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ELEVENTH MEETING 

Saturday, 23 January 1993，at 9h00 

Chairman: Dr M. SIDHOM 

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1994-1995: Item 4 of the agenda 
(Document PB/94-95) (continued) 

PROGRAMME REVIEW: Item 4.2 of the agenda (continued) 

Diagnostic, therapeutic and rehabilitative technology (Programme 12) (Document PB/94-95, pages B-164 
to B-186) (continued) 

Programmes 122 to 12*5: Essential drugs and vaccines; Drug and vaccine quality, safety and efficacy; 
Traditional medicine; and Rehabilitation (continued) 

Dr HU CHING LI (Assistant Director-General) said that in responding to the comments made by 
members at the previous meeting he would not address the subject of nonproprietary names for 
pharmaceutical substances, as a draft resolution on that topic, proposed by several members of the Board, 
would be submitted for discussion at a later stage. 

For the implementation of the revised drug strategy, the major activity of WHO at country level was to 
collaborate with Member States in developing national drug policies. So far, 60 countries had developed such 
policies and 12 were in the process of doing so. More than 100 countries had lists of essential drugs based on 
the WHO Model List, some including drug formulas. As Board members had indicated, the WHO Model List 
of Essential Drugs was not simply a Hst, it was also important in ensuring a regular supply of drugs at the 
lowest possible cost and in providing guidelines on drug safety and efficacy. WHO worked in collaboration 
with national drug regulatory authorities to ensure that all pharmaceutical and biological products, including 
vaccines, intended for therapy, prophylaxis and diagnosis of diseases met acceptable quality standards of 
efficacy and safety. With regard to the rational use of drugs, there was an exchange of information on 
regulatory decisions and on monitoring the adverse effects of certain drugs on the market. WHO had 
developed some model prescriptions which were issued periodically to ail Member States. 

Dr Violaki-Paraskeva had made the point that, despite its title, programme 12.2 (Essential drugs and 
vaccines) in fact focused mainly on drugs. The explanation perhaps lay in the history of the programme. In 
1981, when the Board had decided to establish the programme, the worldwide drug supply situation had been 
more serious than that for vaccines. WHO addressed the current need for vaccines through the Expanded 
Programme on Immunization, its programme on biologicals, and the Children's Vaccine Initiative, although the 
WHO Model List included vaccines as well as drugs. The WHO Model List was an up-to-date list, revised 
every two years by an expert committee with the programme on drug management and policies, and in close 
collaboration with the Action Programme on essential drugs, as well as disease control programmes. Of 
course, the Model List had to be adapted at country level according to the particular needs of the individual 
country. Sometimes, different lists were established for the primary, secondary and tertiary levels within a 
particular country. 

In response to remarks concerning quality assurance including the safety and efficacy of pharmaceutical 
products, he said that WHO had a mandate to guide and coordinate with both national regulatory authorities 
and the pharmaceutical industry. In particular, WHO had recently developed computer software to support 
and facilitate monitoring by small national drug regulatory authorities which often lacked such facilities. 
WHO's recommended Good Practices in the Manufacture and Quality Control of Drugs and the WHO 
Certification Scheme on the Quality of Pharmaceutical Products moving in International Commerce had 
achieved great results but were not universally followed; efforts were therefore still being pursued for its 
application. 

Several members of the Board had expressed concern about substandard and counterfeit drugs, which 
caused the deaths of many children and adults, particularly in developing countries. At an earlier meeting, he 
had referred to a 1992 workshop held jointly by WHO and the International Federation of Pharmaceutical 
Manufacturers Associations to review and tackle that issue. The drug regulatory authorities, pharmacists and 
health workers of Member States would have to work closely together at different levels in order to deal with 



the problem. The developing countries had very limited resources to spend on drugs; it was tragic that those 
resources should be wasted on counterfeit products. 

Several members had raised the issue of financial support for programme 12.2 (Essential drugs and 
vaccines) and for sustaining essential drugs programmes in developing countries. Mention had been made, in 
particular, of group purchasing to save money, technical cooperation among developing countries, joint WHO 
and UNICEF activities, and the Bamako Initiative. WHO would continue to support all those activities. 

Dr Li Shi-chuo and Dr Komba-Kono had commented on traditional medicine. Dr Li Shi-chuo had 
emphasized the need for scientific research on traditional medicine to make it more useful in health care 
systems and to integrate it with modern medicine. He had also expressed the concern that the regular budget 
and extrabudgetary resources available for the programme on traditional medicine were insufficient. While 
WHO would try to find additional resources, emphasis would be placed on cooperation with WHO 
collaborating centres on further studies in that area. The Secretariat would take account of Dr Komba-Kono's 
remarks concerning traditional practices. Finally, with respect to the programme budget document, the 
absence of budget lines at regional level was explained by the fact that regional activities were covered under 
intercountry activities. 

Dr MONEKOSSO (Regional Director for Africa) said that the provision of free vaccines to Member 
States had been discussed by the Regional Committee for Africa several times and a consensus had been 
reached that Member countries should endeavour to pay for the classical vaccines used in the Expanded 
Programme on Immunization, while the international community should assist with new and more expensive 
vaccines, such as the hepatitis В vaccine. He had urged ministers of health to place immunization high on the 
list of national priorities and to accept the principle that, if a health budget existed, it should be allocated in 
the first instance to ensuring the safety of motherhood and the survival of children. That fundamental 
principle should continue to be emphasized. Various ministers of health had pointed out, however, that having 
seen to it that a country became used to the availability of vaccines, some manufacturers had taken the 
opportunity of raising prices. The international community and WHO should lend their support in the 
dialogue with manufacturers to ensure that such a practice did not continue. Bulk purchasing arrangements 
were in the process of being set up in the African Region. There should not be a return to the idea of free 
vaccines. In 1985, when 60% of the vaccines used in the African Region had been provided free, health 
budgets had in some cases been used to buy sophisticated equipment such as CAT scanners. 

A question had been raised concerning the absorption by WHO of local currencies and their substitution 
by hard currencies, as a result of the Bamako Initiative. Under the Bamako Initiative, countries that received 
gifts of drugs were allowed by their governments to keep the monies generated through recycling the drugs 
within their local health systems. The currencies of many African countries were not convertible and problems 
had arisen in purchasing further supplies of drugs, since manufacturers refused to accept non-convertible 
currencies. An informal arrangement had therefore developed with a number of international agencies at 
country level, whereby hard currency was provided in exchange for the local funds generated by such 
community initiatives. Some WHO representatives had entered into similar arrangements for reimbursable 
purchases provided under standard WHO procedures for non-emergency purchases by Member States; the 
governments of countries in the African Region paid WHO in local currencies for supplies purchased by WHO 
through normal channels (frequently UNICEF's supply centre UNIPAC) and then delivered to the 
governments concerned. Although that arrangement did not in fact involve currency exchange, excessive use of 
the practice had been discouraged. In some countries, ministers of finance objected to such arrangements, 
claiming that they contravened national regulations on foreign exchange. Because of the need for additional 
sources of foreign exchange, political leaders had established a special health fund for Africa to serve as a 
reserve, to which those in Africa and others who were able to could contribute. The Bamako Initiative and the 
special health fund had never been formally discussed by the Board; their inclusion on the Board's agenda 
would make it possible for full information to be provided. 

Regrettably, in the absence of quality control mechanisms, some unscrupulous operators sold counterfeit 
material to countries in the Region. A number of subregional quality control laboratories had therefore been 
financed by WHO with a view to monitoring and keeping track of drugs received. Countries that could do so 
were being encouraged to initiate their own quality control programmes. 

An African initiative for essential drugs was currently being developed, and its early implementation 
would be welcome in view of the importance of essential drugs and vaccines for the Region. 



Disease prevention and control (Programme 13) (Document PB/94-95, pages B-187 to B-262) 

Programmes 13.1,133 and 13*5: Immunization; Integrated control of tropical diseases; and Tropica且 disease 
research (Documents EB91/4 and EB91/15) 

Dr LA RI VIERE said that, from the programme budget document, it was not very easy to isolate the 
budgetary provisions for the eradication of poliomyelitis from the rest of the activities under programme 13.1 
(Immunization). However, the eradication of poliomyelitis remained a priority area in which WHO and its 
partners were making a big difference and in which the Organization should be able to demonstrate its 
capacity to initiate sustainable activities. Doubt had been expressed a few years previously regarding the 
chances of eradicating wild poliovirus; it was gratifying to note the progress since then. However, it was 
obvious that resources, supplies and, to a degree, sustained political commitment were required. 

The Director General's report (document EB91/15) indicated that, vaccine accounted for some 80% of 
the projected costs of eradication. That implied that delivery of the vaccine accounted for approximately 20%. 
In previous discussions on the Expanded Programme on Immunization it had been indicated that the cost of 
vaccines seldom amounted to more than 10-20% of the cost of bringing them to children. He therefore 
assumed that poliovaccine delivery costs were already largely covered within the Programme and that the 
intensified approach to eradication and the specific resources allocated to it primarily involved meeting the 
needs for poliovaccine supply, rather than the building of a separate vertical infrastructure for its delivery. 

He was pleased to note the success of the Ministerial Conference on Malaria held in Amsterdam, which 
had produced a new and feasible strategy giving hope that the disease might be brought under control. 

Dr MASON said that the Secretariat's excellent report (document EB91/15), together with the revised 
plan of action for the global eradication of poliomyelitis gave a clear picture of the successes achieved so far 
and the priorities and constraints involved in attaining the goal by the year 2000. WHO, numerous 
nongovernmental organizations such as Rotary International, and other United Nations agencies, as well as 
Member States, had combined their financial and technical resources to eliminate poliomyelitis from the 
Region of the Americas over the past seven years. The Regional Director for the Americas was to be 
commended for his leadership in that campaign. Using the knowledge gained there, the Western Pacific 
Region was making dramatic progress towards reaching its goal of eradication by 1995. Eradication activities 
were accelerating in all the six remaining endemic countries in the Region, and only vaccine availability stood 
in the way of success. 

Poliomyelitis could be eradicated with current technologies, given sufficient political commitment and 
adequate financial resources. Members of the Executive Board, as public health leaders, had no excuse for not 
insisting that the eradication goals be met. As the Board had been reminded on many occasions, however, the 
supplemental immunization activities required would strain each country's ability to provide adequate vaccine 
supplies. Current projections called for over US$ 800 million to be spent by the year 2000 for oral 
poliovaccine. A partnership between many national and international organizations would be required in order 
to meet the demand. The budget for the Expanded Programme on Immunization for the 1994-1995 biennium， 
including extrabudgetary resources, totalled less than US$ 40 million. It was therefore obvious that WHO 
could not provide the financial resources necessary to enable countries to meet their vaccine needs. It could, 
however, provide technical expertise and, perhaps even more important, the leadership necessary to galvanize 
the national and international will to succeed in that most important task. 

The Board had heard much about the poliomyelitis eradication efforts in the Americas and the Western 
Pacific. He requested the Director-General and the other four regional directors to work to mobilize political 
commitment and financial resources for that purpose. Together with other members of the Board, he had 
proposed draft resolutions on poliomyelitis eradication and dengue prevention and control which would be 
submitted for consideration at a later stage. 

The Director-General and the Secretariat were to be commended on their successful efforts in convening 
the Ministerial Conference on Malaria. Although the United States of America had known few cases of 
malaria, it fully recognized the harmful impact of the disease and would support malaria control programmes. 
The task, however, had only just begun. Implementation of the Global Malaria Control Strategy would require 
sustained attention and support by Member States and WHO. The Organization must, therefore, work with 
other interested parties to develop a consensus plan of implementation that allowed for strong and sustained 
bilateral and multinational partnership. It was essential to ensure that the momentum was not lost until 
malaria control had become a reality. 



Dr CHAVEZ PEON (alternate to Dr Kumate) said that in the Region of the Americas both the 
Regional Office and its Member States had made a great effort to meet the immunization targets set by the 
World Summit for Children. The joint work done by WHO and UNICEF had been fundamental in that 
respect. The attainment of the regional target afforded an example to be followed by all, the aim being to 
achieve coverage of over 90%. Mexico was committed to that goal. 

Concerned at the potential dangers of epidemic dengue, members from the Region of the Americas and 
from other regions had proposed a draft resolution calling for more effective control of the disease, which, as 
indicated by the previous speaker，would be submitted to the Board at a later stage. Dengue haemorrhagic 
fever was spreading and could lead to very high levels of mortality and morbidity. The proliferation of 
Aedes aegypti and Aedes albopictus had promoted the spread of other diseases as well as dengue, and the time 
had come to recognize that fact and to take appropriate measures. The efforts being made by the countries 
initially affected would be of great value for countries now being infested with Aedes aegypti. The problem was 
not yet global in extent, but it could become so, and timely action was required. Mexico and the Region of the 
Americas were interested in initiating an organized programme for the prevention and control of the disease， 
led by WHO. 

Dr HAN Tieru (alternate to Dr Li Shi-chuo) expressed his full support for the Expanded Programme on 
Immunization's drive to eradicate poliomyelitis and endorsed the strategy and the analysis of the difficulties 
encountered. He agreed with Dr Mason that the main obstacle to global eradication was the supply of 
vaccines. Industry had the capacity to produce enough, but the resources to buy them were not available. In 
recent years great efforts had been made to eradicate poliomyelitis in China; immunization coverage had 
reached 85%, and the surveillance system and supporting laboratories had been improved and strengthened. 
As a result, the number of cases was falling. Help with the purchase of vaccines would, nevertheless, be 
needed if poliomyelitis was to be eradicated in the Western Pacific Region by 1995 and in the world as a whole 
by the year 2000. It was therefore to be hoped that international organizations and industrial countries would 
make a greater effort to provide more resources. WHO should recognize the obstacles that had been 
encountered in recent years and find solutions to them. 

With regard to programme 13.3 (Integrated control of tropical diseases), he supported the efforts made 
by Member States to integrate the prevention and treatment of tropical diseases into their primary health care 
systems and to set up new strategies. Malaria was one of the world's greatest public health problems, and in 
recent years WHO had made an important contribution to its control. He had noted the new strategy adopted 
at the Ministerial Conference on Malaria held in 1992, which inter alia would address the spread of drug 
resistance. WHO had supported studies on new drugs such as quinhaosu (artemisinin) and had also assisted 
Member States to draw up policies for drug therapy for tropical diseases and for the training of personnel in 
endemic countries. In the case of leprosy control it had helped Member States to increase their coverage with 
multidrug therapy, thus providing a solid foundation for the eradication of the disease by the year 2000. The 
current approach to schistosomiasis treatment and control was producing excellent results. In China great 
progress had been made, with the support of WHO. He endorsed the activities planned for 1994-1995, in 
which almost all regions would be giving high priority to malaria control. In addition to helping Member 
States with technology, WHO should assist them to implement the new Global Strategy for Malaria Control 
according to their particular needs and to strengthen studies on new drugs. Since regular budget resources 
were insufficient to meet all the needs of the programme, the Organization should seek extrabudgetary 
funding. 

Dr KOMBA-KONO endorsed Dr Mason's comments on the possibility of eradicating poliomyelitis. The 
available data were quite encouraging; with a third-dose coverage rate of 81% for 1991-1992. Thanks were 
due to Rotary International for continuing to provide the much-needed vaccines. The beneficiary communities 
were now abundantly aware of the remarkable decline in the disease and were fully supporting all necessary 
measures for its eradication. Ease of administration of the vaccine and the willingness of the community to 
cooperate in the control of poliomyelitis had encouraged health workers to strive for its eradication by the year 
2000. He joined other speakers in supporting accelerated action to attain that goal. 

Dr DOI (alternate to Dr Nakamura) said that the success of the poliomyelitis eradication programme in 
the Region of the Americas had provided evidence that the goal of eradicating the disease by the year 2000 
was realistic. According to the Director-General's report (document EB91/15)，there was a shortage of 
poliovaccine. Japan was very aware of the importance of vaccine supplies and of the eradication project. Its 
Ministry of Foreign Affairs had therefore begun to organize vaccine supplies in response to regional needs. 
Also, Japanese Rotarians, who had contributed to the eradication of poliomyelitis in the Region of the 



Americas, were now contributing to the programme in the Western Pacific Region, at the request of the 
Director-General and the Regional Director. 

Dr NYMADAWA expressed his appreciation of the importance attached by the Director-General to the 
Organization's cost-effective programme on immunization. Most countries were reaching the critical coverage 
level of 80%-90%, but consideration had to be given to the step-by-step improvement of laboratory support for 
the Expanded Programme on Immunization in the fields of population immunity assessment, vaccine quality 
control, confirmation of suspected cases and surveillance for wild poliovirus. Experience in developed 
countries had shown that, in the absence of laboratory support, cost-effectiveness of immunization programmes 
was reduced. More attention should therefore be given to that aspect of the problem. 

He commended the Director-General's report (document EB91/15) and the revised plan of action for 
the eradication of poliomyelitis by the year 2000, on the basis of which Member States could draw up their 
own country programmes. He urged members to support the draft resolution on eradication of poliomyelitis, 
which contained a resolution recommended for adoption by the Forty-sixth World Health Assembly, and which 
would be considered at a later stage. 

WHO's persistent recommendations to endemic countries to include hepatitis В and yellow fever 
vaccines in their immunization programmes were appreciated. In Mongolia the inclusion of hepatitis В vaccine 
some two years previously had led to a decrease of 20% in acute hepatitis cases. Because of the lack of 
laboratory confirmation, in developing countries mild hepatitis В infections were often confused with 
hepatitis A. 

Dr AL-JABER said that good immunization coverage had been achieved in the Eastern Mediterranean 
Region in respect of the six diseases targeted and several countries has also implemented immunization against 
hepatitis В for all newborn babies and for mothers of child-bearing age. Nevertheless, problems remained with 
the type of vaccine used and the cold chain system. It was important to seek oral vaccines, similar to those 
used against poliomyelitis, and heat-resistant vaccines in order to increase immunization coverage, and reduce 
the number of related complications. 

Ms KRISTENSEN (adviser to Mr Varder) emphasized the importance of immunization - a key element 
in primary health care. Appropriate, well conducted programmes would lead to real improvements in public 
health. The Expanded Programme on Immunization had been one of the most successful programmes in 
reaching children and reducing the incidence of fatal diseases. It was essential to integrate immunization with 
other primary health care services. She also underlined the importance of eradicating wild poliovirus, which 
would not only rid the world of a dreadful disease, but also free resources for other purposes. She wondered, 
however, whether the eradication of poliomyelitis was a realistic proposition in the near future. Her question 
was prompted by concerns expressed in document EB91/15 regarding support for the eradication of 
poliomyelitis on the part of some industrialized countries. 

Lastly, she asked what activities specifically related to women had been carried out under 
programme 13.5 (Tropical disease research). 

Mr DOUGLAS commended the Director-General on the reports, which highlighted the success achieved, 
in certain regions in particular, in the control and eradication of both communicable and non-communicable 
diseases. He urged that the Expanded Programme on Immunization should go beyond the goal of the 
eradication of poliomyelitis and address the issue of eradicating other diseases, notably measles. 

He commended the Regional Director for the Americas and his colleagues on the success in eradicating 
poliomyelitis: it was encouraging that not a single case had been reported in 1992. It was somewhat 
disturbing, however, that according to the charts on the global incidence of poliomyelitis, on page 3 of 
document EB91/15, information had not been available in 1991 for certain of the countries which had 
submitted reports in 1971; timely reporting was fundamental to the control of diseases. 

Dr VIOLAKI-PARASKEVA praised the accomplishments of the Expanded Programme on 
Immunization, but noted that full coverage had not yet been achieved in respect of all the diseases concerned. 
Countries should increase their investment in the Programme, not only for its own sake, but because it could 
serve as an entry point for other elements of primary health care, particularly in relation to mothers and 
children. She requested the Secretariat to provide information on what methods might be used to exploit that 
window of opportunity, and at what levels. 

Referring to page B-188, paragraph 4’ of document PB/94-95, she observed that the two million deaths 
due to the six target diseases, 127 000 cases of paralytic poliomyelitis and between one and two million deaths 



attributable to hepatitis В infection suggested that notwithstanding success in eradicating certain diseases, other 
new problems were emerging. It was very encouraging, however, that neonatal tetanus and measles were 
expected to have ceased to be a public health problem by the end of the century. 

Malaria control was essential to development, and should therefore be incorporated in primary health 
care. It was greatly to be hoped that a vaccine would soon be found. It was gratifying that the Ministerial 
Conference on Malaria had brought together countries where malaria was not endemic, as well as those where 
it was. Effective control depended on active surveillance. There was a call for training both, in treatment and 
in vector control; that required the endeavours not only of countries - often the poorest - where malaria was 
endemic, but of the international community as a whole. 

Dr AL-KAYAT (alternate to Dr Mubarak) called attention to the dangerous situation in Iraq with 
respect to the control of poliomyelitis. Under the eradication programme launched in 1989, progress had 
initially been such as to suggest that the disease would be eradicated by 1995. However, as a consequence of 
the embargo and the war, the number of cases had increased by 50% since 1990. The laboratory responsible 
for isolating the poliovirus had had to cease work at the end of 1992; environmental pollution had also 
contributed to the increased number of cases. There were no longer enough vehicles to carry medical 
personnel and supplies to areas where poliomyelitis was endemic. He would urge the Organization to assist in 
providing resources to enable the research laboratory to resume its work. Assistance in improving drinking 
water supplies and sanitation, which had been seen as a key element in reducing the incidence of the disease， 
was also requested. 

Professor MBEDE stressed the significance of WHO's role in maintaining political commitment to the 
eradication of poliomyelitis and indeed of all vaccine-preventable diseases. He agreed with Dr Larivière that 
an excessively vertical structure of the Programme should be avoided, and that there should be a greater 
degree of integration into general provisions for health care. 

In the African Region, notwithstanding political commitment to the Programme, the economic situation 
was such that countries increasingly lacked the means of obtaining vaccines. International support was thus 
needed for vaccine purchase. 

In addressing the problem of malaria control, it was particularly important to develop local research 
capacity. Moreover, the transfer of skills to the local level would assist in the general development of health 
programmes. Training and research should thus be given full support in the African Region. 

Dr DLAMINI agreed with other speakers that immunization should be integrated within the primary 
health care infrastructure. She endorsed the suggestion that a resolution on poliomyelitis eradication should 
be drafted for the World Health Assembly. 

Addressing the problem of constraints, she submitted that an adequate supply of poliomyelitis and other 
vaccines could be obtained if politicians at the national level were more actively encouraged to support the 
Expanded Programme on Immunization and if the international community was more actively mobilized. 

She agreed with Dr Violaki-Paraskeva that further training and funding were necessary to support 
surveillance and monitoring systems at country level. 

Lastly, she commended the work of the Ministerial Conference on Malaria, and particularly the global 
approach adopted there. 

Dr SARR noted with gratification that immunization coverage was in some cases in excess of 80%, but 
remarked that those results were due in great measure to the exceptional mobilization of resources and the 
vertical programme structure: the results were spectacular but might not be durable. The real problem in 
developing countries was to ensure that the concept of immunization was fully absorbed into the popular 
culture: to achieve that vaccination should be integrated on a day-to-day basis in primary health care activities. 

African countries were prepared to buy vaccines, and acknowledged the need for special procurement 
budgets. Nonetheless, vaccines were very costly; and he would join in urging the Director-General to continue 
to negotiate with the pharmaceutical industry with a view to obtaining vaccines, including new vaccines such as 
that for hepatitis B, at lower prices. 

Concerning the integrated control of tropical diseases, he expressed satisfaction at the clear presentation 
and objectives of the programme. Given the paucity of human resources, the African countries attached 
priority to an integrated approach, and sought staff with varied skills，competent in such non-medical domains 
as management and planning of a wide range of activities, to make up for the absence of multidisciplinary 
teams. 



On the subject of tropical disease research, he commented on the absence from the proposed budget of 
resources other than at the global and interregional levels. Did that signify that no research would be carried 
out at country or intercountry level? Lastly, he requested information on progress in research into a possible 
vaccine against malaria, a matter that was not mentioned in the report. 

Dr HAN (Regional Director for the Western Pacific) said that impressive progress had been made 
towards eradicating poliomyelitis in the Region. Surveillance systems had been established in all six countries 
where the disease was still endemic, and a laboratory network had been set up to which those countries had 
submitted samples for testing in 1992. "Immunization days" had been organized but only to a limited extent, 
owing to a shortage of poliovirus vaccine. The number of reported cases in the Region had increased from 
2126 in 1988 to 5963 in 1989，when outbreaks had occurred in China, but had subsequently decreased to 2615 
in 1991; the total for 1992 was probably less than 2000，although the final figures were not yet available. 
Those had been the achievements following the decision of the Regional Committee in 1988 to eradicate 
poliomyelitis in the Region by the year 1995: five years earlier than the global target date. 

In order to fulfil that mandate, a regional poliomyelitis task force had been set up within the Regional 
Office, and had established a technical advisory group (TAG) on the Expanded Programme on Immunization 
and poliomyelitis eradication, with six internationally renowned experts in the field as members. The group 
had met three times, in company with the managers of the Expanded Programmes on immunization in 
poliomyelitis-endemic countries and representatives of collaborating agencies. At the first meeting, held in 
Tokyo, Japan, in April 1991，a regional plan of action to eradicate poliomyelitis by 1995 had been discussed 
and finalized. The plan included three critical strategies to achieve the goal: (1) the achievement and 
maintenance of high routine immunization coverage; (ii) the implementation of supplementary immunization 
activities, such as "national immunization days1’ and response to outbreaks in order to interrupt the 
transmission of wild strains of the poliomyelitis virus; and (iii) the strengthening of surveillance aimed at 
prompt detection and thorough investigation of all cases of acute flaccid paralysis and identification of the 
factors responsible for those cases. 

The third of those strategies had been the first to be implemented, using indicators to monitor the 
completeness and timeliness of reports and other factors recommended by TAG. Four years previously, 
reports on cases of poliomyelitis had sometimes taken more than one year to reach the Regional Office from 
the countries concerned and had often been found to be incomplete and unreliable. As of December 1992, 
reports from all countries where poliomyelitis was endemic, except Cambodia, reached the Regional Office 
within three months, and two countries reported weekly. The surveillance system was closely supported by the 
regional laboratory system. Until 1992，only two of the six poliomyelitis-endemic countries had had a 
laboratory system in place; now, in all of them, including Cambodia, stool specimens were collected and sent 
to designated regional reference laboratories for virological investigation. 

In keeping with the resolution of the Regional Committee, poliomyelitis eradication measures had been 
implemented in ways that strengthened and sustained national immunization programmes. Over 90% of the 
population of the Region had been immunized with the antigens included in the Expanded Programme on 
Immunization, including oral vaccine against poliomyelitis, and coverage had been increased in countries where 
it was still low. Pockets of low coverage still existed, however, even in countries where overall coverage was 
high. Identification of cases of poliomyelitis in areas where coverage was low could lead to special efforts to 
increase overall coverage with all the antigens included in the Expanded Programme on Immunization. 

Implementation of supplementary immunization, in the course of "national immunization days" or 
response to outbreaks, had, however, met with less success. No country had yet held a "national immunization 
day", because of insufficient funds to buy oral poliomyelitis vaccine; instead, optimal use had been made of 
limited resources by holding sub-national events. China had spent more than US$ 2 million to provide oral 
poliomyelitis vaccine for supplementary immunization in 1991. 

The shortage of vaccine had meant that the Region had been unable to implement all the strategies in 
the original plan. Two years had been lost, during which the incidence of poliomyelitis could have been 
reduced to a very low level. Several attempts had been made to cope with the shortage. First, a partially 
successful effort had been made to mobilize funds through interagency coordination and consultation with 
individual donor countries and collaborating agencies. Next, vaccine requirements had been reduced by 
modifying the original supplementary immunization strategy: lowering the target age from five years to four or 
using the available vaccine in ways that expanded "poliomyelitis-free zones" within a country. Possibilities of 
purchasing oral vaccine in bulk and processing it locally were also being explored. Despite those efforts, 
another US$ 6 million would be required in each of the coming three years in order to meet the minimal 
vaccine requirements, even with the lowering of the target age. 



Given the progress made and the strong commitment of the governments of the countries in the Region, 
poliomyelitis could be eradicated in the Western Pacific Region by 1995 if the required amount of vaccine 
could be obtained. For example, one province in China (and some provinces in China were larger than many 
countries) had been close to achieving poliomyelitis-free status when additional vaccine had been made 
available. If the opportunity to achieve the goal of eradication were missed, another surge of outbreaks might 
occur, resulting in even greater requirements for vaccine than at present. The eradication of the disease was 
no longer a scientific problem: the technical knowledge and the tools were available. Furthermore, the 
problem had been acknowledged by the World Health Assembly, the Regional Committee for the Western 
Pacific and the members of the Executive Board: the success or failure of the initiative depended only on the 
allocation of adequate resources. With the help of the Director-General, Rotary International and the 
Government of Japan, the prospect that special contributions might become available to procure the necessary 
vaccine was brighter; however the Executive Board and the forthcoming World Health Assembly should be 
requested to invite the international community to contribute poliomyelitis vaccine or the cash to permit its 
purchase. 

Dr HENDERSON (Assistant Director-General) reemphasized the strategic role in WHO's activities of 
the control of communicable diseases. The significance of communicable diseases lay partly in the fact that 
they were already major causes of acute morbidity and mortality and partly in the fact that when urgent action 
was not taken they became more widely spread. He cited cholera，measles, malaria, meningitis, tuberculosis, 
dengue, hepatitis, AIDS and rabies as examples. Highly cost-effective means of prevention or cure were 
available for most of those diseases; research was still required, however, to develop better prevention and 
control and to improve the application of available tools. WHO was in a unique position to coordinate rapid 
responses to outbreaks of disease at the global and regional levels, and to conduct research in support of 
national programmes. 

Prevention and control of communicable diseases complemented broader actions to develop health 
infrastructure. Prevention and control programmes had often been criticized as having an overly narrow 
perspective; however, that very narrowness could be exploited as a strength. Their specific targets made it 
possible to monitor effectively both the extent to which prevention and control were being implemented and 
the result of that implementation in terms of changes in rates of morbidity and mortality. Such monitoring 
also revealed failings, which, when corrected, led to improvements to the programmes. The specificity of the 
programmes tested the adequacy of the health infrastructure on which they depended and impelled its reform 
in a manner that more general programmes could not achieve. Prevention and control programmes were thus 
a tool for developing health infrastructure, especially in the least developed countries. For those and other 
reasons, such programmes were among the most successful within WHO in securing extrabudgetary support. It 
should be noted, however, that the figures provided for that type of funding in document PB/94-95 had been 
over-optimistic and for several programmes would be lower in the coming biennium. 

Difficult choices had had to be made in apportioning the regular budget to global and interregional 
programmes for prevention and control of communicable diseases. Real growth had been allowed for the 
programmes on malaria and tuberculosis and for research and development in the field of vaccines, specifically 
the "Children's Vaccine Initiative". The Expanded Programme on Immunization and the programmes on 
diarrhoeal diseases and acute respiratory infections had been allowed roughly zero growth, which, however, 
represented comparative growth in view of the fact that most other programmes had undergone negative 
growth. Any growth had been compensated for by radical reductions in allocations to the programmes on 
leprosy, other parasitic diseases and zoonoses, and less drastic cuts in the area of tropical disease research and 
a number of others. Reductions had also been made in the budget for the Global Programme on AIDS, 
reflecting changes resulting from the incorporation of the programme on sexually transmitted diseases. 
Communicable disease prevention and control (programmes 13.1 to 13.14) as a whole saw a real budgetary 
reduction of 4.9%, which was slightly greater than the 4.4% reduction realized overall in the global and 
interregional activities at WHO. 

Dr KIM-FARLEY (Expanded Programme on Immunization), replying to points raised by members, 
confirmed the views of Dr Larivière, Professor Mbede，Dr Dlamini and Dr Sarr that the intensified activities 
required to eradicate poliomyelitis should build on and strengthen mechanisms for the delivery of primary 
health care and disease surveillance and laboratory services. A separate，vertical system would not be 
developed for eradicating poliomyelitis. In response to questions from Ms Kristensen，he said that, as 
demonstrated by the success in the Americas, the eradication of poliomyelitis was a goal that was both realistic 
and technically feasible, provided that there were available: (i) sufficient resources to purchase or produce 
additional vaccine and to develop effective systems for surveillance and outbreak control; (ii) sufficient 



commitment to develop and implement supplementary immunization activities in endemic areas, including 
national vaccination days and "mopping-up" operations; and (iii) sufficient political commitment to achieve 
eradication at international, national and local levels. In response to a second question from Ms Kristensen, 
he said that industrialized countries where poliomyelitis had been virtually or entirely eradicated should 
increase their commitment to the global initiative for several reasons, beyond the humanitarian goal of 
relieving needless suffering, disability and death. Firstly, once eradication had been achieved and 
immunization could be discontinued, large amounts of money would be saved that would otherwise have been 
spent on vaccine. Secondly, until eradication was achieved globally, no country was safe from the 
reintroduction of poliomyelitis virus. He cited the recent example of the Netherlands, where an outbreak had 
occurred for the first time in 14 years, resulting in over 60 cases. Thirdly, the developmental assistance 
programmes of industrialized countries emphasized activities that could strengthen national capacities. The 
poliomyelitis eradication initiative was one of the best possible investments for developing disease surveillance, 
strengthening laboratory networks, improving rehabilitation services and advancing delivery systems, not only 
for the diseases that were the targets of the Expanded Programme on Immunization but also for other areas of 
priority in primary health care. 

Dr GODAL (Special Programme for Research and Training in Tropical Diseases), responding to a 
question from Ms Kristensen about activities within the programme in relation to women said that a number 
of studies had shown, inter alia, that women were at a selective disadvantage with regard to attendance for 
health services. Although the indicators of morbidity were the same for men and for women, men attended 
malaria clinics six to eight times more frequently than women. Secondly, tropical diseases such as leprosy, 
river blindness and lymphatic filariasis were stigmatizing, and that affected women more severely than men 
because of their weaker social status. Many left their families, dropped out of the educational system and were 
placed at a disadvantage with regard to marriage opportunities. Thirdly, pregnancy conferred increased 
susceptibility to infectious diseases. A study that had been carried out recently in Africa had shown that in 
unmarried, pregnant adolescent women malaria was particularly severe; 50% had a mean corpuscular 
haemoglobin level of less than 7 pg. 

In response to questions from Dr Sarr, he said that the Special Programme for Research and Training in 
Tropical Diseases was a global programme in which resources were allocated so as to reach objectives in the 
most cost-effective and speedy manner. About 17% of its resources were used for staff, another 10% for 
consultants, duty travel and meetings and more than 70% for projects at the country level. Of the latter, 58% 
had been devoted in 1992 to developing countries and 42% to projects in industrialized countries. With regard 
to the development of vaccines against malaria, several studies were being conducted in Latin America with a 
blood-stage vaccine that had been developed by Dr Patarroyo in Colombia. In 1992, a phase I-phase II study 
had been initiated in the United Republic of Tanzania with TDR support to test the efficacy of that vaccine 
against malaria in children. A combination of two new antigens, developed by an Australian consortium in 
collaboration with Hoffman-La Roche, was undergoing clinical phase-I testing. A further five to six antigens 
were in advanced stages of preclinical testing and were expected to enter into clinical trials during 1993-1994. 

Dr GUERRA DE MACEDO (Regional Director for the Americas) corrected a misunderstanding that 
appeared to have arisen: poliomyelitis had not been eradicated in the Americas during the past 17 months; 
rather, no case of that disease had been recorded in the Region within that period - a situation which was the 
result of eight years of continuous work, the expenditure of nearly US$ 600 million，more than 80% of which 
had been contributed by the Latin American and Caribbean countries themselves, an extraordinary effort of 
internal mobilization which demonstrated that despite poverty and crises, where there was will and 
determination it was possible to get things done. It had also signified genuine and effective international 
coordination. Perhaps the most effective coordination ever seen had occurred in his region between USAID, 
Rotary International, UNICEF, the Inter-American Development Bank and the Canadian International 
Development Agency (CIDA). Those organizations had worked together with the Regional Office throughout 
the entire period and continued to implement a single programme coordinated by the Organization in the 
Region of the Americas. He stressed that vaccination was indispensable but that an adequate system of 
surveillance, backed up by an effective system of diagnostic laboratories, was equally important. Without 
surveillance there was a risk that a vaccination campaign might not lead to the desired results. Surveillance 
was particularly vital in the Region of the Americas for the consolidation of the results achieved and for 
carrying out certification that the circulation of wild strains of the virus had been interrupted and the disease 
eradicated. Currently, in the countries of Latin America and the Caribbean alone there were 22 000 units of 
surveillance reporting weekly on flaccid paralysis and other illnesses identifiable as, or similar to, poliomyelitis. 



Another lesson to be drawn from the experience in the Region was that the efficiency and effectiveness 
of efforts were increased when there was the courage to decentralize operations. Central coordination for the 
promotion and mobilization of resources and for standardization was certainly very important. Operationally, 
on the other hand, the decentralization of responsibility for acting at the local level offered the best way of 
proceeding. He stressed that the abandonment of apparently vertical programmes such as that on 
poliomyelitis, as Dr Kim-Farley had said, must go hand-in-hand with the strengthening of permanent health 
service infrastructure. There was - he added - currently a danger in the Region of resting on past successes 
and being satisfied with the results achieved, when it was necessary to keep up the effort until the remainder of 
the world completed the process of eradication. The Region was therefore waiting with some expectancy to 
see what was being done in other regions, and was ready and willing to share its experience to assist the other 
regions of the Organization. He acknowledged the positive evaluation at the global level in regard to the 
eradication effort, contrasting with the scepticism and even criticism given to the initiative of the Americas in 
1984. 

The developments which the Region had experienced in connection with the Expanded Programme on 
Immunization and more especially the prospects of poliomyelitis eradication had been extraordinary. It was 
believed that neonatal tetanus could be eliminated with some ease and although the eradication of measles 
appeared to be much more complicated, it was still being pursued in the Region. In Cuba and the Caribbean, 
since the vaccination of all children under 15 some three years before, there had been no cases of measles; 
two cases in Jamaica were attributed to non-indigenous transmission. In Chile, Argentina and Brazil, 
vaccination had been completed; it was in the process of completion in Central America. It was hoped that 
within at most two years all children under 15 would have been vaccinated against measles, and that it would 
be possible to ascertain through surveillance and epidemiological knowledge whether immunization could 
indeed put an end to that great scourge. 

He had two observations concerning tropical diseases. First, in 1991 there had been 1 230 000 notified, 
and parasitologically proven cases of malaria in the Americas. But surprisingly the public health services, 
excluding private services and the armed forces, had used in that same year an amount of chloroquine 
sufficient for the radical treatment of nearly six million cases. That suggested that there had been four or five 
times more cases than those actually recorded, or that extraordinarily inefficient use was being made of the 
resources available. His second observation, which had already figured in his initial report to the Board, might 
be of interest to the world although it related to a problem unique to the Region: the effort to eliminate the 
transmission of Chagas disease by its principal vector in the countries of the Southern Cone, the Triatoma 
infestansy and by blood transfusion, in a combined effort that would also mean the prevention of the 
transmission of other diseases, such as AIDS, syphilis and hepatitis by blood transfusion. It was believed that 
within a few years the transmission of Chagas disease by those two mechanisms would have been interrupted 
by the efforts of the countries themselves, with only supplementary external aid for the poorer countries such 
as Bolivia and Paraguay. 

Dr SATTAR YOOSUF welcomed the programme statement in the proposed budget that 80% or more 
coverage had been achieved worldwide for the main diseases in the Expanded Programme on Immunization, 
but inquired why the coverage of pregnant women with tetanus toxoid vaccine amounted to only half that 
figure; did that not suggest an imbalance in that part of the programme? As had been frequently stressed in 
the past, women deserved an important place in health care delivery systems, and had been targeted as one of 
the most disadvantaged sectors of society. Pregnant women could be reached through antenatal clinics; but 
perhaps that option had been set aside in favour of a vertical approach? If so, he would urge that the matter 
be reconsidered: although horizontal programmes were difficult to operate, they had to be envisaged if 
neonatal tetanus was not to become a recurrent problem. He added that although the programme statement 
pointed to decreases in poliomyelitis and hepatitis B, no mention was made of neonatal tetanus, a matter of 
concern both to mothers and to their infants. Provision was made in the Maldives for vaccinating women of 
childbearing age and immunizing the cohorts of women reaching puberty, so as to create a margin of safety in 
case some pregnant women were overlooked in the programme. 

The Director-General was to be congratulated on his efforts in convening the Ministerial Conference on 
Malaria, which had been a great success. The signing at high level of an instrument of implementation 
indicated political commitment; it remained to be seen how the technical community would address the issue. 
Early case and epidemic detection to prevent the recrudescence of malaria had formed part of the strategy of 
all the vertical programmes in the past; and he asked what new approach could be used that had not been 
tried before. With the development of primary health care, many people who had been involved at community 
level, going from door-to-door and taking blood film had left the vertical programme: he asked whether case-
finding had been reduced and whether regular seasonal spraying had ceased because of logistical problems. 



In general, there was a lot to say for the vertical programmes of the past: cohorts of people had 
developed consistent methodologies and standardized working procedures, with everyone knowing what he or 
she must do. The new orientation in the direction of horizontal programmes was giving rise to problems of 
coordination. In the past, he added, the environment had been taken into account; now, however, the 
environment was the responsibility of others, and so the link was broken. To overcome the new difficulties, 
technicians might have to play a broader role, perhaps even in the domain of public relations. 

Dr VIOLAKI-PARASKEVA reiterated her question as to how the Expanded Programme on 
Immunization might serve as an entry point for WHO's other interventions in maternal and child health. She 
appreciated that the Board's time was limited; but the question was important and merited some response. 

Dr DE RAADT (Control of Tropical Diseases), replying to Dr Sattar Yoosuf, said that there was no 
polarized controversy between vertical and horizontal programmes. What was important was to establish a 
core of specialists in each country who could judge the epidemiology and act as coaches in field activities. He 
took Dr Yoosuf s point that horizontal programmes implied much more than a mere technical handover to the 
peripheral health services; current planning stressed the establishment of national multidisciplinary teams such 
as already existed in some countries in Africa and other regions. Particularly important was the tailoring of 
the managerial and logistical approach to the needs and facilities of each country. 

The breakdown of vertical services mentioned by Dr Sattar Yoosuf was partly due to economic, rather 
than technical constraints. On the other hand, the perpetuation of techniques in the vertical services had also 
led to a situation of immobility in which resources were being wasted. He stressed that the Malaria 
Programme was not limited to morbidity and mortality control but included, where feasible, preventive 
measures against the vector and outbreaks of epidemics. 

He agreed with Dr Mason that momentum should be used, and noted that other speakers had referred 
to extrabudgetary resources which would be necessary despite the fact that the Director-General had made 
funds available out of savings from other programmes to strengthen the malaria programme, which within the 
budget for tropical disease control was the only one with a real, if modest, increase of 4%. He stressed that 
the programme, as Professor Mbede had said, would include local research to solve local problems directly 
related to control; and assured Dr Dlamini that the programme which had been set up with the help of the 
Member States concerned, in the sense of a prompt response to data collection and a step-by-step involvement 
in the development of the strategy, would maintain that important input. 

Finally, he expressed his thanks for the Board's continued support of the Malaria Control Programme 
and for the remarkably rapid response to the request for support, not only from the endemic countries but also 
by direct voluntary contributions of funds and technical expertise from other Member States as well. 

Dr KIM-FARLEY (Expanded Programme on Immunization), replying to Dr Sattar Yoosuf, said that the 
discrepancy in coverage of tetanus toxoid to prevent neonatal tetanus was partly due to difficulties of 
measurement, since some women who were pregnant might have received a sufficient number of prior doses of 
tetanus toxoid to provide protection. Measurement tools were in the process of being refined. In any case, 
coverage surveys had documented a discrepancy between the coverage achieved with infant vaccines and with 
tetanus toxoid. That discrepancy was partly due to the different target groups. The programme was now 
emphasizing screening of women of childbearing age when they brought children for immunization. It was also 
emphasizing the identification of high-risk areas to ensure that tetanus toxoid was available to all women of 
childbearing age in those areas. Finally, the programme was working closely with the Division of Family 
Health and with the Safe Motherhood Initiative to ensure that provision of tetanus toxoid and access to clean 
delivery were integral parts of antenatal care. 

With regard to the manner in which the Expanded Programme on Immunization could serve as an entry 
point into other primary health care interventions, he assured Dr Violaki-Paraskeva that the Programme was 
working very closely with other divisions in WHO, for example with Nutrition on the issue of micronutrient 
supplementation in iodine-deficient areas and vitamin A-deficient areas. It was also working with Family 
Health on an approach to the well child to make sure that the contacts planned for children involved the 
maximum use of primary health care interventions that could be applied at those times. 

Programmes 13.6 to 13.8: Diarrhoeal diseases; Acute respiratory infections; and Tuberculosis 
(Document PB/94-95, pages B-210 to B-224; and EB91/16) 

Dr MASON commended the Secretariat on a well-written if deeply disturbing report on the deteriorating 
tuberculosis situation. Document EB91/16 described two principal reasons for the increase in tuberculosis 



incidence: cases occurring in persons whose immune system was already compromised by concurrent HIV 
infection, and the spread of drug-resistant tuberculosis. However, there were other reasons. Tuberculosis was 
not only a problem of the developing world. The developed countries had too frequently become complacent 
in dealing with infectious diseases, among which tuberculosis was a prime example; the developed countries 
had let their guard down and were not continuing research. The tools for dealing with tuberculosis were old-
fashioned ones available early in the century and new discoveries had not been applied either in diagnosis or in 
treatment. In the United States of America, the annual number of tuberculosis cases had declined until 1985 
but had been increasing since that time. Although much of the increase was occurring in persons infected with 
HIV, it also reflected the facts he had mentioned. Yet, unlike many public health problems, tuberculosis was a 
disease for the control of which sufficient knowledge and capacity existed. 

The programme described in document EB91/16 set reasonable goals and defined appropriate activities. 
Given the growing importance of the disease, which affected one-third of the worlcTs population and lulled 
more people than malaria, the low level of regular budget funding allocated to it was cause for dismay. 
Although he appreciated the extrabudgetary support and hoped that it would increase, he was concerned that 
the regular budget for the coming biennium showed a real decrease of over 3%, which did not convey a 
message of leadership by WHO in the field. A resolution would be introduced on the subject which he hoped 
that the Board would support. 

Dr DOI (alternate to Dr Nakamura) congratulated the Director-General and his staff for the rapid 
progress both in activities to assist Member States and in the mobilization of extrabudgetary resources in the 
current biennium. He strongly supported programme 13.8 (Tuberculosis) for several reasons: it had clear 
targets; it had been developed not only by a highly cost-effective strategy for tuberculosis control but also by 
such important tools as training modules and guidelines to implement its strategy; it was already providing 
effective technical assistance for a large number of countries in adopting WHO，s new tuberculosis control 
strategy and implementing it through primary health care systems. In many of those countries the programme 
was very effectively coordinating financial support from external donors to assist countries to develop effective 
tuberculosis control programmes: the US$ 100 million China/World Bank/WHO tuberculosis project was 
showing early signs of success. Finally, the programme had a research component aimed at producing relevant 
and needed knowledge and technologies directly useful in control activities. Such effective support of control 
by research should be adopted by many WHO programmes. 

In the current biennium the necessary preparatory work had been done and the programme was now 
ready to rapidly expand its activities to assist many more countries in achieving its targets for the year 2000. 
Firstly, speed was essential, because, as the report emphasized, tuberculosis was one of the foremost causes of 
death from a single infectious agent, and the problem was worsening owing to the HIV epidemic, the 
emergency situation, and international migration. Secondly, if control programmes in many countries 
continued to perform poorly the global tuberculosis situation would deteriorate still further, owing, for 
example, to the spread of drug-resistance. Lastly, a very cost-effective strategy as well as tools for its 
implementation had been developed by WHO and were already available. 

He asked what the main priority activities were for the coming biennium. 

Dr LARIVIERE said that, while a number of new issues in tuberculosis control called for additional 
research and the development of better tools, nevertheless, the Organization had developed an effective control 
strategy based on the application of the existing - albeit still perfectible - tools. For the vast majority of 
countries, the main issue was to find enough resources to implement the strategy with the available tools. 

In most countries, tuberculosis was largely a disease of poverty, a social problem linked to malnutrition 
and inadequate housing. In fact, social development had perhaps had an even greater impact on the overall 
control of tuberculosis than medical interventions. While tuberculosis was rising in many industrialized 
countries, that was not so in Canada, owing largely to its social policy, which ensured equal access for all to 
health and social services. The prevention and control of tuberculosis did not rely entirely on technical medical 
developments. The decline of the disease in the past had demonstrated the fundamental importance of 
providing good food, proper housing and rest. 

Mr DOUGLAS said that it was vital to grasp the relationship between tuberculosis and HIV infection 
and to face the fact that tuberculosis was likely to increase if both problems were not addressed rapidly and 
effectively. 

Tuberculosis was not just a matter of concern for the developing countries. It was alarming to learn that 
one-third of the world's population was infected. While the WHO tuberculosis control strategy was excellent, it 
had to be translated into implementation at the country, regional and international levels. That could and 



should be done with the tools available, but the budgetary allocation seemed inadequate, even though 
extrabudgetary funds might become available. 

In the past, tuberculosis had been closely connected with poverty and its consequences, and almost the 
only means of control had been appropriate social interventions - which, indeed, had brought about a 
significant improvement, in certain countries, including his own. The situation had changed, however: the 
medical community currently had available to it a wider array of treatment possibilities, including drugs, and 
should make use of all of them in combating tuberculosis. 

He fully endorsed a draft resolution on the tuberculosis programme that would later be considered by the 
Board. 

Dr HAN Tieru (alternate to Dr Li Shi-chuo) said that while tuberculosis was a major public health 
problem in developing countries, its morbidity rate of tuberculosis was changing in many industrialized 
countries as the epidemic of HIV infection gave rise to a new wave of cases. 

The Organization's tuberculosis control programme (programme 13.8) was comprehensive and feasible 
and was already showing results, in his own country for example. In connection with the programme, he 
emphasized three points: firstly, WHO should revise the tuberculosis control guidelines it provided to 
countries so as to strengthen their control procedures; secondly, it should endeavour to make decision-makers 
more aware of the economic impact of tuberculosis, so that the programme could attract adequate 
administrative and financial support at the country level; and thirdly, at the basic level, there was a need for 
timely diagnosis of tuberculosis, appropriate chemotherapy and an adequate supply of drugs. 

Dr MEREDITH (alternate to Dr Calman) said that the overall objective of reducing tuberculosis 
mortality and morbidity rates should be achievable, although the rising incidence would make that increasingly 
expensive. In addition, the interrelationship between HIV infection and tuberculosis made it increasingly likely 
that tuberculosis was a contributing factor in the deaths of many HIV-infected individuals, particularly in 
Africa and Asia. In consequence, the specific objective of successfully treating 85% of detected smear-positive 
cases was somewhat ambitious. 

Case-finding should be active and vigorous so that cases could be treated as early as possible in order to 
reduce their period of infectivity. It was also important to ensure that treatment was followed regularly for the 
full course. Considerable emphasis was placed in the programme on short-course chemotherapy regimens; 
while the drugs required were more expensive than those used in longer-course treatments, the cost was 
partially offset by the reduction in treatment time. 

Further research was needed in the area of tuberculosis control, including studies of the interaction 
betweeen tuberculosis and HIV infection and research to ascertain the value of BCG vaccine in HIV-positive 
infants, a question that would be raised increasingly as infant BCG immunization expanded. 

There was no doubt that tuberculosis control was going to be increasingly expensive. It was thus a matter 
of concern that while the budgetary provisions for global and interregional activities for tuberculosis had 
increased, the overall proposed budget showed a decrease in real terms. 

Dr KOMBA-KONO expressed anxiety at the fact that many health authorities were placing reliance on 
the use of free drugs for the treatment of tuberculosis. Difficulties had occurred in the past when countries 
had received free supplies of vaccines or drugs in the initial stages of disease control programmes, but had 
later been required to pay for them, when the suppliers' policies changed. Drugs for tuberculosis, moreover, 
were very expensive, and the economic situation of the countries that most needed a free supply was 
deteriorating. Who would pay the bill when the drugs were no longer free? He asked for clarification of the 
Organization's position on that worrisome point. 

Dr NYMADAWA said that he, too, was concerned about the worldwide rise in tuberculosis morbidity 
rates, which was likely to be a persistent trend in view of the slow development of the disease and the long lag 
time for detection and treatment. He was particularly concerned about conditions in his area of the world. In 
document EB91/16, it was pointed out that the current tuberculosis/HIV situation in some Member States in 
the South-East Asia and Western Pacific Regions was similar to that in Africa five to seven years ago. Efforts 
to control tuberculosis in Asia were not sufficient to tackle a problem of such proportions. 

He noted with satisfaction that the planned activities at the global and interregional levels corresponded 
to recent developments. He particularly welcomed the epidemiological surveillance activities; improved 
monitoring of national programmes; expansion of the global tuberculosis surveillance system; a plan for a 
global drug-resistance monitoring sytem; and guidelines for reliable drug supplies. 



He endorsed the plans for research, in particular in relation to the immune system. The increase in 
tuberculosis cases in certain areas was not clearly correlated with HIV infection and might be related to other 
immunosuppressant factors. 

In view of the activities planned and the high cost of tuberculosis control measures, the budgetary 
allocation for programme 13.8 appeared too low. 

Dr SARR said that, as a result of significant progress in the Expanded Programme on Immunization, 
diarrhoeal diseases and acute respiratory infections currently represented the principal diseases of childhood in 
Senegal; in consequence, programmes 13.6 and 13.7 called for particular attention. 

With respect to programme 13.8 (Tuberculosis), one of the major obstacles was the high cost of the 
necessary drugs. Like most other countries of the Region, Senegal financed its tuberculosis control programme 
mainly throu^i external resources from nongovernmental organizations. He called on WHO to continue to 
mobilize donors, the contributions of which were essential to maintain the continuity of the tuberculosis 
programme. 

He had reservations about the wisdom of emphasizing the relationship between tuberculosis and AIDS. 
The exact nature of that relationship was not clear: did AIDS give rise to tuberculosis or was it that an 
immune system weakened by AIDS made the individual more susceptible to tuberculosis? However, that 
might be, the AIDS virus was already the subject of a great deal of fear and prejudice; linking tuberculosis to 
it could only make detection and treatment of tuberculosis more difficult. 

He fully supported a draft resolution on tuberculosis which was to be submitted to the Board. 

Dr VIOLAKI-PARASKEVA said that although treatment methods for tuberculosis were available, 
efforts to combat and control the disease were still not adequate either in developing or in developed 
countries. The WHO programme depended to a large extent on an effective infrastructure at the peripheral 
level, support for which should be increased. It was clear that the tuberculosis control programme should be 
considered as an integral part of primary health care, but that point was not given enough emphasis in 
document EB91/16. 

A point that required clarification from the Secretariat was the effectiveness of BCG vaccine. Another 
was the apparently constant rate over the years in the prevalence of tuberculosis infection in 10-11-year-old 
schoolchildren in the United Republic of Tanzania despite the impressive rise in the case notification rate (Fig. 
2 in document EB91/16). 

Turning to the implementation of the global strategy for the prevention and control of AIDS (document 
EB91/17) she noted that in view of the relationship between tuberculosis and HIV infection, more attention 
should be paid to the question of women, children and AIDS. She would also appreciate more information 
about diagnostics (paragraphs 64 and 65 of document EB91/17). 

Dr BENGZON said that listening to the Board's discussions was like being on a roller coaster. He had 
been elevated and inspired by the reports presented earlier on the Expanded Programme on Immunization, 
especially the statements by the Regional Directors for the Americas and for South-East Asia. With the 
subject of tuberculosis the discussion plunged into a steep dip, because the issue amounted to finding enough 
resources to implement the programme 13.8 and sustain its achievements. While technology, tools and human 
resources were essential to combating tuberculosis and keeping it under control, none of those could function 
without resources. Would those be forthcoming, in a world where different sectors were competing for a 
limited resource pool? The problem of obtaining resources in order to sustain gains was a challenge to the 
Organization at all levels. 

Dr Henderson had made an important point earlier in the meeting: the activities carried out in 
achieving the goals of immunization presented very real opportunities to build up capacity and establish the 
infrastructure pertaining to many other programmes. That factor could be used as a selling point when seeking 
other resources and as an example to other sectors, both governmental and other, of what they too might do to 
meet their responsibilities. If WHO showed effective management and leadership in that way, it might be in a 
position to acquire a greater share of the very limited resources available. 

Referring to Dr Larivière's remarks, he said he suspected that in the Philippines tuberculosis remained a 
scourge because it had been considered only as a medical problem rather than a problem of society as a whole. 
A way must therefore be found to involve the major actors and society in the cause. 

Dr MBEDE wondered whether research on tuberculosis had stopped too soon once the disease could be 
treated with antibiotics and was no longer an acute problem in the developed countries although it had 



persisted in the developing countries. The resurgence of tuberculosis in association with AIDS had raised the 
problem anew, however; that might motivate further. 

Regarding programme 13.7, he was surprised and anxious that such a relatively small provision was 
proposed for acute respiratory infections, especially since one-third of deaths among the under-fives were 
caused by such infections and difficulty was being experienced in establishing the programme. 

Dr SHAMLAYE said that the objective of programme 13.6，Diarrhoeal diseases, was very clearly stated 
and he was pleased to note that there was a reference in the text to specific targets and some indication of 
how they would be measured. He felt, however, that the allocation of resources was not consistent with the 
targets and asked why by far the larger proportion of funds was allocated to global and interregional activities 
rather than to country activities. 

Dr DLAMINI emphasized that diarrhoeal diseases and acute respiratory infections, particularly 
pneumonia, contributed significantly to under-five mortality in Swaziland and in Africa. She was pleased to 
note that the relevant programmes were working increasingly together, for instance, in the development of 
training materials as well as in monitoring and surveillance, such joint actions would lead to greater progress. 
She was much concerned, however, at the budgetary aspect of programmes 13.6 and 13.7 and requested that 
more resources should be devoted to them. 

As to programme 13.8, tuberculosis continued to be a public health problem at country level, particularly 
in association with HIV infection and AIDS, and she agreed with previous speakers that greater attention 
should therefore be paid to it. 

Considering programmes 13.6, 13.7 and 13.8 in general, it was extremely important to improve 
managerial capacity, for monitoring and evaluation in particular, which had often lagged behind, and, of course, 
training in those skills in order to improve programme management as a whole. 

The CHAIRMAN agreed that diarrhoeal diseases and acute respiratory infections continued to be the 
greatest cause of morbidity and mortality in a great many countries and noted with satisfaction that the 
budgets for the associated programmes were among the few to have been increased in real terms apart from 
the tuberculosis programme which, in the light of present discussions and the latest epidemiological data, must 
be considered in conjunction with the programme on HIV infection: coordination between the two 
programmes would be in order. 

Dr TORMGIANI (Division of Communicable Diseases) reassured members of the Board that WHO 
had been very conscious of the need for immunological research into tuberculosis for many years and that in 
1984 a group had been set up to support research on that topic. It was being organized under programme 
13.12, Research and development in the field of vaccines, and was working closely with the Tuberculosis 
programme 13.8 (Tuberculosis) and with programme 13.5 (Tropical disease research) in connection with 
leprosy. Its aim was to improve diagnostic procedures for tuberculosis and to attempt to develop better 
vaccine. 

Regarding BCG vaccination, he said that the WHO tuberculosis programme set up over 20 years ago in 
India to study the effect of BCG on pulmonary tuberculosis had found after about ten years that BCG had no 
protective effect in the conditions of the trial. Subsequently, several smaller studies had been initiated to study 
the effect of BCG vaccination at birth on severe forms such as miliary tuberculosis and tuberculosis meningitis 
and had found that it could protect against those forms of the disease. That was why it was still recommended 
under the Expanded Programme on Immunization. 

Dr KOCHI (Division of Communicable Diseases) thanked the Board members for their concern and 
encouragement. Regarding priorities for the forthcoming biennium, he explained that there were two major 
thrusts envisaged. I b e first was advocacy and increased resource mobilization for tuberculosis work, by which 
it was hoped to increase awareness of the issue; some donor agencies were being asked to increase resources 
and technical leaderships must also be improved. The second priority was to ensure that all the strengths of 
WHO organizational structures were fully utilized at country, regional and headquarters levels. 

On the question of payment for drugs, he explained that according to information received by WHO, the 
price of drugs varied widely, some countries paying ten times as much as others. Many countries obviously 
needed better information about procurement. Some encouraging information had been received recently 
regarding prices obtained under open bidding. 



Dr TULLOCH (Division of Diarrhoeal and Acute Respiratory Disease Control) noted that most 
questions raised had been in relation to the budget，and specifically, why the budgets for the programmes in 
question were low in comparison with the magnitude of the problems. He pointed out that the budgets 
presented were a balance between what was needed in the programmes and what it was thought could be 
obtained, with a bias towards the second aspect. With respect to the acute respiratory infections programme 
(programme 13.7), he was pleased to be able to report that it was one of the few which would be able to revise 
both its 1992-1993 and its 1994-1995 budgets upwards as extrabudgetary support had been better than expected 
for the current biennium and it was hoped that the trend would continue. Specifically, the budget for Africa 
had been significantly increased: extrabudgetary funds would double in 1992-1993 and almost triple in 1994-
1995. 

The picture was rather bleaker with respect to the diarrhoeal diseases programme (programme 13.6) and 
it would be necessary to revise even the 1992-1993 budget downwards, despite the magnitude of the problem 
and the fact that the programme was called on increasingly to deal with problems of cholera and epidemic 
dysentery and epidemic Escherichia coli. 

Regarding the distribution of funds as between global and interregional and country budgets, he 
explained that the country budgets were largely included in the intercountry category, which provided extra 
budgetary funds to countries through the regional offices. However, the reason for a significant proportion of 
funds being in the global and interregional budget was that that was where research was paid for and all 
developmental activities, such as for training materials and evaluation methodologies took place, as well as the 
printing and distribution of materials - a substantial part of the budget as there were training programmes in 
almost all countries. 

In reply to a written question from Dr Violaki-Paraskeva about the organisms of most importance to the 
acute respiratory infections programme, he answered that in bacterial pneumonia, the two most important 
organisms were Streptococcus pneumoniae and Haemophilus influenzae which were also important as they were 
major causes of otitis media and thus deafness. Most acute respiratory infections, other than pneumonia were 
caused by viruses, some producing particular syndromes (e.g., respiratory syncytial virus and parainfluenza 
virus). The major objective of the programme, however, was to reduce mortality due to pneumonia and thus 
the two bacteria first mentioned were the major concerns. 

The meeting rose at 13H05 


