the whole population access to appropriate diagnostic and 

treatment facilities which could deal with clinical malaria and refer severe cases and 
treatment failures to a properly equipped referral system. They should also provide health 

education for the promotion of individual and community malaria control activities. Such 
action should be supplemented in special problem areas by the selective application of 

organized vector control based on appropriate epidemiological findings and technical 
capabilities. Those measures would help to reduce the misuse of drugs referred to by the 

delegate of Mozambique - a concern shared by the programme, as such misuse was a major 
contributory factor in spreading drug resistance. The programme statement had noted the 
promising preliminary results given by the use of impregnated bed nets for individual 
protection. Since that statement had been written, further positive results had been 

reported and several countries were considering implementing those techniques through health 
education and community participation to achieve the sustainable, if slow, progress aimed at 
by primary health care. The programme as a whole should concentrate on the training and 
reorientation of health personnel at all levels for their role in collaborating in malaria 
control. In that context, he expressed his gratitude to the Italian Government for its 
pioneering efforts in supporting international training in malaria. Those efforts had not 
only met with great success but had been followed by similar efforts and growing support for 
the coordination of training at the global and regional levels. Such training efforts, 

together with field research, especially epidemiological research, would form the basis for 
the application of the new approaches recommended by the Executive Board on the advice of the 
Expert Committee. 

Dr DAVIS (Director, Parasitic Diseases Programme) thanked the speakers for the support 

they had expressed for the objectives of the Parasitic Diseases Programme. 
In reply to the delegates of Cameroon and the Netherlands, who had specifically referred 

to African trypanosomiasis, he explained that in 1983 resolution WHАЗ6.31 had formalized the 
existence of a small programme entitled Primary Health Care Approach to the Control and 
Prevention of Sleeping Sickness, whose main activities were: national definition of the 
epidemiological situation in endemic Member States; the formation, implementation and 
evaluation of control programmes; the conduct of regular technological training courses in 
association with FAO and the OAU at both interregional and national levels; and ad hoc 

technical support and intermediary services from the Secretariat for supplies and equipment. 
Eighteen of the 36 countries in which sleeping sickness was a problem now participated in 
that programme. They had restructured their own programmes and had achieved markedly 
improved control results. Their response was most encouraging to WHO and confirmed that the 
political will existed to give priority to sleeping sickness control in endemic countries. 

There were, however, great difficulties in funding the programme. Initially, generous 
ad hoc voluntary contributions had been received from Switzerland, the Netherlands and 
Belgium. Complementary funds had been received from the Director -General's Development 

Programme and from the Regional Director for Africa as recommended in resolution WHA36.31. 
The present position was, however, that the regular budget could no longer absorb the costs 
owing to budgetary constraints; outside sources of funds had dried up and six weeks 
previously the programme had almost run completely out of funds. The Director -General had, 
however, stepped in with extraordinary generosity and provided enough funds to maintain the 
programme activities in the immediate future. There was, however, no guarantee that such 
funding would continue beyond 1988. 

Dr CODAL (Director, Special Programme for Research and Training in Tropical Diseases), 

replying to Professor Müller, who had emphasized the important role of epidemiology and 
social sciences in tropical disease research, said that the structure of the programme was 

being modified to increase epidemiological input to the disease -specific groups. Similar 
steps were being taken with respect to social sciences. Furthermore, TDR was entering a new 
phase in that it had about 40 products ready for or undergoing field testing and operational 
research in endemic countries. Such studies provided a new opportunity for training national 
staff in field research. Such combined research and training was already under way and a 
very good response had been received from the countries concerned. 
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Professor Miller had also commented on the lack of information about AIDS in connection 
with the diseases covered by the programmes. Much had happened since the preparation of the 
programme statement about nine months previously; with respect to TDR in particular, the 
programme intended to collaborate closely with the Special Programme on AIDS and had already 
provided it with information on the institutions the TDR programme had strengthened in the 
areas of particular relevance to the Special Programme on AIDS at present - immunology and 
social sciences. In addition, TDR and SPA were planning to hold a joint meeting in late 1987 
on the possible impact of AIDS on clinical and epidemiological aspects of tropical diseases. 

Dr Cabral had mentioned the need for simple diagnostic tests in malaria. Although 
simplification had not yet reached the stage Dr Cabral had hoped for, DNA probes had been 
developed that were as sensitive aid as specific as good microscopy and were well suited to 
screening large samples for surveillance purposes. However, further technological 

development would be necessary to reach the simplicity required for field use in control 
programmes. 

Dr MERSON (Director, Diarrhoeal Diseases Control) said he much appreciated the support 
shown for the Diarrhoea) Disease Control Programme (CDD) and the suggestions that had been 
made. The programme's global targets for 1989 could only be achieved if the targets of 
national CDD programmes were reached, which would require the continued commitment of Member 
States to their implementation. CDD was prepared to continue to collaborate actively with 
Member States in support of that commitment. 

He agreed with the delegate of Nepal on the importance of close collaboration between 
donor agencies, the need to give priority to managerial training of supervisors and, wherever 
possible, to integrate training on diarrhoeal diseases, immunization and acute respiratory 
diseases. That had already been done in many countries, where the CDD supervisory skills 
course served as a foundation for training in a number of primary health care components. 

CDD recognized the need to provide resources for small -scale research to solve operational 
problems encountered in national programmes. Acting on advice from its Technical Advisory 
Group, the CDD programme had accordingly in 1987 greatly simplified the procedures for 
obtaining resources for such problem- solving activities from the regional offices. 

As the delegate of the Netherlands had pointed out, progress made in national CDD 
programmes in 1987 would enable the 1989 targets to be met. There was, however, still a gap 
between access to oral rehydration solutions and use of oral rehydration therapy. A number 
of initiatives had been taken to reduce that gap, including greater emphasis on management 
and technical training and revision of course materials based on national experiences to 

date, as well as a planned increase in communication support of activities. Training and 
communication activities were the priorities for the global programmes over the next three 

years in order to reach 1989 targets. 
Concern had been expressed by the delegate of Botswana over the proposed 1988 -1989 

budget for the African region. Although there had been a decrease in regular budget 
allocations in the African region, the object had been to make funds available at country 
level. Taking into account regular budget and extrabudgetary resources, the budgetary 
allocations for the African region had in fact increased from US$ 2.1 million in 1986 -1987 to 

US$ 2.7 million in 1988 -1989. 
In response to the question from the delegate of Indonesia, he indicated that by the end 

of 1986, 47 developing countries were producing oral rehydration solutions. Local production 
continued to account for about half of global production, which was estimated to have been 
270 million litre -equivalents in 1986. UNICEF continued to be the major external supplier of 
packets. There had been a levelling -off of total production in 1986 as compared with 
1982 -1985, which probably reflected a closer adaptation of production and supply to demand. 

The delegate of Mozambique had referred to the importance of ensuring that national 
programmes had a sound policy on household oral rehydration solutions based on local 
knowledge, attitudes and practices. A decision process had recently been published to assist 
countries in selecting a household solution, taking into account locally available 
ingredients, which would help countries in formulating their national policies. 

The CHAIRMAN drew attention to the draft resolution amending resolution EB79.R8, which 
had been proposed by the delegations of Bangladesh, Denmark, Mozambique, Netherlands, 

Pakistan, Sweden, Switzerland, and Trinidad and Tobago. Under Rules 67 and 68 of the Rules 
of Procedure that text would be considered before resolution EB79.R8. He reminded the 
Committee that, should the draft resolution contained in resolution EB79.R8 be approved, some 
of the information in the third preambular paragraph, dealing with quantitative indicators, 
would subsequently be updated to take account of the more recent information contained in 
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document A40/4. A number of further amendments had been proposed to the revised draft 

resolution by its sponsors and by the delegate of the United Kingdom. The draft resolution 
read as follows: 

The Fortieth World Health Assembly, 

Recalling resolutions WHА31.44 and WHА35.22; 
Having considered the Director -General's report on the Diarrhoea) Diseases Control 

Programme,1 which includes specific reference to quantitative indicators of progress 
towards the control of diarrhoeal diseases; 

Noting with appreciation the progress made in the implementation of national 
diarrhoeal diseases control programmes, resulting in an increasing reduction of 

mortality due to diarrhoea; 
Aware of the recent advances in knowledge of different aspects of diarrhoea 

management, and of current research to develop new approaches and tools for control, 

including simplified methods for prevention; 
Concerned, however, by the toll that diarrhoea) diseases continue to take, 

especially among children; 
Aware of the fact that persistent diarrhoea and non -watery diarrhoea continue to be 

major causes of child mortality; 

Confirming that effective diarrhoea) diseases control programmes, including the 
provision of safe water supply, are the best means of ensuring the recognition and 
control of epidemics of cholera; 

1. REAFFIRMS that: 
(1) diarrhoea) diseases control includes both prevention and proper case 
management; 
(2) for the prevention of diarrhoea) diseases it is necessary also to improve 
nutrition, including the control of nutritional deficiencies, and to promote 
breast -feeding, the promotion of the access to and use of safe water, personal 
hygiene, including in particular hand washing with soap, and sanitation, as well as 
immunization against measles; 
(3) adequate diarrhoea management includes in particular the administration of 
oral rehydration fluid and appropriate feeding during and after diarrhoea; 
(4) diarrhoeal diseases control should be an integral part of primary health care; 

2. STRESSES the role that mothers and the community can play in the prevention and 
correct treatment of diarrhoea, and the need for mothers and those who care for children 
to receive adequate instruction in the preparation and use of oral rehydration fluid, in 
appropriate feeding, aid to receive the necessary training to recognize when referral is 
necessary; 

3. URGES Member States: 
(1) to intensify their diarrhoeal diseases control activities as part of primary 
health care and as one of the priorities for achieving health for all by the year 
2000, giving special attention to activities that can have an immediate impact on 

childhood mortality, while at the same time implementing sectoral and intersectoral 
interventions that can reduce diarrhoea morbidity; 
(2) to recognize that an effective diarrhoeal diseases control programme must 
include careful planning, adequate health manpower training and information, 

effective communication as well as education on health, sanitation, and nutrition 
promotion, adequate production, distribution and social marketing of oral 

rehydration preparations, and appropriate supervision, monitoring and evaluation; 

4. EXTENDS its appreciation to the United Nations Children's Fund, the United Nations 
Development Programme, the World Bank, aid other international, bilateral and 
nongovernmental agencies, for their continued collaboration in and support to the 
WHO Diarrhoeal Diseases Control Programme and to national programmes; 

5. URGES Member States and concerned agencies to further support national diarrhoea) 
diseases control programmes in developing countries, through financial and 
technical cooperation, in particular, through technical cooperation among 
developing countries; 

1 А40/4. 
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6. EMPHASIZES the need for continued adequate financial support to enable the 
Diarrhoeal Diseases Control Programme to carry out its planned activities and 
achieve its objectives; 

7. REQUESTS the Director -General: 

(1) to increase collaboration with Member States in strengthening national control 
programmes in order to strengthen prevention and improve case management, with the 
global targets of 80% access to oral rehydration salts and 50% use of oral 
rehydration therapy by 1989; 

(2) to continue to support biomedical, socio- cultural and health services research 
relevant to diarrhoeal diseases control, with a view to developing and applying 
simplified and effective methods of prevention, diagnosis and treatment, with due 
attention being given to persistent and non -watery diarrhoea; 
(3) to continue collaboration with the relevant research institutions; 
(4) to maintain close and effective collaboration with the United Nations 
Children's Fund, the United Nations Development Programme, the World Bank, 

bilateral and other agencies in carrying out programme activities; 
(5) to make efforts to attract the necessary extrabudgetary resources to meet the 
requirements of the programme; 
(6) to keep Member States, the Executive Board and the Health Assembly informed of 
the progress made in the implementation of the Diarrhoeal Diseases Control 
Programme. 

Dr RAY (Secretary) said that the amendments proposed by the sponsors of the draft 
resolution were as follows: to replace the words "non- watery diarrhoea" in the sixth 
preambular paragraph and operative paragraph 7(2) by "dysentery "; in operative 
paragraph 1(2) to replace the word "promotion" by "provision" and delete the words "in 
particular "; in operative paragraph 3(1), in the French text only, to replace the words "que 
priorité" by "qu'une des priorités"; and in operative paragraph 3(2) to delete the word 
"aid" preceding "nutrition promotion ". 

The amendment proposed by the delegate of the United Kingdom was, in operative 
paragraph 1(2) to insert the words "improving weaning practices," after "breastfeeding, ". 

The draft resolution, as amended, was approved by 66 votes to none, with 1 abstention. 

The CHAIRMAN pointed out that the resolution just approved would supersede Executive 
Board resolution EB79.R8 and that the Committee did not, therefore, need to take a decision 
on that resolution. 

Acute respiratory infections (programme 13.7), Tuberculosis (programme 13.8), Leprosy 
(programme 13.9), Zoonoses (programme 13.10), Sекuаllу transmitted diseases (programme 
13.11), Smallpox eradication surveillance (programme 13.12), Other communicable disease 
prevention and control activities (programme 13.13) 

Professor FORGACS (representative of the Executive Board) said that since, according to 
present knowledge, the revaccination of children in developing countries at the age of 10 or 
12 did not seem to provide additional protection against tuberculosis, the Board had 
recommended that countries should continue to concentrate their efforts on ensuring the 
vaccination of infants. Under programme 13.9 (Leprosy), the Board had emphasized the 
importance of training for health care workers, particularly at the periphery, in the 

effective application of the WHO recommended multidrug therapy through primary health care. 

Professor BORGOÑO (Chile) said that the tremendous effort that had been put into making 
prompt and effective treatment for acute respiratory infections available at primary level 
was well known to all, as was the importance of those infections in infant mortality. For 
those reasons, programme 13.7 deserved the fullest support and should be extended as far as 
possible. 

For the prevention of infant mortality, it was particularly important to monitor the 
resistance of Haemophilus influenzae and Streptococcus pneumoniae to antibiotics. Resistance 
tended to vary from one country to another, so that global, rather than merely local, 
information was a necessity. There should be a few laboratories working at regional and 
subregional level. 
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His delegation welcomed the increase in the allocation for tuberculosis control 
(programme 13.8), since tuberculosis was a preventable and could be a curable disease. As 
control measures could be highly effective and tuberculosis was still among the five main 
causes of death in some countries, it was essential to give the subject the attention it 
deserved. 

Mr CAO Yonglin (China), speaking on programme 13.9 (Leprosy) endorsed the situation 

analysis and the proposed budget allocations submitted by the Director -General. The 
Thirty- second World Health Assembly had adopted resolution WHA32.39 on the intensification of 
WHO activities in leprosy control but, despite the major efforts made, leprosy was still a 
serious problem. The number of leprosy cases was estimated at 10 million, of which some 25% 
would be disabled. There were now effective remedies for the disease in its early stages, 
but its incidence was declining very slowly. 

His delegation wished to thank WHO for its leprosy control activities, including 
chemotherapy and research into new vaccines. He called upon Member States to give more 
support to the programme and to approve the draft resolution submitted by his delegation with 
the co- sponsorship of others, which read as follows: 

The Fortieth World Health Assembly, 
Recalling resolution WHA32.39 and previous resolutions of the Health Assembly and 

the Executive Board regarding leprosy; 
Noting: 

(a) the increasing commitment of several Member States to eliminate leprosy as a 

public health problem in their countries, as part of their goal of health for all 
by the year 2000; 
(b) the significant progress made in recent years in leprosy treatment, including 
the use of new drugs in multidrug therapy, which has made leprosy treatment far 
more effective; 
(c) the very promising research advances being made towards the development of 
early diagnosis, immunology and vaccines, leading to effective leprosy prevention 
programmes; 
(d) the increasing role being played by nongovernmental organizations in leprosy 
control; 

1. URGES Member States with endemic leprosy: 

(1) to allocate adequate priority to and resources for leprosy control within 
their public health services as part of primary health care; 
(2) to strengthen health education through the media and community participation 
with a view to overcoming the stigma and phobias traditionally associated with the 

disease in many societies, and to institute adequate legal guarantees protecting 
the rights of cured leprosy patients; 
(3) to provide improved training in leprosy for health workers of all categories, 
and especially those working in the field of leprosy, to ensure early case-finding, 
accurate diagnosis, and the implementation of multidrug therapy programmes; 
(4) to institute active programmes, including research, for the rehabilitation of 
leprosy patients who have acquired disabilities and deformities; 
(5) to work out a system of awards, prizes and rewards for outstanding 
contributions to leprosy control and research. 

2. REQUESTS the Director -General: 
(1) to continue the successful technical and scientific guidance to Member States 
and to support their multidrug therapy programmes for leprosy control; 
(2) to intensify the Organization's activities in leprosy control by additional 
mobilization and coordination of scientific and material resources directed at 
implementing multidrug therapy, rehabilitation and training; 
(3) to strengthen support for the development of more effective tools against 
leprosy through multidisciplinary research in both the natural and social sciences; 
(4) to intensify the search for improved drugs and vaccines through the Special 
Programme for Research and Training in Tropical Diseases; 
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(5) to promote further the partnership approach between nongovernmental 
organizations, Member States and WHO to achieve leprosy control and rehabilitation 
where necessary; 
(6) to keep the Executive Board and the Health Assembly informed of the progress 
made. 

Dr Helmy took the Chair. 

Dr MONIZ (Cape Verde) said that leprosy and tuberculosis posed a public health problem 

for many developing countries. At present, his country had 918 registered cases of leprosy. 
A vertical control programme had not given good results, and the programme was now being 

integrated into primary health care activities. Health workers visited patients in their 
homes to administer medication and provide health education. Large -scale screening had 

enabled new cases to be detected at an early stage, thus reducing the rate of disablement. A 
tuberculosis control programme, likewise integrated into primary health care activities, 
would be implemented during the current year. 

His delegation wished to become a sponsor of the draft resolution on leprosy. 

Professor HULLER (Netherlands) said that the analysis in the proposed programme budget 
on acute respiratory infections (programme 13.7) gave a balanced view of the problem and of 
the strategies available to reduce mortality. Well- defined procedures for dealing with 
those diseases might be of great importance to any primary health care programme, but there 
was little indication in the analysis of the proven effectiveness of such strategies in 
reducing mortality. 

The programme budget also gave a realistic assessment of the problem of tuberculosis 
(programme 13.8). The target of reducing morbidity among younger age groups and the risk of 
new infection by 2% per annum would be difficult to monitor in places where the notification 
system was deficient, while tuberculin surveys would only provide information over a long 
period. He was surprised to see no mention made of the effect of the AIDS epidemic in 
central and east Africa on the number and nature of tuberculosis cases. 

In respect of leprosy (programme 13.9), it was difficult to assess the meaning of the 
estimated figure of 10 million cases given in the proposed programme budget. Did that figure 
include patients who had completed chemotherapy and those who required medical care because 
of permanent disability? The number of newly -registered cases would be a more meaningful 
indicator. WHO should help to standardize case definitions for use in statistics, including 
those which it used in its own reports. More operational research was needed into the 
present system of disability grading. In order to combat rifampicin resistance, it was 
essential to comply with WHO's recommended multidrug therapy; however, it was difficult to 

carry out such a regime in the primary health care context and particularly difficult to 
ensure the simultaneous intake of the three components of the chemotherapy. His delegation 
awaited with interest the outcome of proposed studies on ways of integrating leprosy and 

tuberculosis control activities. Hе was concerned to note the proposed decrease in country 
allocations for the African and South -East Asia Regions, and was not reassured by the claim 
that those decreases would not necessarily entail a reduction in activities. His delegation 
supported the draft resolution on leprosy. 

In respect of zoonoses (programme 13.10), he said that wildlife, livestock, and 
household pets were still a frequent source of infection in humans. The large -scale 
industrialization of animal husbandry made it essential to develop rapid aid simple 
diagnostic techniques and to pass on existing knowledge to developing countries. New 
techniques could also play an important role in surveillance activities. His delegation was 
concerned about the decrease of over US$ 200 000 in the 1988 -1989 allocation for global and 
interregional activities, proposed by the Director -General in his contingency plan, as shown 
in Annex 1, Appendix 3 to the Executive Board's report; that reduction seemed excessive in 
comparison with the cuts imposed on other disease control programmes. Zoonoses had a 

significant direct and indirect effect on people's health, and deserved to be given more 
attention than they received at present. 

Dr VISHWARARМA (India), speaking on acute respiratory infections (programme 13.7), said 

that such infections were a major cause of preventable deaths in his country. Available data 
suggested that they accounted for over 15% of deaths in children under five and over 20% of 
deaths in all age paediatric groups - a proportion higher than that for diarrhoeal diseases. 
A similar mortality rate could be assumed in other Asian countries. Lower respiratory tract 
infections, especially pneumonia, were particularly dangerous to young children. Various 
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strategies had been evolved to prevent and treat acute respiratory infections, chief among 

them being health education and case management, including treatment with antibiotics. 
Immunization against measles, diphtheria, pertussis and childhood tuberculosis, which were 
already covered by the Expanded Programme on Immunization, had also proved effective. 

Where tuberculosis (programme 13.8) was concerned, in his country the new case -detection 
system had fulfilled over 90% of its targets, but sputum examination in primary health care 
centres still had room for improvement. Tuberculosis centres had not yet been established in 
some regions, and staff were not always able to take advantage of training opportunities 
provided by central government. Resistance to anti -tubercular drugs was a cause for great 
concern and would affect the implementation of the programme in developing countries. 

In leprosy control, his country's record is still satisfactory as regards case 
detection, treatment and discharge. Multidrug treatment had recently been integrated into 
primary health care, and it was hoped that five Indian states would complete the training of 
primary health care staff during the current year. Experience with multidrug therapy in 
endemic districts had been very encouraging. India's leprosy control programme had been a 
subject of independent evaluation in early 1986, and another evaluation project was due to 
begin shortly. 

His country's programme for the control of sexually transmitted diseases had been 
instituted in 1956; it included the establishment of regional training centres, reference 
laboratories, and regional survey and mobile treatment units. That control programme was 
financed entirely by the central Government and provided for the training of medical and 
paramedical staff and interlaboratory evaluation of diagnostic tests used. 

Dr SHIMAO (Japan) said that acute respiratory infections attacked children both in 
advanced and developing countries. However, the mortality rate was much higher in developing 
countries due to malnutrition and weak health services, especially in rural areas. 
Guidelines for the control of acute respiratory infections were being prepared at the 
Regional Office for the Western Pacific with the full support of his country, in the hope 
that their control, based on a new policy, would contribute to the improvement of the 

situation in developing countries. He appreciated the initiatives taken by WHO for the 
control of tuberculosis (programme 13.8) and acute respiratory infections (programme 13.7) 

and his country would continue to cooperate with the Organization in those fields. 
The reports presented at the twenty -sixth world conference of the International Union 

against Tuberculosis, held in Singapore in November 1986, showed that from the 
epidemiological point of view, there were three groups of countries where the technically 
advanced countries, in which tuberculosis was a minor and declining problem, even though it 
still remained a social problem among refugee and immigrant groups and AIDS patients; the 
new industrialized countries, such as Singapore and Korea, in which cases of tuberculosis had 
shown a rapid and marked decline, although prevalence and incidence remained higher than in 
the first group; and the majority of the remaining developing countries where tuberculosis 
remained highly prevalent and where there was no or only slow decline, with over 90% globally 
of new infectious cases and unnecessary deaths from tuberculosis occurring in that group. In 

the countries of the third group the disease was often acquired in childhood or the early 
years of adult life and so endogenous reactivation years, or decades, after primary infection 
would cause tuberculosis to remain one of the serious health problems in those countries for 
decades to come. Research and training facilities should therefore be maintained, as should 
at least one tuberculosis research and training centre. Such facilities were disappearing in 
the countries of the first group, while they were still inadequate in the developing 
countries. In Japan, tuberculosis had been successfully brought under control over the 
previous 35 years, but research and training facilities were still being maintained in 
recognition of the country's responsibility in the global fight against tuberculosis; that 
was why the Japanese Government continued its sponsorship, jointly with WHO, of the 
international tuberculosis training courses and why it also provided bilateral technical 
cooperation in national tuberculosis programmes of several countries. In that context he 
expressed concern that the WHO share in the sponsorship of the training course in Japan which 
was now open to countries outside the Western Pacific Region had been reduced in the proposed 
budget for 1988 -1989. 

It was a matter for reflexion that concern about tuberculosis among the general public 
and among health professionals had been decreasing more rapidly than the problem itself. The 
only way to bring the disease under control was to integrate national tuberculosis programmes 
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into countries' primary health care systems. However, it was easy to talk of integration but 

more difficult to implement it. Tuberculosis could be used as a model for integration of a 

disease control programme into the primary health care system. 

His Government would be pleased to expand both bilateral and multilateral cooperation in 
tuberculosis control, thereby contributing to the strengthening of the global fight against 
tuberculosis. It was according priority in its bilateral and multilateral technical 

cooperation in health care to the control of infectious diseases, including tuberculosis, 

acute respiratory infections, and the Expanded Programme on Immunization. 
His delegation wished to co- sponsor the draft resolution on leprosy. 

Dr CONRAZ (Switzerland), referring to programme 13.7 (Acute respiratory infections), 

concurred with the delegate of India on the relative importance, in terms of child mortality, 
of those infections as compared with diarrhoeal diseases. Many acute respiratory infections 

would respond to treatment with common antibiotics, which could be made available aid applied 
as primary health care by appropriately trained health workers. An interesting methodology 

for the diagnosis and treatment of such infections had been developed under the WHO 
programme. Very often the infections were inadequately treated or neglected at primary 

health care centres, and so the programme's information and training activities were 
particularly important. Care should be taken to integrate control measures into primary 

health care and thus avoid the development of vertical programmes. 

Her delegation supported programme 13 as a whole. 

Dr GHOGOMU (Cameroon) said that he had reviewed with particular interest programmes 13.8 
(Tuberculosis) and 13.9 (Leprosy) and had been impressed at the advances achieved at the 
global level in the control of both those disabling diseases. With growing urbanization in 
developing countries, changing life -styles and the breakdown of the traditional extended 
family, progress so far achieved in the control of those two diseases might well be 
jeopardized by a high rate of non- participation in mass campaigns combined with the high 
drop -out rate during treatment, which promoted the development of drug -resistance. In 

addition, there was the growing phenomenon of "wandering patients ", who travelled from 

country to country. More intensive research work was required to develop simpler and less 
expensive diagnostic techniques and therapeutic tools so that appropriate activities could be 
carried out within the framework of primary health care. More should be done to improve and 
shorten treatment and WHO should emphasize to Member States the need for them to ensure that 
patients received care and were not abandoned to their own resources. 

There was evidence that AIDS aggravated certain infectious conditions. Endemic 

countries should be helped to carry out systematic sero -prevalence tests for AIDS in 
tuberculosis and leprosy patients. 

He supported the draft resolution on leprosy. 

Dr WALLACE (United States of America) said that his delegation was pleased during 

current difficult times to support the draft resolution on leprosy. It was gratified to note 
that WHO was neither so satisfied with the status quo, nor so overwhelmed by present global 
health concerns that it neglected leprosy, a disease which had endured too long and had been 
too poorly understood. It supported the efforts proposed in the draft resolution to 

intensify training and interest of young health professionals at all levels in a career 
contributing to the study, control and eventual elimination of the disease. 

Dr MONEКOSSO (Regional Director for Africa), referring to points raised about budget 

figures for individual programmes, such as leprosy, said that the figure was lower than in 

previous budgets because, in accordance with the planning system, Member States themselves 
decided in which programme areas money was to be allocated. The increase or decrease in a 

figure therefore represented to some extent the interest taken by Member States in the 
programme. At the same time, however, such increase or decrease was a reflection of support 
which Member States might be receiving from other sources. In the case of leprosy a great 
deal of extrabudgetary support, although not sufficient, was forthcoming, and Member States 
therefore seemed to prefer to use WHO funds for other programmes. The funds made available 
by the Japan Shipbuilding Industry (Sasakawa Health Trust Fund) were being widely used for 
leprosy programmes in the African Region, for example. There was a tendency for Member 
States to use WHO resources for infrastructure support, which they were less likely to obtain 
from other sources. 
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Dr PIO (Tuberculosis and Respiratory Infections) thanked delegates for their comments 

and critical remarks with regard to tuberculosis and acute respiratory infections. In reply 
to the question raised by the delegate of the Netherlands concerning the effectiveness of the 
WHO proposed strategy of case management and health education to reduce mortality in children 
from acute respiratory infections, he said that the results of five intervention studies were 

now available - two before -and -after comparisons in Nepal and India, and three concurrent 
comparisons in India, Pakistan, and the United Republic of Tanzania. The range of 

effectiveness, comparing the control area with the intervention area, ranged from 20% to 
60 %. The most recent study had been published in the first 1987 issue of the WHO Bulletin. 

Concerning tuberculosis, the delegate of the Netherlands had asked about measurement of 
morbidity in young people and the risk of infection. Both indicators were parallel and 
followed the same trend. Countries with poor notification could determine the risk of 
infection through tuberculin testing surveys. Statistical techniques made it possible to 
overcome the difficulties arising from BCG vaccination in interpreting the results of those 
surveys. 

Another question referred to the absence of reference to AIDS and tuberculosis in 

Africa. The reason for such absence was that, when the analytical statements in the 
programme budget were prepared, there had been no such information. However, the situation 

had since changed; a paper had been published in the Journal of the American Health 
Association about tuberculosis and AIDS in a hospital in Zaire, in which 30% of tuberculosis 

patients were HIV positive. Discussions were taking place between WHO and the International 
Union against Tuberculosis about surveillance in African countries of the relationship 
between the two diseases. Current chemotherapy treatment was proving very effective in 

treating AIDS patients with tuberculosis, but the duration required to prevent reactivation 
was not yet known. 

In reply to the question raised by the delegate of Japan concerning the reduction of the 
Western Pacific Region budget allocation for the international tuberculosis course in Tokyo, 
he pointed out that the reduction was not an indication of lack of interest, and that the 
amount was compensated by an increased allocation at country level. The Western Pacific 
Regional Office had already made provision to supplement the budgetary amount for the 

tuberculosis course with funds from extrabudgetary sources which were expected to be made 
available in the coming biennium. 

Dr NOORDEEN (Leprosy) thanked delegates for their strong support and constructive 

comments on the leprosy programme. Replying to points raised, he said that the increase in 
the number of cases reported over recent years was largely the result of improved case 

detection activities in a number of countries. The estimated 10 -12 million cases mentioned 
in the programme budget document referred to active cases. Over the years prevalence rates 

for active cases in most countries had tended to remain constant, with only minor 
variations. He agreed with the delegate of the Netherlands that there was a need for better 
standardization of case definition and improved means of measuring the outcome of disability 
prevention activities in leprosy; those issues were likely to be dealt with in detail at the 
forthcoming meeting of the Expert Committee on Leprosy. 

Experience in several countries showed that implementation of multidrug therapy within 
integrated programmes under primary health care was quite possible, provided the health 
service was well organized and health personnel properly trained. Experience also showed 
that patients' compliance with treatment with multidrug therapy was very much better as 
compared with earlier treatment with dapsone monotherapy. The current status of technology 

did not justify use of the term "eradication" regarding leprosy, although some countries had 
referred to eradication in a restrictive manner. However, experience over the past four or 
five years, although limited in time and space, had shown that it was possible to bring about 
major reductions in the total case-load by the effective application of multidrug therapy in 
control programmes. 

Dr BOGEL (Veterinary Public Health), replying to the delegate of the Netherlands, said 

that in view of increasing urbanization and agricultural industrialization, zoonoses problems 
of a new dimension were emerging, particularly in the developing countries. Concerning 
diagnostic tools, new, simple and rapid diagnostic kits for several zoonoses were being 
developed. A genetically engineered highly specific antigen for the serodiagnosis of 

Echinococcus multilocularis was already in use. A new simple colour test - which did not 
require a microscope - for rabies, and similar tests for brucellosis, were also being 
developed. Unfortunately, veterinarians in developing countries were not yet sufficiently 
prepared for the new tasks, particularly in respect of modern means of preventive medicine, 
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including community participation in programme management and intersectoral cooperation. 
Emphasis must therefore be placed on the education and continuing education of veterinarians 

and on transfer of technologies relating to animal production and products. 
The current contingency cuts in the budget were painful, but it was hoped that they 

would be of a temporary nature. In the meantime WHO was making every effort to cope with 
activities through a network comprising two zoonoses centres and over 15 collaborating 

centres, some of which were receiving substantial national support. There was considerable 
enthusiasm for support in the agricultural sector and the Organization's counterpart in that 

sector, FAO, was substantially increasing its input in the new biotechnologies, particularly 

the development of diagnostic tools and activities for strengthening rural development in 
dairy schemes, meat hygiene and fisheries. 

The Health Assembly itself had paved the way in 1986 for improved intersectoral 
cooperation and mobilization of the resources of nongovernmental organizations. Results 
could be seen in the veterinary public health field, where programmes were being jointly 
promoted with the World Veterinary Association for training, the World Society for the 
Protection of Animals concerning ecological aspects, and with other nongovernmental 
organizations. 

The CHAIRMAN invited delegates to consider the draft resolution on leprosy introduced by 
the delegate of China. 

The draft resolution was approved. 

Blindness (programme 13.14), Cancer (including_ International Agency for Research on 
Cancer) (programme 13.15), Cardiovascular diseases (programme 13.16), Other 
noncommunicable disease prevention and control activities (programme 13.17) 

The CHAIRMAN noted that, in addition to the relevant pages of the proposed programme 
budget and the Executive Board report, the Committee had before it two draft resolutions 
bearing a certain resemblance. One, entitled "7 April 1988: World No- Smoking Day ", read as 
follows: 

The Fortieth World Health Assembly, 

Bearing in mind the objective of the World Health Organization contained in 
Article 1 of the Constitution "the attainment by all peoples of the highest possible 
level of health "; 

Recalling resolution WHA39.14 on "Tobacco or health "; 
Expressing its satisfaction at the measures increasingly being taken by Member 

States to reduce smoking; 
Gratified at the decision taken by the Director -General of WHO to declare the WHO 

premises a smoking-free area; 
Noting that on 7 April 1988 the World Health Organization will celebrate its 

fortieth anniversary; 

1. CALLS UPON all Member States, as part of their continuing efforts to reduce the 
smoking pandemic, through all appropriate means including, where applicable, legislative 
and regulatory measures: 

(1) to celebrate 7 April 1988 as world no- smoking day; 
(2) to encourage the population, by all appropriate means, to desist from smoking 
and from using tobacco in all other forms on that day; 
(3) in conjunction with governmental and nongovernmental organizations, to use the 
occasion to launch, or strengthen existing, anti -smoking campaigns and health 
promoting initiatives; 
(4) to encourage vendors to refrain voluntarily from selling all forms of tobacco 
on that day; and 

(5) to inform the Director -General on actions taken in response to this resolution; 

2. CALLS UPON the world press and other media to consider refraining from promoting 

tobacco and tobacco products on world no- smoking day; 

3. REQUESTS the Director -General to report to a subsequent World Health Assembly on 

the action taken in this regard. 
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The other, entitled "Fortieth anniversay of WHO ", read as follows: 

The Fortieth World Health Assembly, 
Noting that in 1988 forty years will have elapsed since the World Health 

Organization was founded, and justifiably proud of the results so far achieved, under 
WHO's guidance and leadership, in many fields of health development, as exemplified by 
the eradication of smallpox from the planet in 1977; 

Deeply conscious, nevertheless, of the immense tasks that still remain to be 

accomplished by countries in order to reach the goal of health for all through the 
implementation of national strategies, paying special attention to the development of 
primary health care in line with the 1978 Declaration of Alma-Ata; 

Aware that these tasks will be greatly facilitated by full technical, moral and 
political cooperation within WHO; 

1. INVITES Member States to intensify their efforts during 1988 and the years to come 

to attain the global goal of health for all by the year 2000, and in particular: 

(1) to mobilize all possible human, physical and financial resources to the above 
end; 
(2) to set in motion social forces which will accelerate the health development 
process through the primary health care approach so that the health and social 
targets set for the end of this century, and unanimously agreed upon by all Member 
States, can be reached; 

(3) to foster still greater collaboration between health authorities, other 
health -related sectors, WHO and all interested nongovernmental and voluntary 

organizations working in health -related fields in a spirit of true partnership for 
health development; 
(4) to ensure the media's interest in and coverage of health programmes and 
health -related activities, emphasizing health systems based on primary health care 
to attain health for all by the year 2000; 

(5) to take the greatest possible advantage of the fortieth anniversary to focus 
the attention of people in all walks of life - from ordinary citizens to the 
highest political leaders - upon past achievements, and present and future 
aspirations of the World Health Organization through appropriate events, 

celebrations and information dissemination; 
(6) to report to the Director -General on action taken or planned, in time for him 
to present a consolidated report to the Forty -first World Health Assembly; 

2. INVITES the regional committees to give strong support to countries in their 

activities relating to the fortieth anniversary throughout the year, and to mark the 
anniversary solemnly on the occasion of their meetings; 

3. INVITES the Executive Board to participate actively in the planning and 

implementation of WHO's action relating to the anniversary, and to suggest appropriate 

ways of celebrating the occasion during the Forty -first World Health Assembly as a 

manifestation of worldwide health solidarity; 

4. REQUESTS the Director -General: 
(1) to use the fortieth anniversary as a global opportunity to inform and mobilize 
all concerned and show to the world that health development is possible through 
international collaboration in an atmosphere of goodwill, consensus aid mutual 
respect; 
(2) to transmit this resolution to the United Nations Economic and Social Council 
with a view to seeking the Council's support for the observance of the fortieth 
anniversary of WHO in pursuance of United Nations General Assembly resolution 36/43 

on the Global Strategy for Health for All by the Year 2000; 
(3) to report to the Forty -first World Health Assembly on action taken or planned 

by Member States and the Organization as a whole; 

5. CALLS UPON the United Nations, its specialized agencies, bilateral agencies, and 
intergovernmental and nongovernmental organizations concerned to observe the 
Organization's fortieth anniversary and, on that occasion, consider measures to 

strengthen further the links with WHO in order to ensure closer collaboration and 
concrete action in support of health in all sectors of development; 
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6. RESOLVES that all delegates to this Assembly shall stimulate urgent and vigorous 
action in their countries to ensure that the anniversary becomes a successful booster to 
the health of people everywhere. 

Professor FORGACS (representative of the Executive Board) said that both the incidence 

and the prevalence of noncommunicable diseases remained high in the developed countries and 
was increasing in the developing countries. Believing in the strong potential for prevention 
and control of many noncommunicable diseases, the Board had noted with satisfaction the 
stimulus provided by WHO to the development of an integrated programme for community health 
in noncommunicable diseases. In that regard, it had fully supported the attention given in 
programmes 13.15 (Cancer (including the International Agency for Research on Cancer)) 

and 13.16 (Cardiovascular diseases) to prevention and early diagnosis, as well as to the need 
for intersectoral action. It had also emphasized the importance of community -based action and 

the role of life -style factors in prevention and control. The Board had fully endorsed the 
increased prominence given to smoking and health under programme 13.17 (Other noncommunicable 
disease prevention and control activities). Although there would be a separate programme 
"Tobacco or health" in the Eighth General Programme of Work the Board had recommended that a 
functional change be made as soon as possible. WHO continued to have an important role to 
play in stimulating and supporting intersectoral action at national level for the control of 
tobacco use. The steps being taken by the Director -General and the Regional Directors in 
consultation with their staff associations to ban smoking on WHO premises were also warmly 
endorsed by the Board. 

Dr MOHITH (Mauritius) said that there was increasing evidence that in almost all 
countries noncommunicable diseases represented a serious and growing public health problem. 
The incidence and prevalence of such diseases in developing countries confirmed that trend. 
A recent survey in Mauritius showed that for a population of one million, the estimated 
figures were 50 000 for diabetes mellitis, over 100 000 with severe hypercholesterolaemia and 
at least 30 000 with hypertension. For the first time, a real situation analysis had been 
carried out in the country by an international team from Australia, Finland and the United 
Kingdom in collaboration with WHO and the Mauritian Ministry of Health. The study had 
provided a basis for the formulation of national strategies and intervention programmes for 
prevention and control. It was obvious that the problems could not be coped with adequately 
by conventional hospital services and that most activities related to education, information 
and encouragement concerning eating habits and healthy living. 

His delegation supported global WHO activities in the implementation of resolution 
WHA38.30 on the prevention and control of chronic noncomniunicable diseases and stressed the 
importance of activities in the development of integrated health programmes through a series 
of demonstration projects at country level. 

The international teaching seminar on epidemiology, planning and designing of integrated 
programmes for community health in noncommunicable diseaes, organized by WHO at global level 
provided an opportunity to train national managers to initiate activities at country level. 
The meeting of national programme managers, to be held in Stanford (United States of 
America), in July 1987, would further help to strengthen international collaboration in that 
field. 

As the problem has a worldwide dimension, all activities should be continued aid 
coordinated at the global level. However, the effective planning, establishment and 
management of national integrated health programmes within the framework of existing health 
care systems would require additional activities and support at the regional level. In that 
context he requested WHO to participate in the organization of a regional seminar, to be held 
in Mauritius, to train teams from countries where noncommunicable diseases had become a 
public health problem. 

Professor ORDONEX (Cuba) supported programme 13 as a whole. 
Referring to programmes 13.16 (Cardiovascular diseases) and 13.7 (Other noncommunicable 

disease prevention and control activities), he said that it was becoming increasingly obvious 
that both groups of diseases were taking on considerable importance for public health in most 
countries. He supported the intensified programme for prevention of those cardiovascular 
diseases and the integrated programme for community health in rionconununicable diseases in the 
context of primary health care. The fight against such diseases must be waged in the 

community and not the hospital. In that context, priority must be given to activities 
involving health promotion and primary prevention both with and for the community. Hospitals 
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and their advanced technology had provided most of the answers to the problems and the 
remaining gaps in scientific knowledge must be filled by means of research within the 
community, where the population was born, grew up, studied and worked, to be followed by 

application of the clinical, epidemiological and social approach in those serious and complex 
health problems. On the basis of such thinking Cuba was implementing its programme through a 
new model of primary health care - the family doctor. A systematic approach integrating all 
three levels of health care had made epidemiological diagnosis easier and was leading to the 
elimination of risk factors among the population. 

Dr HYZLER (United Kingdom of Great Britain and Northern Ireland) was pleased to note 
that it was the last time that smoking and health was to be considered under the programme 
concerning other noncommunicable disease prevention and control activities since, from 1990, 
under the Eighth General Programme of Work, it was treated as a separate programme, as 
befitted its importance. He suggested that the Director -General should consider implementing 
the change functionally before 1990. He welcomed and supported the increased budgetary 
allocation foreseen, despite the reductions that the Director -General had been obliged to 
make. 

He commended the steps taken by the Director -General and the regional directors to 

ensure that a good example was set by banning smoking on WHO premises, and he welcomed the 
cooperation of WHO staff members. 

Dr RODRIGUEZ (Chile) said that cancer control was a high priority in many developing 
countries. The communicable diseases were being brought under control, while cancer, 
cardiovascular diseases and accidents were becoming the main problems. There were many 
different ways and means of dealing with the diagnosis and treatment of cancer. He stressed 
the need to adopt a preventive approach and, in particular, to carry out activities to 
control smoking; such activities had been initiated in Chile on a pilot basis, with the 
support of WHO. He welcomed WHO's cooperation in a large programme of cancer detection, with 
regard particularly to cancers of the uterine cervix and the lung. 

WHO and PAlO were also assisting the cardiovascular disease control programmes. The two 
Organizations had acted as catalysts in the development of local control programmes and 
activities in the countries of the Americas. As epidemiological studies had shown, 
cardiovascular diseases were related to inappropriate life- styles, which could only be 
modified by using a multidisciplinary approach at the primary health care level. Control of 
risk factors should be undertaken in an integrated and coordinated manner, rather than 
separately, so as not to overload the health services. 

Professor MATTHEIS (Federal Republic of Germany) said that her delegation supported the 
objectives of the programmes under discussion. Activities for the control of cancer 
(programme 13.15) were widespread and ranged from prevention to care for the terminally ill. 
It was important to draw attention to the latter as much human suffering could be avoided at 
comparatively low cost if health personnel were well informed about cancer pain relief. 
However, the psychosocial aspects of cancer did not appear to be covered by the programme. 
In the Federal Republic of Germany there was a strong movement in that area. Patients 
required not only physical help, but also psychological and emotional support, and their 
compliance might be poor if that was lacking. Self -help also played an important role, 
especially during convalescence, and took the form of discussion groups either with or 
without the support of professionals. A special programme for psychosocial assistance both 
for children suffering from cancer and for their families would be started at the federal 
level during 1987, and would in due course be evaluated. WHO should also pay adequate 
attention to those aspects. It was also important for WHO to make early contacts with Europe 
Against Cancer, the programme of the European Communities. 

She agreed that prevention of the spread of cardiovascular diseases among younger 
age -groups had a high priority and should include primary prevention and the early detection 
of symptoms that indicated a risk; if that was detected in time, successful treatment might 
be possible. 

Dr RAKCHEEV (Union of Soviet Socialist Republics) said that because life expectancy was 
increasing, other diseases were being brought under control, and risk factors were 
increasing, the importance of the programme on cancer would inevitably also increase. As the 
situation analysis showed, it was urgently necessary to combat smoking, and activities to 
that end should occupy a central place in the primary prevention of cancer. The Member 
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States of the European Region were already undertaking a large -scale goal -oriented campaign 
against the use of tobacco. Early diagnosis remained a difficult problem, whatever the 

structure of the health services. It was therefore still necessary to define the high -risk 
population groups and to screen them. The proposed reduction in the allocation to the 

programme was not justified, since cancer was a global problem and one that was inevitably 
increasing, even in the developing countries. It was particularly important to initiate 

preventive measures, and countries should also draw -up rational cancer control programmes, 
integrated with primary health care. 

With regard to cardiovascular diseases there could be no doubt either that they should 
be given high priority, and the programme as a whole should therefore be endorsed. Special 
attention should be paid to the sections on prophylaxis and the assessment of trends in 

morbidity and mortality. It would probably be advantageous for preventive measures to begin 
in childhood, integrated with those for other noncommunicable diseases having risk factors in 
common. 

He was pleased to note that the development of programme 13.17 (Other noncommunicable 
disease prevention and control activities) had been markedly stimulated by the adoption of 
resolution W1A28.30. He stressed the importance of WHO's initiative in the training of 
national coordinators and in setting up country -level pilot projects on integrated 
prophylaxis. WHO's activities should be strengthened and extended with regard both to the 
individual components of the programme and to the pilot projects. Financial resources would, 
of course, be necessary, and the allocation should be no lower than that for 1986 -1987. He 

hoped that, in the future, greater emphasis would be given to prophylaxis and to the control 
of cerebrovascular accidents. 

With regard to the prevention and control of rheumatic diseases, he noted with interest 
the intention to improve classifications and methods for use in epidemiological studies, as 
well as the exchange of information. Studies on the role of genetic factors in the 
predisposition to certain chronic noncommunicable diseases were also important, particularly 
where genetic markers constituted true risk factors. 

Integrated projects on the prophylaxis of diabetes, a problem which was still extremely 
topical, also deserved special attention; to solve the problem, cooperation between WHO and 
the International Diabetes Federation was called for. The economic efficiency of particular 
preventive medical programmes should be assessed, so that efficient and inexpensive methods 
of prophylaxis and treatment could be developed. 

He wished to propose two amendments to the draft resolution on the fortieth annniversary 
of WHO. He suggested that, in the first preambular paragraph, the words "as exemplified by" 
be replaced by the words "the most vivid example being ". In addition, in the second 

preambular paragraph, a phrase should be added to indicate that the tenth anniversary of the 
Declaration of Alma -Ata also fell in 1988, coinciding with the fortieth anniversay of WHO. 
If those amendments were accepted, his delegation wished to be included among the sponsors of 
the draft resolution. 

Dr GEORGIEVSКI (Yugoslavia) said that the analysis of the situation regarding diabetes 
showed that more than 50 million people throughout the world were suffering from the 
disease. The already large problems resulting from the disease were continuing to increase 
despite substantial progress. It had often been stated at the international level that those 
dependent on daily injections of insulin had no other possibility of extending their lives or 
of leading productive and creative lives. Insulin was therefore a drug that saved lives and 
it should always be available at a reasonable price so that there was no economic barrier to 
access. The call had been made in a number of international forums, such as the 
International Diabetes Federation Congress, for insulin to be freely available to diabetics 
throughout the world. In practice, that would be possible if countries which did not 
themselves produce insulin were able to import it free of duty. In addition, the price 

should be set at a level that all diabetics could afford. His delegation appealed to the 
Health Assembly to find ways and means of informing Member States of his proposal and 
inviting them to consider its implementation. 

Dr MOLNAR (Hungary) commended the information provided to delegates. In Hungary, 

coronary and cerebrovascular diseases were among the major causes of mortality, and it was 
particularly disturbing that morbidity and mortality were very high among the younger and 
most productive section of the population. Hungary had therefore been and was still greatly 
interested in cooperating with WHO in those areas. National programmes on noncommunicable 
diseases thus included the monitoring of cardiovascular diseases, and use had been made of 
WHO's experience in developing programmes aimed at improving prophylaxis. The aims and the 
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proposed activities corresponded to those outlined in programmes 13.16 (Cardiovascular 

diseases) and 13.17 (Other noncommunicable disease prevention and control activities). Such 
an integrated approach to solving the problem of noncommunicable diseases, combined with 

attempts to influence the risk factors common to many of them, was an approach that had 
already been tried and tested in many countries. 

It was obvious that no programme could be implemented without properly trained staff, 
including national coordinators. The organization by WHO of a seminar, to be held in North 
Karelia, Finland, on the training of national coordinators was therefore very important. He 

supported that initiative and hoped it would continue in 1988 -1989. 

Dr SHIMAO (Japan) said that Japan was strengthening its smoking and health programme, 

although the number of Japanese adult male smokers was still among the highest in the 

technically advanced countries. The Sixth World Conference on Smoking and Health would be 
held in Tokyo from 9 -12 November 1987, and he hoped that it would be attended by many of 
those present. 

Japan's Ministry of Health and Welfare had organized an ad hoc study committee on 
smoking and health, which was collecting information worldwide on the health effects of 
smoking and analysing the measures being taken by other governments, as the basis for a new 
antismoking programme. 

The final goal of the WHO programme was to achieve the complete cessation of smoking 
throughout the world. To attain that goal, the programme should be continuous, adapted to 

national conditions and intensified step by step. He was sure that a gentle approach would 
succeed best. 

At present, the antismoking programme was included in programme 13.17 (Other 
noncommunicable disease prevention and control activities). It was of sufficient importance, 
however, to be a separate programme, although it would be necessary to maintain good 
coordination with other relevant programmes. 

Dr VISHWAKARMA (India) said that his delegation fully supported the programmes under 
discussion. 

In India, the national programme for the control of blindness had continued to make 
progress in the past few years, in respect both of infrastructure development and 

performance. More than 50% of local primary health care centres were already able to deliver 
primary eye care, and more than half of them already had a trained paramedical ophthalmic 
assistant engaged in community eye care activities. The number of cataract operations 

performed had consistently increased and the backlog was being reduced. A country -wide 
survey of blindness was currently in progress in order to have a realistic assessment of the 
magnitude of the problem. New areas of intervention included a continuing education 
programme and the strengthening of eye banks. To help the flow of information from the 
grass -roots level, the monitoring of the national programme was being streamlined. 
Additional facilities had been provided to ensure the mobility of programme officers at the 
state level and a monitoring and evaluation unit was being created at the central level. 
Rather than being concentrated on a few centres for tertiary eye care, fiscal resources were 
now being uniformly distributed throughout the country, with special emphasis on the 
development of primary eye care. 

There were an estimated 1 -1/2 million cases of cancer in India at any given time, about 
half a million new cases being added each year. Facilities and treatment were largely 
restricted to urban centres and were too meagre to cater for existing needs. The national 
cancer control programme had been designed to meet that challenge and to assign priority for 
the allocation of resources in a way that would meet India's commitment to health for all by 
the year 2000. The national programme had the following main objectives: (1) primary 
prevention of cancer, particularly tobacco -related cancer; (2) early diagnosis and treatment 
of cancer of the uterine cervix; and (3) distribution and extension of services through 
regional cancer centres and medical and dental colleges. 

Since primary and secondary prevention strategies were only likely to yield dividends in 
the long term, it would be essential to strengthen both therapeutic services and the national 
cancer control programme with the appropriate personnel and equipment. There were 10 
regional research and treatment centres and 24 early detection centres in medical colleges. 
A total of 130 cobalt units had been installed in 87 institutions. The Seventh Five -Year 
Plan included an allocation of about Rs 600 lakhs for cancer activities. 

Two key problems remained unsolved: ensuring the availability of cheap radiotherapy 
equipment and drugs; and the problem of terminally ill patients. Although most countries 
would be able to develop preventive measures specific to cancers and appropriate strategies 
for the control of their main cancers, there would still be a group for whom pain would be 
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intolerable and death imminent. Control with morphine tablets had been proposed. However, 
the question of whether patients should be de- humanized by chemotherapy or radiotherapy 
before death or allowed to die with dignity required some thought. It also raised a further 
question, namely that of euthanasia, a question that had been evaded for a long time. He 
foresaw a time when WHO would have to consider the matter seriously. It was the proper forum 
and he was sure that WHO would have the courage to start a dialogue. 

Dr MINNERS (United States of America) said that smoking was the cause of more disease, 

disability and death in the United States of America than any other single factor. Steady 
progress was being made towards the goal of a smoke -free society by the year 2000. Twenty 
years earlier more than half the citizens of the United States smoked; today less than 30% 
did so. The annual per capita consumption of cigarettes was at an all -time low and young 
males had reduced their smoking by 30% in the past four years. However, there were still 

problems to overcome. Young females had not reduced their smoking, and lung cancer was now 
the leading cause of cancer deaths in women, having overtaken breast cancer two years earlier. 

In the United States Department of Health and Human Services, the Indian Health 
Service's 265 facilities were already smoke -free. Public Health Service facilities would be 
smoke -free in October 1987 as would be the main building in the capital. In addition many 
work -sites in the country were now smoke -free and others were continually following suit. 

The Director -General was to be commended for the active efforts of WHO in calling 
attention to the harmful effects of smoking and for his activities aimed at achieving a 
smoke -free society. His delegation was therefore pleased to be included among the sponsors 
of the draft resolution on a world no- smoking day. 

Dr HADJ- LAKEHAL (Algeria) wished to propose two amendments to the draft resolution on a 
world no- smoking day. In operative paragraph 2 the words in the French version "la presse 
mondiale et les autres médias" did not correspond exactly to those in the English version 
"the world press and other media ". He therefore proposed that they be replaced with the 
words "la presse et les autres médias de chaque pays ". Further, he felt that, subject to the 
agreement of the sponsors, the draft resolution should include a moral appeal to those firms 
that produced and marketed tobacco and other smoking materials to refrain from all kinds of 
advertising on that day, particularly that directed at populations in the developing 
countries. Unfortunately, the Third World appeared to be the future market for tobacco 
products and was thus being systematically attacked by the multinational companies. In 

addition, radio stations were bombarding the population, and particularly the young, who were 
the most vulnerable to advertising. Smoking was increasing more and more in Third World 
countries, although their meagre resources would be better allocated to food and other basic 
necessities. He therefore proposed that an additional paragraph be added to the draft 
resolution as operative paragraph 3, which would read as follows "3. INVITES firms, 
particularly transnationals, which produce, commercialize or market tobacco products to take 
advantage of that day to refrain from promotional activities, particularly those aimed at the 
populations of the developing countries ". Operative paragraph 3 would then become operative 
paragraph 4. 

Dr HASSOUN (Iraq) expressed support for the programmes under discussion. With regard to 
smoking and health, Iraq had taken steps in relation to four target groups, namely the 
general population, health professionals, politicians and tobacco producers. The politicians 
themselves had taken the initiative in that area and a Presidential Decree had been issued 
banning smoking in all official meetings and during Government celebrations. Furthermore, a 
national day for the control of smoking had been declared on 28 October 1986. Since tobacco 
production in Iraq was under Government control, it had been relatively simple also to 
prohibit all propaganda in favour of smoking. Taxes on tobacco had been increased by 200 %. 
With regard to the general population, information and education programmes had been 
launched, aimed particularly at vulnerable groups, such as young people. In February 1986, a 
Ministerial Order had prohibited smoking in the offices of the Ministry of Health. There 
was, of course, no guarantee that such orders would be complied with. Nevertheless, the 
number of people smoking on the premises of the Ministry of Health had since fallen 
dramatically. He expressed satisfaction that WHO headquarters had been declared a smoke -free 
zone as from 7 April 1987. Hе wished to add one more belief to those mentioned by the 
Director -General in his opening address to the Health Assembly, namely his belief that, if 
all countries continued serious efforts to combat tobacco, then we would see by the year 2000 
a smokeless planet and thus a healthier and happier world. As co- sponsor of the draft 
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resolution, the delegation of Iraq would be gratified to see it adopted, in the hope of more 
and more such no- smoking days. He noted with pleasure the creation of a separate programme 
on tobacco and health in the Eight General Programme of Work. 

Dr GRECH (Malta) said that over the years his delegation had consistently supported 
programmes 13.15, 13.16 and 13.17, and had strongly advocated a comprehensive integrated 
programme for the prevention of cancer, cardiovascular diseases and other noncommunicable 
diseases, such as diabetes. It was clear that those diseases took an unacceptably high toll 
in terms of disability and death throughout the world. There were three points he wished to 
stress. First, programmes for the prevention of noncommunicable diseases would provide no 
immediate economic gains, but were rather a long -term investment in health. Second, it was 
an oversimplification to consider noncommunicable diseases in isolation from the overall 
socioeconomic situation. Third, the common causal factors underlying those diseases made 
them amenable to an integrated community -based intervention programme. Thus, measures to 

control one of the diseases would also have an impact on the others, as had been observed in 
the diabetes project in Malta. 

Dr AL -SAIF (Kuwait) said that the co- sponsors of the draft resolution wished to mark 
7 April 1988 as a no- smoking day, to coincide with the Fortieth Anniversary of WHO, in order 
to stress the major role played by the Organization in combating smoking. The resolution 
asked countries to continue their efforts to combat smoking and requested the media to 
refrain from any propaganda for smoking on that day. He hoped that the resolution would be 
adopted, and that the measures proposed would be applied by Member States on 7 April every 
year. 

Mr INHAT (Czechoslovakia), referring to programmes 13.16 and 13.17, said that 
Czechoslovakia was involved in intensive programmes for the prevention of ischaemic heart 
disease, including the MONICA and INTERHEALTH projects. Those projects had provided valuable 
information and experince, and had permitted more effective planning of his country's health 
services; they could serve as a model for the control of hypertension aid other chronic 
diseases. The projects were very valuable, had a sound scientific basis, and were not 
difficult to apply in practice. His delegation therefore favoured the further application of 
such methods and requested the Director -General not to reduce the allocations to the 
programmes in question. 

Dr RAY (Secretary) read out the amendments to the draft resolution entitled "Fortieth 
Anniversary of WHO ", proposed by the delegate of the USSR. The first amendment, to the third 
line of the first preambular paragraph, would replace "as exemplified by" with "the most 
vivid example being ". The second proposed amendment was to add to the second preambular 
paragraph the phrase, "the tenth anniversary of which also coincides with the fortieth 
anniversary of WHO ". 

The resolution, as thus amended, was approved. 

Dr RAY (Secretary), referring to the draft resolution entitled "7 April 1988: A World 
No- Smoking Day" noted that the delegations of Belgium and Oman wished to be included as 
co- sponsors. The delegate of Algeria had proposed that a new operative paragraph 3 be added, 
namely: "INVITES firms, particularly transnationals, which produce, commercialize or market 
tobacco products to take advantage of that day to refrain from any promotional activities, 
particularly those aimed at populations of developing countries ". 

Dr MINNERS (United States of America), while expressing appreciation of the consensus 
that had developed on the draft resolution, voiced his concern that the proposed amendment 
appeared to carry an implication of regulatory activity, which in the United States of 
America would be, at the least, highly impractical. He would strongly prefer that the draft 
resolution be approved without the proposed amendment. 

Mr DEBRUS (Federal Republic of Germany) expressed agreement with the delegate of the 
United States of America. 

Mr SAMSOM (Netherlands) said that he also was gratified that it had been possible to 
achieve a consensus on the draft resolution. He thought that it would be useful to proceed 
as soon as possible to a vote, in view of the small amount of time left for discussion of 
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other agenda items. There were some problems with the wording of the proposed amendment, for 

example, tobacco "producers" included farmers, and it would be difficult to ask them not to 
work for one day. In addition, the tobacco industry might not appreciate being asked to 

"take advantage" of that day to refrain from their activities. If the amendment were to be 

included, those words could perhaps be deleted. He expressed sympathy with the idea behind 

the amendment but, in view of the concerns mentioned by the delegate of the United States of 

America, he hoped that the delegate of Algeria might reconsider his position. 

Dr HADJ- LAKEHAL (Algeria) said that he wished to underline that the amendment 

represented an invitation of a moral nature to the firms concerned. There was nothing in the 

text of a regulatory nature. There appeared to be a mistake in the English version of the 

text, and the word "manufacture" should replace the word "produce ". The important point was 
that thousands of people were dying as a result of smoking -related diseases, and it was 

incumbent upon people in the field of health to tackle the problem. He repeated that the 
amendment was an appeal of a moral nature, in an attempt to reduce the adverse effects of 

smoking on health. 

The meeting rose at 19h50. 


