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SEVENTH MEETING 

Thursday, 23 January 1992, at 9h30 

Chairman: Professor O. RANSOME-KUTI 

IMPLEMENTATION OF RESOLUTIONS (PROGRESS REPORTS BY THE DIRECTOR-GENERAL): Item 8 
of the Agenda (Documents EB89/16, EB89/17, EB89/18, EB89/19, EB89/20, EB89/21, EB89/22, 

EB89/22 Add.l; EB89/INF.DOC./8, and EB89/INF.DOC./9) (continued) 

Prevention and control of drug and alcohol abuse (Resolution WHA42.20; Document EB89/16) 

Dr VIOLAKI-PARASKEVA said it was encouraging that as part of the overall strategy of its new 

programme on substance abuse, WHO had begun to develop, promote and coordinate behavioural, 

epidemiological, economic, communications and biomedical research. The new programme should be closely 

linked with other WHO programmes, especially those concerned with mental health and adolescent and child 

health. 

She said that, although it was a producer of alcohol, Greece did not have problems of alcoholism or drug 

dependence. 

Dr KOMBA-KONO said that planning for resource mobilization and allocation in the substance abuse 

field was based in general on insufficient clinical data, drawn only from individuals who sought help. In most 

cases, the dependency problems of that portion of the population were already well-advanced; in consequence, 

it was difficult to plan preventive programmes. 

Health professionals generally encountered few problems in educating at-risk groups on the dangers of 

alcohol abuse, but they had great difficulty in explaining to people the subtleties of difference between 

substance abuse, essential drugs, and drugs for special purposes. The semantic problem was further 

complicated by the fact that a "drugstore" was a place where medicine was dispensed. 

The following steps should be taken to prevent and control substance abuse: teaching health workers 

and the public more accurate use of the terminology related to substance abuse, collecting baseline data on 

drug and alcohol users and abusers, and planning for the rehabilitation of substance abusers. 

Dr GEORGE-GUITON (alternate to Professor Girard) said that the terminology used in document 

EB89/16 had given rise to a certain amount of confusion. While it was important to acknowledge the common 

features of alcohol, drug and tobacco consumption, the terms used in discussing those subjects should not be 

interchanged unthinkingly. Paragraph 4 of the French version of the progress report, for example, stated that 

"toxicomanie" (drug abuse) was a leading cause of lost workdays, traffic accidents and injuries in the home. 

That was not strictly accurate since those problems were more attributable to alcohol abuse. The failure to 

discriminate between drug and alcohol abuse was serious since prevention and treatment strategies were not 

the same. 

The Organization should ensure that its "abuse trends linkage alerting system" (ATLAS) did not 

duplicate the work of the International Drug Abuse Assessment System (IDAAS), established several years ago 

by the United Nations International Drug Control Progamme (UNIDCP). It was essential that WHO work 

closely with UNIDCP rather than compete with it. She observed that France would in the near future be 

assisting the Côte d'Ivoire to set up a regional training centre to combat drug abuse and would welcome WHO 

participation in that project. 

Dr JABLENSKY said that substance abuse was currently a major factor in at least three groups of 

problems: the behaviour disorders, morbidity and mortality associated with alcohol and drugs; violence and 

crime; and HIV transmission through drug abuse. 

In implementing programmes to deal with substance abuse, it was important to bear in mind the 

complexity of the issues involved. Moreover, a large number of organizations were at work on these issues; 

consequently their efforts had to be coordinated and each component, including WHO, had to define clearly its 

role within that complex system. 

While document EB89/16 was very clear with regard to the role of WHO in working with countries to 

define their policies, it did not place enough emphasis on certain other important issues. First, the statistical 

data on substance abuse were extremely unreliable. The Organization should therefore direct special efforts to 

developing methodologies of data collection and epidemiology. Moreover, there were currently at least three 



EB89/SR/6 
page 3 

different information-gathering systems in operation and coordination between them was either minimal or 

nonexistent. Important advances in methodology were being made by the Pompidou Group, set up under the 

auspices of the Council of Europe and composed of epidemiologists and biostatisticians, which should be 

involved in the common efforts in the field. 

Secondly, there was a startling lack of knowledge among health professionals about the effects of alcohol 

and drug abuse and their prevention and control. WHO should stress the need for integrating such knowledge 

into medical education and the training of health workers. 

Thirdly, there was a lack of access to counselling and outreach services for the early detection and 

treatment of drug and alcohol problems. A critical element in that regard was the development of services 

oriented to the needs of young people and accepted by them. 

Fourthly, there should be more emphasis on the comparative analysis of recent trends in substance-abuse 

legislation. 

A final priority was the evaluation of programmes, in particular innovative or experimental programmes 

such as needle exchanges and methadone substitution. 

Dr BORGONO said that since epidemiological data on drug abuse for many countries were inadequate 

or nonexistent, there was a need to fill that gap and also to carry out more detailed studies, in particular on 

the social behaviour of drug users. The Organization was in fact making efforts in that direction and he would 

appreciate more details on the results. 

Dr LU Rushan said that the new WHO programme on substance abuse firmly established the objective 

of reducing demand; yet it did not specify clearly enough the concrete steps needed to realize that objective. 

The aim of scientific research was not only theoretical studies; research should also provide guidelines 

for implementation of measures in countries, especially for rehabilitation and for identifying the underlying 

causes of abuse. 

It was also necessary to evaluate the financial needs of countries with limited resources, so as to establish 

criteria for allocating funds; in addition, recipient countries should institute measures to ensure the rational 

use of the funds provided. 

Dr BUNNI said that he questioned the use of the word "drug" in the title of the progress report. In his 

opinion, that word referred solely to pharmaceutical products, whereas the document was dealing with those 

substances which led to abuse or addiction. 

According to paragraph 16 of document EB89/16, the new programme sought to strengthen the capacity 

of primary health care programmes to prevent and treat substance abuse. In his opinion, integrating substance 

abuse programmes into that level would overburden primary health care programmes. 

Mr CARTER said that drugs were a reality, particularly in his region. In response, his country had 

taken a number of steps to cope with the socially destructive effects of the drug problem. It was party or 

signatory to all the existing drug conventions and had also developed a number of unique programmes to 

combat drug abuse. He wished to offer the experience of the Bahamas as a case study to guide other Member 

States in their efforts against drugs. In that connection, WHO could play a major role as a clearinghouse for 

information about antidrug strategies. 

Dr CABA-MARTIN said that it was difficult to integrate drug and alcohol abuse into the same 

programme since, while sharing certain features, those two substances were consumed by different groups and 

gave rise to different types of social problems. 

The consumption of alcohol was a matter of serious concern, especially for the countries of his region. 

One essential difference between drugs and alcohol was that alcohol consumption was widely promoted 

through various forms of advertising. Excessive consumption of alcohol gave rise to many social problems such 

as absenteeism, loss of employment, abusive behaviour towards women and children, and ma • alization. 

Alcohol consumption among youth was the result of complex psychosocial and cultural ors. 

Encouraged by advertising campaigns, young people associated alcohol consumption with social status, leisure, 

and modern living. Moreover, the personal and social insecurity felt by many adolescents made them more 

vulnerable to peer pressure. 

Preventive measures should, as a first step, reduce as much as possible the consumption of alcoholic 

beverages. One of the most effective methods was health education, which should be offered to very young 

children, before they were exposed to the pressures that led to excessive drinking. In addition, it was 

important to promote healthy life-styles and creative use of leisure time. A number of measures should be 
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taken to restrict the availability of alcohol, among them, limiting the hours during which alcohol could be sold, 

limiting the sale of alcohol to particular age groups, and restricting advertising for alcoholic beverages. There 

was a need to analyse the link between the mass media and alcohol consumption, especially in young children. 

He therefore called on United Nations organizations and nongovernmental organizations to cooperate in 

studying alcohol-related problems and how to rectify them. 

Dr PAZ ZAMORA said that coca had been farmed and used in his country for thousands of years, but a 

frontal assault on excessive production or use was now being waged. Preventive measures and, most 

importantly, crop substitution programmes were being carried out. Now that Bolivia was engaged in efforts to 

reduce coca production, it expected countries that consumed coca products in large quantities to make 

corresponding efforts. 

He welcomed the report's account of progress in coordination of activities within the United Nations 

system. He would be interested to hear more about the networks of collaborating centres involved in drug 

abuse control mentioned in paragraph 28. He agreed with Dr Caba-Martin on the effects of alcohol 

advertising and stressed the need to work closely with the media to prevent dissemination of positive images 

concerning alcohol. 

Mr EMBLAD (Programme on Substance Abuse), replying to remarks made by members of the Board, 

said the need for coordination among United Nations agencies had figured prominently in those remarks. The 

Programme on Substance Abuse had been aware of that need since its very inception. It had already 

established close collaboration with the United Nations International Drug Control Programme (UNIDCP), 

the head of which has declared WHO to be its principal partner in the global effort to reduce drug abuse. 

Similarly, the ATLAS project was conceived as a complement to, not a replacement for, the International Drug 

Abuse Assessment System (IDAAS), which by definition was limited to information provided by governments 

and in most cases gained from police records. Through its network of collaborating centres, WHO had a 

unique opportunity to stress the health-related aspects of drug abuse which, as Professor Jablensky had rightly 

pointed out, had often been relegated to the background. 

The results Professor Borgoño was asking for were those of the ATLAS programme. He could not yet 

reply as the data acquired in a very encouraging response from governments and collaborating institutions were 

stül being sifted, but he assured the Board that a preliminary report would be available by April 1992. 

He agreed that there were problems with the terminology relating to drug abuse. WHO had devised an 

acceptable vocabulary ten years ago and a new lexicon of alcohol and drug abuse terms was in preparation. 

While a consistent terminology was adhered to within the Organization, outside it a very different situation 

prevailed. In WHO terminology, for example, one spoke of drug dependency, whereas elsewhere, the term 

drug abuse predominated. The Organization had sometimes been forced to bow to popular usage over the 

years. 

Many references had been made to the need for educational efforts; the Programme recognized that 

need and was collaborating with other WHO programmes, including the Global Programme on AIDS, the 

Division of Mental Health, Adolescent Health unit of the Division of Family Health, the Division of Health 

Education, and the Division of Development of Human Resources for Health. As financial resources 

permitted, that cooperation would be translated into action programmes at country level. 

With reference to Dr Lu Rushan's remarks on the need for research activities at country level, he said 

that the Programme on Substance Abuse had been actively promoting the creation of national plans for 

demand reduction, similar to the national plans promoted by the Global Programme on AIDS. Using 

resources available for country programmes within UNIDCP, WHO would work with UNIDCP to help 

governments to design programmes on the basis of research carried out throughout the world and to which 

WHO would have access through its collaborating centres. The programmes would also take bilateral inputs 

into consideration and make a coherent effort to address consumption problems, which had been almost 

universally neglected. 

Further clarification on some other points raised by members of the Board would be found in the 

Programme's strategy document and its report on activities in 1991，both of which would be made available to 

the members. 

The Executive Board took note of the progress report by the Director-General on prevention and control of 

drug abuse (EB89/16). 
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Expanded programme on immunization (progress report) and report on vaccine quality 
(Documents EB89/17 and EB89/18) 

Professor BORGONO said the achievements of the Expanded Programme on Immunization were of 

great importance, but a cautionary note must be sounded for the future. When very high rates of coverage 

were attained, it was all the more difficult to sustain them. Starting an immunization programme was not the 

difficult part: the crux was in knowing how to proceed, especially when complete eradication of a target 

disease was so rarely achieved, all the more reason, then, to maintain strong epidemiological surveillance, 

especially at local level, in order to obtain up-to-date, reliable information so that the sli^itest failure of a 

programme might be detected. In Latin America, for example, poliomyelitis had been virtually eliminated in 

1991, with only one case of wild virus reported in April - yet another had been detected in September. 

Laboratory support was another area that should be stressed. 

Vaccine quality was a serious problem. The programme should pay particular attention to maintaining 

quality control over extended periods, especially for vaccines against poliomyelitis and measles, and, for that 

purpose, quality control laboratories were needed. 

Another serious problem was regular supply, in adequate quantities and in a timely manner, of vaccine 

and treatment drugs at reasonable cost. Some laboratories were halting production of certain drugs - against 

tuberculosis, for example - on the grounds that they derived insufficient profit from their manufacture. Profit 

was an important consideration, but social and ethical concerns should also come into play. 

Finally, he wished to mention the unfortunate tendency to add new target diseases and vaccines to the 

Programme. While that might be fully justified in certain epidemiological situations, if too many were 

introduced, they might reduce the Programme's overall effectiveness. Hepatitis В immunization in some 

countries was entirely appropriate, for example, but generalizing its use should be avoided. 

Dr TIN U strongly endorsed the comments in the report (document EB89/17) on the need for financial, 

managerial, political and technical sustainability of immunization efforts. The doubling of prices for polio 

vaccine would certainly affect the ability of developing countries to keep up the pace of their programmes. He 

agreed with the report's conclusions on the role and responsibilities of governments, WHO and 

nongovernmental organizations, and endorsed the remarks made by Professor Borgoño. 

Dr CARVALHO said that Professor Borgoño had voiced conceras that he himself shared about 

maintenance of coverage levels - especially in the developing countries, where despite high rates of 

immunization, the incidence of communicable diseases remained a serious problem. He also agreed with 

Professor Borgoño on the need for continued and strong epidemiological surveillance, especially at local level; 

one way to achieve that was to enlist the aid of community health workers and nursing staff. 

Vaccine quality was another urgent issue. Often the developing countries served as dumping grounds for 

leftover vaccine from developed countries. He hoped that efforts to improve vaccines would include that for 

polio. 

Finally, he wished to recall the need for investment in developing countries not only by international 

organizations such as the World Bank, WHO and UNICEF, but also by national institutions. 

Dr LU Rushan said the report revealed the past decade to have been one of building up national 

immunization structures, with the focus on those in developing countries. Remarkable results had been 

achieved in those efforts. Figs 1 to 3 of document EB89/17 showed an impressive expansion of coverage 

during the period 1977-1990. 

In China, the second comprehensive evaluation of the national expanded programme on immunization 

showed that coverage at local level had exceeded 90%. At country level, however, the programme needed to 

be strengthened. Expanding coverage was no easy task in itself, but it was more difficult still to maintain the 

levels achieved. WHO and other international organizations must therefore in future take effective measures 

to prevent coverage from shrinking. Cooperation with Member States was required to ensure vaccine quality, 

especially that of polio and measles vaccine. 

Dr SIDHOM, referring to paragraph 14 of document EB89/17, said that the goal of integrating 

hepatitis В vaccine into national immunization programmes was justifiable in the light of the epidemiological 

situation but might be somewhat premature in view of the difficulties faced by the Expanded Programme on 

Immunization; as indicated in paragraph 23 of the document, the Programme faced resource limitations and 

was largely dependent on external donors. The systematic introduction of the relatively expensive hepatitis В 

vaccine might place too great a burden on the Programme. 
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The quality of vaccines and of vaccination was another matter for concern. It was true that the 

Programme had made great progress in improving the quality of vaccination, through improving services, staff 

training and maintaining the cold chain, but there was still inadequate quality control of the vaccines used. 

That was all the more important because of the trend for countries to produce their own vaccines; in Tunisia, 

for example, the vaccines provided did not meet established criteria, for reasons unrelated to cost. 

Finally, he drew attention to the importance of seizing every opportunity to vaccinate. A coverage of 

80% had been achieved worldwide, but it would become increasingly difficult to make improvements as the 

coverage level rose. It was therefore vital not to miss vaccination opportunities such as those presented by the 

numerous contacts of mothers and children with the health services. 

Dr SAVELIEV said that the Expanded Programme on Immunization was one of WHO's most successful 

programmes; the coverage rate was improving and there was a concomitant decline in morbidity and mortality 

from infectious diseases. The cold chain had made immunization more efficient, but research on better 

vaccines must continue, particularly since WHO had embarked upon the eradication of poliomyelitis. Vaccine 

costs, too, were generally an obstacle to improving coverage and introducing important new vaccines. The 

Programme and its donors would therefore have to make further efforts, and WHO would have to seek 

extrabudgetary funds to achieve the Programme's goals. 

Dr SARR stressed that the Expanded Programme on Immunization had achieved results because of 

strong political commitment, social mobilization, and cooperation and coordination at international level 

between donors, WHO and other agencies of the United Nations system. In Senegal, health education had 

also played a part in achieving the goal, using a strategy that might be of general interest. Each schoolchild 

had a duty to see that at least five other younger children, siblings or village children, were vaccinated. As 

there was a school in every village, a high level of coverage was rapidly obtained. Furthermore, the strategy 

ensured that children accepted vaccination as part of their behaviour pattern for life. It was likely that 

focusing on the young would be more effective than trying to change the behaviour of adults who were rather 

set in their ways. 

Dr Sidhom had referred to the difficulties of including hepatitis В vaccine in the Expanded Programme, 

but the increasing number of victims of that disease called for its inclusion, and WHO should use its influence 

to mobilize the necessary resources to enable countries to have the vaccine. One striking impact of the 

Programme, in Africa, was evident in family planning. Previously, mothers had given birth to seven children in 

the hopes of keeping three, and had thus rejected family planning. The effects of the Programme were so 

great that mothers, even in rural areas, could see that the first two or three children survived, and they were 

thus beginning to accept family planning. Another effect had been to improve the managerial capabilities of 

health workers at peripheral level, training them in an approach that could be applied to other health 

problems, not to mention the improvement in logistics. Social mobilization had to be maintained and greater 

efforts should be made to seek better quality vaccines that were more heat-stable and would allow for fewer 

contacts. Such steps would allow coverage to be further improved. 

Dr MASON said that the progress report in document EB89/17 provided an exciting vision for the 

future. The importance of the Programme was evident in the millions of children's lives saved each year. The 

goals of the Programme could be realized with the commitment of all Member States, but it was worrying that 

"donor fatigue", resulting in a lack of vaccine, was threatening attainment of the global goal of polio 

eradication. 

Dr KOMBA-KONO considered that the expansion of immunization coverage that had taken place 

despite serious economic difficulties was worthy of praise. Nevertheless, in order to maintain achievements, 

the intervention strategies required closer scrutiny. Political commitment had played a large role in achieving 

results and reaching target groups; efforts should be made to ensure that such commitment did not wane. 

Social mobilization had also been fundamental to the success of the Programme and it was therefore important 

to study the modalities of mobilizing target groups: whereas education on the causes and prevention of 

communicable diseases could be effective, the provision of incentives for immunization was unacceptable, as 

there had been a sharp fall in coverage when such incentives had had to be withdrawn for economic reasons. 

Self-financing efforts had proved futile in most developing countries, and reliable sources of vaccine were 

required to prevent a catastrophic collapse of present achievements. Finally, for climatic and logistic reasons, 

vaccine quality-control facilities needed to be established at convenient locations, in order to ensure that 

women and children were being properly immunized. 
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Dr VIOLAKI-PARASKEVA said that, despite the achievements of the Programme and the fact that 

some diseases could be controlled or even eradicated, full immunization coverage had not been achieved in all 

countries, and disparities existed between and within countries. WHO had an excellent reputation, based on 

the eradication of smallpox, and the Programme enjoyed general support. Nevertheless, the integration of 

hepatitis В vaccine into national immunization programmes in all countries would be difficult because it would 

require full epidemiological surveillance and laboratory services. The vaccine was expensive and many 

countries lacked the necessary facilities，so it might be preferable to focus on immunizing specific target 

groups. In addition to public health education, WHO had an important role to play in maintaining vaccine 

standards and the quality of the cold chain. Even the best vaccines were useless if they were not kept at the 

correct temperature. It was evident that disease prevention through immunization not only reduced deaths but 

also decreased expenditure on curative and rehabilitation care. 

Dr YOOSUF expressed concern about the sustainability of the Expanded Programme, and agreed with 

the comments made in document EB89/17 on financial sustainability and political commitment. Sectors other 

than health alone should be involved in the continuing efforts of the Programme, so that immunization became 

an accepted part of the social system. With good-quality vaccines and an effective cold chain, it would then be 

possible to sustain achievements in the coming years. 

Dr PAZ ZAMORA stressed the importance of EPI and said that consideration should be given to 

strategies to extend coverage. Opportunities to carry out vaccination should not be missed, and particular 

attention should be paid to the quality of the cold chain, as well as of vaccines. WHO and UNICEF could 

provide support in those areas, with WHO continuing to play a leading technical and monitoring role. Not 

only should WHO set standards，but it should press governments to fulfil their obligations with respect to EPI 

in a timely fashion. Entry into some countries required a vaccination certificate for yellow fever; perhaps a 

similarly strict system could be implemented with regard to child vaccination. Referring to Dr Mason's 

statement, he said that donors should be encouraged to continue to provide their invaluable support in the 

provision of vaccines. 

Dr GEORGE-GUITON (alternate to Professor Girard) expressed support for EPI and called on WHO 

to continue its work to maintain immunization coverage. Efforts should be made to develop simpler 

vaccination regimens and cheaper vaccines, in particular to enable hepatitis В vaccine to be included in 

immunization programmes. She welcomed WHO's leadership of the Programme and noted with satisfaction 

the greater acceptability of family planning programmes resulting from the perceived effectiveness of 

immunization. 

Dr BUNNI said that EPI was one of WHO's best managed and most successful programmes. He asked 

whether statistics on immunization coverage were provided by the countries themselves or were gathered 

through WHO surveys. If WHO had to depend on surveys, the operation would prove to be costly. There 

remained a need to strengthen the cold chain and storage system for vaccines, despite improvements in many 

countries. The effectiveness of the cold chain had implications for data validity; if vaccine potency was 

unreliable because of a break in the cold chain, people might be recorded as having been immunized although 

they were not, in reality, protected. The possible impact on child immunization was very serious. He 

supported the integration of hepatitis В vaccine into immunization programmes in all countries, in view of the 

seriousness of the disease. Finally, WHO should monitor and support quality control laboratories, in particular 

through the provision of training with respect to viral vaccines. 

Dr KANYAMUPIRA said that EPI had been one of the success stories of the 1980s in regard to 

improving children's health. Nevertheless, the Programme should be strengthened by integration with other 

programmes, so that other diseases could benefit from the political commitment and financial resources 

enjoyed by EPI, and by a continued increase in financing to enable greater coverage to be achieved and other 

vaccines to be introduced. In the less developed countries, EPI was based on external support, both in the 

provision of vaccines and in logistics. How could continued donor support be assured? Consideration could be 

given to greater participation by countries themselves; national budgets often ignored programmes that were 

funded externally, and if funding dried up the programmes tended to decline. 

Mr VARDER expressed his particular enthusiasm for the initiative to ensure the quality of oral 

poliomyelitis vaccine as an important first step in the right direction. A number of European countries had 

assured WHO that they would continue to support EPI. 
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The CHAIRMAN, speaking in his personal capacity, said that the excellent programme under 

consideration was probably one of the most popular in the developing countries. However, when EPI had been 

initiated, many reservations had been expressed regarding the viaSility of establishing a vertical programme 

without a primary health care infrastructure. It was quite clear that many countries, particularly in the 

developing world, were experiencing great difficulty in setting up PHC services. He hoped that with a new 

definition of principles to guide the implementation of PHC in the future, services sustaining immunization 

programmes would be rapidly and effectively established. While excellent information was available on the 

theory of PHC implementation, there was still a need for more detailed written guidance on practical activities. 

It was noticeable that whereas UNICEF had a very large number of workers in the field, WHO did not. 

Consequently, there was a need to design arrangements whereby the skills available in WHO could be brought 

to bear at the points where they were needed in actual practice. 

The vaccine situation was apparently becoming critical. As far as he was aware, no developing country 

was paying fully for the vaccines it received. Most had in fact been obtaining vaccines free of charge for over 

ten years and it would therefore be difficult for them to introduce a cost recovery system. However, such a 

system would have to be introduced sooner or later if they were to become self-reliant, particularly with regard 

to EPI. When essential drugs were introduced, cost recovery and a drug revolving fund were also introduced. 

Perhaps vaccines should be dealt with in the same way so that countries could begin to learn to pay for them 

as soon as possible. Often, free transport was also provided in the form of expensive and sophisticated motor 

vehicles. It was, however, inadvisable to depend on that kind of transport because some day the funding for it 

might be withdrawn; other, simpler and more affordable, means should be used. Cost and technological 

considerations were also important for maintenance of the cold chain. Moreover, in training there was still too 

much dependence on seminars and workshops before services could be started up. The sooner the Board 

could take a critical look at all those shortcomings and seek ways of overcoming them, the better. Nigeria 

would need the support of WHO and other agencies in developing a sustainable immunization programme, 

based on self-reliance, for the future. 

Hepatitis В and yellow fever vaccines should be integrated into EPI; owing to the high mortality figures 

for yellow fever, it had been decided to incorporate the vaccine for that disease into Nigeria's immunization 

programme and since hepatitis В infection was in many cases a precursor of liver cancer, the commonest form 

of cancer in the country, it was hoped that hepatitis В vaccine could also be incorporated. 

Dr KIM-FARLEY (Expanded Programme on Immunization), replying to points raised by members, said 

that EPI was moving forward in response to the new challenges that faced it in the 1990s • greater integration 

of immunization and other primary health care activities and the reorientation from a focus only on 

immunization coverage to a focus on the impact of that coverage. 

Sustainability, with its financial, managerial, political and technical aspects, was an extremely important 

issue. Emphasis needed to be placed on high immunization coverage, not only at the global level but also at 

the regional, country, district and community levels, as well as on the disease control initiatives that would help 

ensure that the remaining pockets of susceptible populations were reached. Public health communications to 

create demand for immunization services would play an extremely important role. 

Dr Carvalho could rest assured that cholera vaccine was a priority research area and continued to 

receive great attention. Many speakers had expressed great interest in having further information on the 

progress and constraints of the poliomyelitis eradication initiative. The incidence of poliomyelitis had declined 

dramatically in the past five years. The greater than 50% reduction in cases reflected the interruption of wild 

virus transmission in the Americas and high immunization coverage elsewhere, although endemic wild virus 

transmission was continuing in the developing countries. Even with that success, the poliomyelitis virus would 

not be eradicated before the year 2000 unless there were sufficient resources to purchase or produce essential 

quantities of vaccines and to develop effective surveillance and outbreak control systems. There was a need 

for sufficient commitment to develop and implement supplementary immunization activities in endemic areas, 

including national or subnational vaccination days and mopping-up operations. There was also a need for 

sufficient commitment to achieve eradication at all levels. If they were to succeed, the endemic countries and 

WHO had to receive the material support and collaboration of all their partners. The Secretariat had 

prepared a detailed status report on poliomyelitis eradication, which could be consulted by Board members 

who wished to have additional information. 

Vaccine supply and costs had been mentioned by several speakers. Vaccine supply was, in fact, emerging 

as a priority issue in the 1990s, the situation reaching crisis proportions. There was an increasing demand for 

vaccines as immunization coverage. The disease reduction, elimination and eradication initiatives would 

require larger quantities of vaccines as outbreak control and new delivery strategies were implemented. 

Vaccine costs were also rising. Those trends had raised concern that additional funds must be forthcoming 
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from national and international sources to assure the supply of vaccines in the quantities needed by developing 

countries to achieve their goals. WHO was working closely with its donor partners, e^ecially UNICEF and 

Rotary International, and there was an ongoing dialogue with vaccine manufacturers to find mechanisms to 

overcome the crisis. 

A question had been asked about the validity of the data on immunization coverage. WHO's 

information system was certainly not perfect, but it was the best available and its timeliness and completeness 

were continually being improved. The sources of data were from routine reports on doses administered or 

coverage surveys. The coverage survey methodology usually had an accuracy of plus or minus 10%. WHO was 

continuing to work closely with Member States to strengthen information systems, especially routine reporting 

systems. 

The issue of new vaccines had been repeatedly raised. The great tragedy would be to develop new and 

improved vaccines and then be unable to use them in the countries that needed them most because of their 

cost. One of the greatest challenges would be to ensure that such vaccines were available in developing 

countries. For example, hepatitis В vaccine had been available for ten years and its price had dropped tenfold. 

The EPI Global Advisory Group had repeatedly called for its introduction, and an estimated 10 to 20 million 

people had died from chronic hepatitis В infection during the last ten years. At its most recent meeting the 

EPI Global Advisory Group had recommended target dates for the introduction of hepatitis В vaccine. Yet 

countries were still finding it difficult to add the vaccine to their programmes because it cost more than all the 

other EPI vaccines combined. There were many reasons why traditional donors to EPI had not always strongly 

supported such new vaccines. They included the fact that the deaths from the diseases concerned were not in 

children, concern over rising costs of currently used EPI vaccines, competition for scarce resources and the fact 

that the addition of a new vaccine did not necessarily increase EPFs role as one of a "developmental engine" 

for strengthening health infrastructure. Nevertheless, new and improved vaccines should be added because 

immunization was the cornerstone of public health and vaccines were the most cost-effective weapons to fight 

disease. Finding the mechanism to include those vaccines in EPI was part of the quest to achieve equity and 

social justice for those in greatest need. 

Dr MILSTIEN (Biologicals) noted that many speakers had referred to the crisis in vaccine supply, which 

was linked to the crisis in vaccine quality. As countries were unable to meet their immunization goals by not 

having sufficient resources to buy good-quality vaccines, they might be turning to other sources, requiring less 

hard currency, whose quality might not be good enough. WHO needed to give countries the tools to enable 

them to assure a supply of adequate vaccines and to equip them to evaluate those vaccines. 

In December 1991 an immunization programme manager from Asia, where infrastructure for 

immunization service delivery had been successfully developed over the past few years, had informed a meeting 

of the Consultative Group of the Children's Vaccine Initiative that infants in his country were dying from 

neonatal tetanus, even though their mothers had received a sufficient number of doses of tetanus toxoid. That 

toxoid had been produced locally, but there had been no assurance of its quality and efficacy. He had pleaded 

for WHO to assume an active role in assuring vaccine quality. When a vaccine was not sufficiently protective, 

programme credibility was undermined. Quality control was not simply a matter of testing vaccines; it was a 

system of surveillance of vaccine quality and production, the maintenance of standards, and staff training. 

Vaccine potency testing was, however, an important component. In the past biennium the Biologicals unit had 

organized six training courses in vaccine potency testing, with participants from 47 countries. 

Finally, the cold chain was a very important component of vaccine quality. WHO needed to continue its 

efforts to ensure that the potency of vaccines produced under properly controlled conditions was maintained 

until they reached the recipients. Research was being undertaken to develop vaccines that would be more 

thermostable and therefore less dependent on the constraints of the cold chain. 

The CHAIRMAN requested the Rapporteurs to prepare a draft resolution on the Expanded Programme 

on Immunization and vaccine quality for consideration by the Board at a later meeting. 

Strengthening technical and economic support to countries facing economic constraints including least 
developed countries (Resolutions WHA43.17 and WHA44.24; Document EB89/20) 

Mr AL-SAKKAF said that it was his understanding that the purpose of the WHO initiative to intensify 

cooperation with countries was to give assistance where it was most needed through consultations with national 

health leaders and with relevant health bodies and to try to find ways and means of improving existing health 

programmes at the national level by making the best use of available resources for the development of priority 

programmes and by seeking new resources through development agencies. Yemen had certainly benefited 
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from the programme, but it required further strengthening through the allocation of additional resources, 

including manpower. 

Dr GEORGE-GUITON said that her country unreservedly supported the W H O initiative in both policy 

and spirit. Its aim was to complement existing activities under vertical and horizontal programmes of the 

Organization in order to develop public health care potential in three main areas: economic and financial 

analysis of the health sector; assistance in planning, programming and management, both central and 

decentralized; and preliminary and continuing training of administrative and technical health personnel, 

particularly in management and organizational skills. It also aimed at assisting beneficiary countries to 

coordinate donor activities, thereby encouraging international action and cohesion. The strategy provided 

WHO with a theoretical basis as a development body and gave it greater credibility with agencies, such as the 

World Bank, UNDP and UNICEF, involved specifically in development. 

The approach of France comprised two main aspects: the first was methodological, involving a joint 

review of programmes carried out in collaboration with WHO and bilaterally, already under way in a number 

of countries. The three partners were identifying priorities, giving preference to those of the beneficiary 

country. The second aspect was financial; France had provided some FF 16 million for such purposes in the 

past two years, and would continue such support in the future. 

Generally speaking, donor support for the country-by-country initiative should be extended and in that 

respect she was in favour of a common effort with other bilateral and multilateral donors. Since it was 

important to ensure transparency in accounting, it would be useful to know the budgetary implications of the 

initiative prior to submission of the Ninth General Programme of Work and the 1994-1995 programme budget. 

In that respect, she hoped that figures could be made available as part of the documentation for the following 

session of the Board. A number of internal structural reforms were also required, together with a partial 

reallocation of resources to activities forming part of the strategy and，possibly, the reallocation of some of the 

global budgetary resources of the Organization towards country activities. 

The initiative would have the added value of increasing programme integration, leading to improved 

effectiveness and efficiency, and of enhancing WHO's role of enlightened leadership among United Nations 

agencies in relation to health and development. In addition, external logistic assistance would help beneficiary 

countries to coordinate internaticnal aid and would revitalize cooperation with bilateral donors. 

Dr TIN U strongly supported the initiative and urged that adequate administrative support be provided 

to ensure effective, timely and sustainable delivery of WHO cooperation with the poorest countries. 

Dr KIM WON HO said that in many developing countries the health situation was deteriorating and 

difficulties were being encountered in implementing public health services. Average life expectancy in such 

countries was often less than 50 years, the infant mortality rate in many cases more than 100 per thousand live 

births, and access to health services was limited. He therefore supported the WHO initiative, although it 

remained to be seen what impact it would have on the development of public health services in those 

countries. He supported the specific activities mentioned in the report and urged WHO to give priority to 

concentrating financial investment in those areas where it was most urgently required and to ensure that 

technical support was practical and effective in order that national officials could develop satisfactory public 

health services through their own efforts and in accordance with the conditions prevailing in their countries. 

Dr YOOSUF said that the initiative was most encouraging for needy countries and small nations with 

limited capabilities in planning, implementation and resource mobilization and should be extended. In his own 

country, for example, support was required for a reshaping of certain areas of health manpower and 

managerial capacity development and medical health care delivery systems, in particular as regards the balance 

of public and private involvement in medical service delivery within the national public health system. 

Dr LU Rushan said that, in the current complex world economic situation, imbalances in the economic 

development of countries had been aggravated and were having very unfortunate implications for health care 

in many of them, particularly the least developed. WHO, as the body responsible for health matters at the 

international level, should seek ways and means and take steps to overcome difficulties and offset unfavourable 

effects. He therefore fully approved the provision of support by WHO in that area. Discussion of the 

Director-General's report at the Forty-fifth World Health Assembly would be most timely as the proposal to 

give priority to a number of least developed countries most in need of assistance was an appropriate reflection 

of the current situation. The country he knew best, for example, had a large population and covered a large 

area, where development was uneven; its rural population represented over 80% of the total population, so 
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that health care priorities had to be for the most needy areas of the countryside. He supported the proposals 

contained in the Director-General's report (document EB89/20), which were rational and feasible, and had as 

their basis the individual needs of beneficiary countries. WHO should lead efforts to find ways and means of 

overcoming financial difficulties which should involve requests to rich countries to finance services in poor 

ones, as well as the coordination of assistance, in order to ensure survival and equitable access to health care. 

Mr VARDER welcomed the Director-General's report, which reflected the necessary increase in focus 

on the poorest countries. As had recently emerged from several critical evaluations, particularly by donor 

agencies, of WHO efficiency at country level, the system of country representation needed considerable 

strengthening and support. In addition, however, the need for better collaboration on both sides had also 

perhaps been somewhat overlooked. He therefore warmly welcomed the new initiative and urged that 

additional countries should gradually be allowed to enter the programme, which should be balanced and 

regularly evaluated in both its negative and positive aspects. Donor agencies should be allowed to participate 

in such evaluations. 

A number of questions remained, which had not been answered in the document under discussion, and 

which were important for a fuller understanding of the new activities being undertaken by the Organization. 

Firstly, what was the relationship between the initiative and the Global Strategy for Health for All? Secondly, 

as it was clear from the report that WHO did not have the necessary staff at country level to undertake the 

new task, information would be welcome concerning the implications for the composition of the Organization's 

personnel. A greater number of non-medical staff might be required to play the role envisaged, as well as 

more nurses at country, regional and headquarters levels. Thirdly, what kind of advice and assistance would be 

provided to countries in need? 

In conclusion, he supported the intention to strengthen WHO's role as an independent partner in the 

health sector. 

Dr SAVELIEV (adviser to Dr Kosenko) said that, taking into account the growing concern of the 

international community at the low level of health of the populations of developing countries and the difficult 

health situation in such countries, especially the least developed countries, he welcomed the new initiative and 

congratulated the Director-General on the initial success in its implementation. The emphasis of the initiative 

on economic problems, health management, and coordination at every level should produce results in the long 

term. The document showed that WHO was envisaging cooperation not only with those countries formally 

acknowledged as least developed countries, but also with others facing serious economic difficulties. He 

welcomed such an approach. The initiative should also improve the use of WHO expertise in implementing 

efficient assistance through both bilateral and multilateral channels. 

Dr SARR said that mention had been made of equity and accessibility in the context of the paradigm for 

health. However, it was difficult also to talk of equity or accessibility in countries or communities where 

people still had to walk 50 or 100 km to reach the nearest health services, where cholera was rife but where 

the only water available was polluted river water, where there was not enough foreign currency to obtain 

essential drugs, or where 80% of women were illiterate. Such were the problems facing the least developed 

countries. 

WHO must obtain the means to act promptly to help all such countries to mobilize and coordinate the 

necessary resources for public health, improve health networks, improve the management skills of health 

workers, strengthen decentralization of services and programmes, and integrate programmes in order to 

rationalize resources and make services more efficient. 

Professor BORGONO said that the programme seemed to have little visibility and that the countries 

concerned were not sufficiently familiar with it to make use of the technical cooperation offered by the 

Organization. Steps to improve visibility should be taken at headquarters, regional and country level, 

particularly the latter. At the same time, measures should be taken to ensure that there was a reallocation of 

funds towards the countries concerned. WHO should ensure that technical cooperation was not only specific 

but also made best use of the assistance offered by other bodies involved in health or associated programmes. 

Further, in relation to the necessary technical resources, what was required was not so much a complete range 

of such resources but a basic range which could utilize the expertise available from other bodies. Lastly, a 

major evaluation of the programme to date should be carried out and the Board informed of its strengths and 

weaknesses. 
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Dr MARGAN commended the Director-General's report and endorsed the comments of previous 

speakers. Despite the considerable amount of work already accomplished, countries could not be assisted 

efficiently until the concept and the machinery for its realization had been finalized. To do that，there must be 

increased collaboration between those involved at country level and WHO planners. There was still no clear 

indication of how many of the countries concerned were not yet in a position to formulate their own policies. 

The first step to be taken must be to provide such countries with the means to do so satisfactorily. ITie main 

requirement was to enable national policymakers responsible for the health services sector to formulate 

policies and to utilize fully the resources available to them, including those for WHO and other international 

sources. 

The meeting rose at 12H30. 


