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Report on meetings of expert 
committees and study groups 

Report by the Director-General 

The Director-General submits this report on three meetings of expert committees1 and two 
meetings of study groups,2 whose reports have been prepared in English and French 
since the ninety-fourth session of the Executive Board.3 It describes the background, 
contents and recommendations of each report, and highlights both the contribution that 
implementation of the recommendations could make to improving public health in Member 
States and the implications for WHO's programmes. 

The Executive Board is invited to take a decision on the recommendations to be followed 
up in the implementation of the Organization's programmes. 

1 In compliance with paragraph 4.23 of the Regulations for Expert Advisory Panels and Committees (WHO Basic 
Documents, 39th ed.，1992，p. 104). 

2 In conformity with resolution EB17.R13, paragraph 4. 
3 For easy reference, copies of the reports are annexed to this document (for members of the Executive Board only). 
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The reports on the meetings of three expert committees and two study groups are reviewed hereunder, 
in the following order: 

1. WHO EXPERT COMMITTEE ON BIOLOGICAL STANDARDIZATION 
Forty-fourth Report 

2. INFORMATION SUPPORT FOR NEW PUBLIC HEALTH ACTION AT DISTRICT LEVEL 
Report of a WHO Expert Committee 

3. FLUORIDES AND ORAL HEALTH 
Report of a WHO Expert Committee on Oral Health Status and Fluoride Use 

4. PREVENTION OF DIABETES MELLITUS 
Report of a WHO Study Group 

5. CHEMOTHERAPY OF LEPROSY 
Report of a WHO Study Group 
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1. WHO EXPERT COMMITTEE ON BIOLOGICAL STANDARDIZATION 

Forty-fourth Report 
Geneva, 12-19 October 19931 

1.1 Background 

The function of the Committee is to identify and to establish international reference materials needed 
for ensuring worldwide uniformity in the designation of the potency, activity or specificity of biological 
preparations used in prophylaxis, therapy or diagnosis of diseases. The Committee also adopts guidelines and 
detailed requirements for the production and quality control of biologicals. 

1.2 The report 

The Committee adopted new Requirements for Haemorrhagic Fever with Renal Syndrome Vaccine 
(Inactivated) and revised Requirements for Varicella Vaccine (Live), but not the proposed revised 
Requirements for Hepatitis В Vaccine Prepared from Plasma. It requested that further consideration should 
be given to deleting the safety test in chimpanzees and to assuring safety by greater emphasis on validation 
and tests for adventitious agents. Until a new revision is accepted, the 1987 revision of the hepatitis В 
vaccine requirements remains in effect.2 

The Committee also established 10 new or replacement WHO international reference materials. Another 
45 substances were considered for future adoption, but the Committee recognized that priorities should be 
set and agreed to keep the matter under review. It also recognized that the increasing number of products 
developed from new biotechnologies, such as preparations produced by recombinant DNA technology and 
kits for the better diagnosis of diseases, was seriously taxing the ability of WHO and the Committee to fulfil 
their obligations to determine priorities, establish standards and ensure the availability of reference reagents. 
The Committee thanked the International Laboratories for Biological Standards for their continued support 
but noted that budgetary reductions meant that their work might be seriously restricted at a time when the 
demand for biological standards was rising. 

1.3 Recommendations 

In view of the widespread use of, and growing need for, international reference materials, the 
Committee stressed that support for activities related to international biological standards and reference 
reagents should be high among WHO's priorities. With the increasing involvement of pharmacopoeial 
authorities in biological standardization, the Committee recommended that the activities of the various 
organizations should be harmonized, especially in the context of relating pharmacopoeial reference materials 
to the corresponding WHO primary standards. 

1.4 Significance for public health and implications for the Organization's programmes 

WHO's biological standardization activities are crucial to both developing and industrialized countries. 
During recent sessions of the Health Assembly Member States recognized that it was not sufficient to ensure 
the availability of essential drugs and vaccines. Products must also be of an assured quality, if not health 
programmes would lose credibility, resources would be wasted, and patients would suffer. Biological 
substances used in medicine present particular problems to governments in their attempts to assure the quality 

1 WHO Technical Report Series, No. 848，1994. Date of publication: 2 November 1994 (English); 
16 November 1994 (French). 

2 WHO Technical Report Series, No. 771, 1988, Annex 8. 
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of both imported and local products, especially because of the increasing complexity of the technology 
involved in their production. The Expert Committee's report, therefore, has great importance for 
manufacturers, national authorities and nongovernmental organizations. Special care is taken in choosing 
experts and in consulting widely in order to draw up the fundamental requirements for production of effective 
and safe substances and to ensure the availability of the necessary international reference materials. It is 
equally important that governments recognize their responsibility in implementing these requirements, thereby 
ensuring that products of inadequate quality and safety do not reach the market. 

2. INFORMATION SUPPORT FOR NEW PUBLIC HEALTH ACTION AT DISTRICT LEVEL 

Report of a WHO Expert Committee 
Geneva, 17-22 November 19931 

2.1 Background 

Although commitment to achieving health for all has remained firm and Member States have adopted 
the primary health care approach, implementation has slowed down in many cases. This stems not only from 
economic factors but also from constraints on the effective participation of all related sectors, the rigidity of 
health systems, the weakness of infrastructure, and the inadequacy of efforts to promote health and prevent 
disease. 

As an integral part of primary health care implementation, considerable importance has been placed in 
recent years on health systems reform, which requires greater skills in public health. To draw attention to 
this aspect, the international Public Health Summit (Saitama, Japan, 1991) recognized the need to sustain 
support for the principles of equity and social justice, to redirect the international debate, and to achieve a 
longer-term commitment to health for all beyond the year 2000 through a call for new public health action. 

New public health action, as a strategic response to change in the health and related sectors, seeks to 
accelerate implementation of the primary health care strategy through decentralization, strengthening of 
district health systems, and increased availability and use of health information at national and local levels. 

The main objective of the Expert Committee on Information Support for New Public Health Action 
at District Level was to define the information required to support improved management decision-making 
at district level in the context of a new public health action, to review the methods and tools needed to 
collect, process, analyse, disseminate and improve the use of this information, to define the resources and 
managerial processes needed to support health information strengthening at district level, and to make 
recommendations for strengthening health information at district level. 

2.2 The report 

The report describes the context in which information support at district level has to be provided and 
current issues in health information. There is considerable variation in the degree to which information has 
evolved in different countries. A number of areas, such as monitoring of access, coverage and quality of 
services, of equity and inequalities, and of cost and efficiency, have taken on new importance for information 
support and require the generation of new kinds of information. The "action led" approach, focusing on 
information that supports management decision-making, has to replace the "data led" approach which often 

1 WHO Technical Report Series, No. 845, 1994. Date of publication: 6 September 1994 (English); 
14 September 1994 (French). 
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seems to become an end in itself. Common problems of information systems are listed in order to identify 
new challenges, and emerging needs are defined in respect of health information at district level. 

The report discusses methods for collecting and processing information in order to draw lessons from 
routine district information systems, population-based and facility-based surveys, public health and disease 
control programmes, and the role of computers in processing data. 

Presenting, reporting and communicating health information is essential, and there is evidence that 
health information would be more widely used if it were presented more clearly and comprehensibly. 

After identifying reasons for under-use of information at district level and describing some of the 
methods for improving use of data, the report concludes with a review of the resources and managerial 
processes needed to support health information systems and suggests some principles for health information 
development. 

2.3 Recommendations 

The recommendations of the Expert Committee centred on the measures required and ways to 
implement them. 

What needs to be done 

-Exist ing information systems must be strengthened and improved at district and national levels to 
provide information which can be used to reflect specific needs and priorities. 

-Essential data needed to address the health concerns of the district must be identified, particularly 
as regards equity, efficiency and quality of care. Systems must be developed to facilitate the 
collection of such data at community- and health-facility level in order to support decision-making 
at local level. 

-Analytical tools, methods and mechanisms must be developed and strengthened to facilitate analysis 
and use of information at the level of data collection. 

- U s e of improved methods for presenting health information and communicating it to all levels of the 
health services, other sectors and political authorities must be developed and encouraged. 

How Member States can do it 

- M e m b e r States should develop and update plans and programmes for health information systems at 
district level in response to issues in new public health action. 

- M e m b e r States should give priority to human and financial resources needed at both national and 
district levels to support health information systems, in particular ensuring that staff training at all 
levels encourages the use of information as a basis for decision-making. 

- M e m b e r States should make available the necessary supplies and equipment (including 
data-processing equipment where appropriate), simplified tools for data analysis, and standards and 
guidelines for the collection, analysis and use of information at district level. 

一 Member States should establish mechanisms for the coordination of programme-based information 
systems at district level, and of inputs both within the health system and outside it, in order to 
strengthen health information produced at national and district levels. 
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2.4 Significance for public health and implications for the Organization's programmes 

One major challenge is to find ways to continue supporting district-level managers in implementing 
primary health care. Another is to decide what new information will be required at local level - particularly 
for monitoring the equity, coverage, quality and efficiency of health interventions - as a country undergoes 
major health system reform. 

In the context of new public health action there is a particular need to collect, analyse and present 
information related to equity, quality of health care, efficiency of health services, lifestyles and the 
environment. Improving the use of health information in district management is a high priority in many 
countries. Yet development of district health information systems probably needs to proceed as an integral 
part of efforts to strengthen the entire national health system and not independently. 

In view of the challenges faced by health information systems in supplying essential information for 
national policy-making and health planning, WHO is expected to take a more proactive approach in: 
supporting the development of health information systems in Member States and coordinating its programmes 
of work with these systems; reviewing national health information systems and their components; supporting 
the development of institutional capacity through training of cadres in information-related disciplines; 
promoting the development and dissemination of training materials and operational research methods; 
producing tools for disseminating information, such as health profiles, health situation analyses, and 
epidemiological and statistical bulletins; and coordinating support from donor agencies for developing health 
information systems. 

3. FLUORIDES AND ORAL HEALTH 

Report of a WHO Expert Committee on Oral Health Status and Fluoride Use 
Geneva, 22-28 November 19931 

3.1 Background 

There is clear evidence that regular, low-level exposure of a population to fluorides, particularly in 
toothpaste, drinking-water and salt, can reduce the prevalence of dental caries. The most cost-effective means 
of administering fluorides in a given community will depend on its available resources, level of dental caries, 
and existing environmental sources of fluoride exposure. 

The aim of the meeting was to review the effect of fluorides on oral health; to make recommendations 
on strategy for further extension of fluoride use in communities with a high level of dental caries; and to 
consider the need to monitor and control the undesirable effect of the high content of fluoride in natural 
drinking-water and the side-effects that can accompany the desirable outcomes of reduced caries in the 
community. 

3.2 The report 

The report covers major questions relating to fluorides in the environment and health effects of ingested 
fluoride. With regard to fluoride in drinking-water, it reviews the impact on populations, economic and legal 
aspects, public acceptance, and appropriate levels of fluoridation. It also considers the use of various 
biomarkers of fluoride exposure. 

1 WHO Technical Report Series, No. 846, 1994. Date of publication: 14 September 1994 (English); 
1 November 1994 (French). 



EB95/1223 

Of all the fluoride products currently in use, fluoridated toothpastes have been subject to the most 
rigorous clinical testing. In many countries fluoride-containing toothpastes account for more than 95% of 
all toothpaste sales. The highly competitive nature of the market has resulted in continuous efforts being 
made by different companies to promote toothpastes and improve the flavour, which has, no doubt, 
contributed to increased consumption worldwide. 

3.3 Recommendations 

The Committee's main recommendations were that: 

- o n l y one systemic fluoride measure should be used at any time; 

-community water fluoridation should be introduced and maintained wherever it is socially acceptable 
and feasible. The optimum concentration of fluoride in water should be in the range of 0.5-1.0 mg/1; 

- a s an alternative to water fluoridation, fluoridation of table salt at a minimum concentration of 
200 mg F'/kg should be considered; 

-fluoridation of milk, which had produced encouraging results, should be studied fiirther; 

- i n areas with a medium-to-low prevalence of caries, a conservative prescribing policy should be 
adopted for fluoride supplements (for those at risk, 0.5 mg F'/day from the age of three years). In 
areas of high prevalence, a dosage regimen should be used, starting at six months of age, that takes 
into account the fluoride content of the local drinking-water; 

-den ta l fluorosis should be monitored periodically; when it was found to be excessive, action should 
be taken by adjusting the intake of fluorides from water, salt, or other sources. Biomarkers should 
be used to assess current fluoride exposure and to predict further risk of fluorosis; 

- research should be conducted on affordable technology for partial defluoridation at the household 
and community level in areas where dental fluorosis was endemic; 

- e f f o r t s should be made to develop affordable fluoridated toothpastes for use in developing countries. 
Since the use of such toothpastes was a public health measure, countries might consider exempting 
them from the duties and taxation applied to cosmetics; 

-fluoridated toothpastes with candy-like flavours and those containing fluoride at a concentration of 
more than 1500 parts per million were not recommended for use by children under six years of age. 

3.4 Significance for public health and implications for the Organization's programmes 

Fluoride is widely used on a global scale and for the most part with great benefit. Most clinical trials 
involving the use of fluorides in caries prevention have tested a single product, although people are exposed 
to fluoride from a multitude of sources. They can have a significant, but usually unknown, intake of fluoride 
from food and drinks in addition to the use of fluoridated toothpaste; such exposure can be beneficial or 
undesirable. In this respect there is a need to carry out detailed fluoride mapping for existing water sources, 
as well as hydrological studies to show flow lines and hydrogeochemical surveys in areas where fluorosis is 
endemic. Governments in affected areas are urged to establish clear guidelines on exploitation of groundwater 
to avoid sinking boreholes in high fluoride zones. 

Countries that have industries emitting fluoride into the atmosphere or mines of fluoride-rich minerals 
should introduce and enforce environmental protection measures. Dietary practices that increase the risk of 
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infants and young children being overexposed to fluoride from all sources should be identified and appropriate 
action taken. 

The effectiveness of all caries-preventive programmes should be regularly monitored. 

4. PREVENTION OF DIABETES MELLITUS 

Report of a WHO Study Group 
Geneva, 16-20 November 19921 

4.1 Background 

Diabetes mellitus is a growing threat to the public health of almost all populations. Recent statistics 
confirm that it is the developing countries, as well as minority communities in the industrialized countries, 
which now face the greatest burden of this disease. 

The insulin-dependent form of diabetes usually starts early in life and requires the lifelong use of 
insulin on a daily basis. The more common non-insulin-dependent form most often develops in adulthood 
and it is this type, frequently associated with lifestyle changes including inappropriate diet, lack of physical 
exercise and obesity, which is now occurring in an epidemic form in developing and newly industrialized 
countries. In many communities, more than 10% of adults are affected. 

The cost of diabetes is disproportionate to its occurrence because of its severe complications which 
include blindness, kidney failure, gangrene of the limbs and a greatly increased susceptibility to heart disease. 
It is estimated that approximately 5% of the total health budget of industrialized countries is used for 
diabetes-related services. Because of the rising incidence of the disease and its complications, the adverse 
economic impact in developing countries may be much greater. 

4.2 The report 

The report reviews the global epidemiological situation, discusses the impact of diabetes on individuals 
and society, and outlines the different approaches to prevention. It then sets out the widely accepted 
definition, classification, and diagnostic criteria for diabetes proposed by the WHO Study Group on Diabetes 
Mellitus in 1985.2 

Although primary prevention of insulin-dependent diabetes still lies in the domain of research, the 
report cites several opportunities for preventing the development of non-insulin-dependent diabetes and of 
impaired glucose tolerance, malnutrition-related diabetes, and gestational diabetes. With regard to secondary 
prevention, the report discusses factors to be considered when planning screening programmes to detect 
asymptomatic individuals who have the disease or are at high risk of developing it. 

On tertiary prevention, the report provides a detailed guide to the many actions that can help to prevent 
or delay the development of complications and thus improve prognosis considerably. Since many of these 
disorders are asymptomatic in their early stages, it gives particular attention to the need for better education 
of patients and physicians. 

1 WHO Technical Report Series, No. 844，1994. Date of publication: 6 June 1994 (English); 16 November 1994 
(French). 

2 WHO Technical Report Series, No. 727, 1985. 
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The report discusses the purpose, design, function, and operation of national programmes for diabetes 
prevention and control, and outlines several areas where further research is urgently needed. A series of 
annexes offer practical advice on screening methods and tests, the design of an epidemiological survey, and 
the planning of a national programme for diabetes prevention and control. 

4.3 Recommendations 

The report made the following specific recommendations : 

- A l l countries should establish the magnitude and costs of diabetes mellitus and its consequences in 
their societies. 

-Governments are urged to initiate prevention studies on non-insulin-dependent diabetes mellitus, in 
particular in high-prevalence populations and populations undergoing major lifestyle changes. 

“Governments should establish national diabetes programmes encompassing primary, secondary and 
tertiary prevention components, where possible integrated with other noncommunicable disease 
programmes. 

-S tudies should be initiated: to develop more effective programmes to sustain lifelong behavioural 
changes in relation to physical activity, nutrition, weight control and smoking reduction; and to 
identify and remove obstacles to the prevention of diabetes mellitus. 

-National targets and programmes should be established for reducing the rates of acute hospitalization, 
loss of vision, kidney failure, amputation, heart attack, stroke and adverse outcome of pregnancy in 
people with diabetes. 

一 Pregnant women should be screened at the beginning of the third trimester of pregnancy by means 
of an oral glucose tolerance test, so that gestational diabetes mellitus and gestational impaired glucose 
tolerance can be identified and management initiated. 

- W o m e n with impaired glucose tolerance detected during pregnancy are a high-risk group, and active 
measures should be taken to prevent them subsequently developing diabetes mellitus. 

-Peop le with impaired glucose tolerance are at high risk of developing diabetes mellitus; further 
research should be conducted on the prevention of diabetes in this group. 

- A n increased number of special centres should be established, particularly in developing countries, 
to promote appropriate health care in diabetes and education of both diabetic patients and those 
involved in their care. 

- I n all countries, the availability of insulin as an essential life-saving drug should be ensured, without 
imposition of taxes or restrictions regarding the transfer of technology for its manufacture. 

-Technologies necessary for the secondary and tertiary prevention of diabetes mellitus and its 
consequences, e.g. laser therapy, should be available in all countries. 

- T h e classification and diagnostic criteria for diabetes mellitus should be reviewed in the light of 
increasing knowledge of its causes. 

-Methods and criteria for ascertaining and staging diabetic complications should be standardized. 
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“ T h e possible use of genetic and other predictive markers in the prevention of diabetes mellitus should 
be investigated. 

- T h e roles of members of the health care team at primary, secondary and tertiary levels of care should 
be evaluated. 

- T h e potential for involving diabetes nurses in the treatment and counselling of people with diabetes 
should be investigated. 

-Research should be conducted to develop strategies for the prevention of diabetes and its 
consequences that are appropriate to local conditions. 

-Research should be undertaken to determine how the effects of home blood-glucose monitoring and 
self-care in general can be measured and integrated in national plans. 

“Specific research studies should be conducted on the prevention of insulin-dependent diabetes 
mellitus. 

一 Diabetes registers should be established in the most cost-effective way. 

4.4 Significance for public health and implications for the Organization's programmes 

The report reviews current and potential opportunities for the prevention of diabetes mellitus and the 
improvement of prognosis through the early detection and treatment of complications. Drawing on striking 
recent progress in knowledge about the disease, the report aims to identify specific preventive interventions, 
at primary, secondary and tertiary levels, that have been shown to be feasible, effective and ethical, and thus 
most likely to represent a wise investment of resources. Potential interventions deserving further study are 
also clearly indicated. 

By reviewing recent research advances and interpreting their implications, the report also aims to help 
health care managers and decision-makers think through all the factors - from the reliability of screening tests 
to the costs of treatment - that need to be considered when planning programmes for prevention. Throughout 
the report, recommended lines of action are specific to the different challenges posed by insulin-dependent 
diabetes and non-insulin-dependent diabetes and related disorders. 

5. CHEMOTHERAPY OF LEPROSY 

Report of a WHO Study Group 
Geneva, 1-5 November 19931 

5.1 Background 

The control of leprosy and current efforts to eliminate the disease as a public health problem are based 
essentially on the treatment of leprosy patients with multidrug therapy, as previously recommended by the 
WHO Study Group on Chemotherapy of Leprosy for Control Programmes.2 Experience with multidrug 

1 W H O Technical Report Series, No. 847，1994. Date of publication: 7 October 1994 (English); 14 October 1994 
(French). 

2 W H O Technical Report Series, No. 675, 1982. 
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therapy, to a limited extent, was reviewed earlier by the WHO Expert Committee on Leprosy,1 which 
concluded that such therapy had performed very well in terms of efficacy, acceptability and feasibility. 

Since publication of the Study Group's report the number of patients cured through multidrug therapy 
has increased substantially. By September 1994，about 6.2 million patients had been cured worldwide. This 
has considerably reduced the burden of leprosy, the estimated global number of cases having fallen from over 
10 million in the early 1980s to the current figure of 2.4 million. Similarly, the registered number of patients 
has been reduced from 5.4 million in 1985 to 1.6 million by September 1994. However, therapy technology 
and performance need to be closely monitored and evaluated so that the steady progress towards the goal of 
elimination of leprosy is not hampered by unforeseen obstacles. 

5.2 The report 

The report evaluates over 10 years' experience with multidrug therapy under different settings and 
modifies the earlier recommendation to make it more effective. The report confirms the efficacy of multidrug 
therapy in curing leprosy, preventing relapse and drug resistance, limiting toxic side-effects to low levels, and 
reducing erythema nodosum leprosum. It has been demonstrated that persistence of Mycobacterium leprae 
is of minimal significance and that the therapy provides an excellent overall means of disease control. The 
report also evaluates available information on newer drugs against leprosy that are being developed through 
screening of existing chemotherapeutic agents designed for the treatment of other infections. The newer drugs 
include fluoroquinolones such as ofloxacin, tetracyclines such as minocycline, and macrolides such as 
clarithromycin on which a considerable amount of data have been gathered, particularly through research 
supported by the Steering Committee on Chemotherapy of Mycobacterial Diseases under the UNDP/World 
Bank/WHO Special Programme for Research and Training in Tropical Diseases. The report deals with the 
special needs of chemotherapy of certain categories of patients and the specific situations under which the 
newer drugs can be employed. It reviews extensively current information on relapse with multidrug therapy, 
and also on resistance of M. leprae to existing drugs and on microbial persistence. Other areas covered by 
the report include drug toxicity, retreatment of dapsone-treated multibacillary patients, and operational matters 
such as post-treatment surveillance, drug logistics, training and health education. The report also looks at the 
role of laboratory services, disability prevention, and management of HIV infection in leprosy, together with 
such research areas as newer drug combinations for treatment. 

5.3 Recommendations 

The report concludes that the current regimens for paucibacillary and multibacillary leprosy should be 
retained, and makes a clear recommendation on the duration of multidrug therapy for multibacillary patients, 
namely a fixed duration of 24 months. 

Alternative drug regimens are recommended for special situations involving drug toxicity, drug 
resistance, and refusal by the patient of certain drugs. The alternative multidrug treatment recommended for 
adults in cases of rifampicin toxicity or rifampicin resistance is the daily administration of 50 mg of 
clofazimine together with any two of the following drugs: 400 mg of ofloxacin, 100 mg of minocycline, or 
500 mg of clarithromycin for six months, followed by daily administration of clofazimine together with 
minocycline or ofloxacin for an additional 18 months. For patients refusing to accept treatment by 
clofazimine because of the skin discoloration it causes, the recommended substitute is either 400 mg of 
ofloxacin or 100 mg of minocycline daily. For dapsone toxicity the recommended substitute in the treatment 
of paucibacillary leprosy is clofazimine in the same dose as applied in multibacillary leprosy but for a period 
of six months. 

1 WHO Technical Report Series, No. 768，1988. 
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The report recommends that when corticosteroids are administered to treat reactions after a patient has 
completed therapy, 50 mg of clofazimine should be taken daily as a prophylactic measure if the duration of 
steroid therapy is expected to exceed four months. 

The report recommends reduced emphasis on skin-smear examination for the purpose of classification 
of patients and on supervision of drug intake exclusively by health workers, improved leprosy control 
operations through retrieval of defaulters and their evaluation, and suspension of routine post-therapy 
surveillance of patients. With regard to research, the report recommends development of very short-course 
regimens, particularly for early paucibacillary leprosy. 

5.4 Significance for public health and implications for the Organization's programmes 

The report is of great significance in that it reconfirms the efficacy, safety and acceptability of 
multidrug therapy in leprosy control on the basis of a review of available information on its performance over 
the past 10 years or more. This will go a long way in helping to extend further the application of such 
therapy in leprosy control programmes and in allaying any lingering doubts on its effectiveness. The report 
indirectly demonstrates that a standard treatment technology recommended by WHO can mobilize at different 
levels technical, operational and political commitment to improve leprosy control and lead to the possible 
elimination of leprosy as a public health problem. 

The report modifies earlier recommendations on multidrug therapy to make its wide application more 
practicable. Adjustments include a fixed duration of 24 months' therapy for multibacillary leprosy, together 
with less emphasis on laboratory support for disease classification and on active post-therapy patient 
surveillance. The report makes clear recommendations on alternative regimens for cases of drug toxicity, 
drug resistance and refusal to accept certain treatment. This should ensure that in future no leprosy patient 
goes without appropriate treatment for want of a solution to a specific problem. 

It is expected that the report will be widely read by national programme personnel, leading to 
implementation of its recommendations. WHO will also disseminate the main recommendations of the Study 
Group through guidelines and training materials. 

ACTION BY THE EXECUTIVE BOARD 

The Executive Board is invited to consider the reports submitted and to advise on the recommendations 
that should be followed up in the implementation of the Organization's programmes. 
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EXECUTIVE BOARD Provisional agenda item 15.2 EB95/36 Add.1 
Ninety-fifth Session 27 December 1994 

Report on appointments to expert advisory 
panels and committees 
Report by the Director-General 

This report on the appointment of members of expert advisory panels and committees is 
submitted to the Executive Board in compliance with the Regulations governing these 
bodies.1 

MEMBERSHIP OF EXPERT ADVISORY PANELS 

1. Membership of the 54 expert advisory panels totalled 2116 at the end of 1994, compared with 2111 
in December 1993; nearly 13.6% of the members are women, 15 having been appointed during the year. 

2. The Expert Advisory Panel on Emergency Relief Operations has been renamed Expert Advisory Panel 
on Emergency and Humanitarian Action. 

3. A summary of the changes in membership during 1994 is given in Table 1. Should members of the 
Board so request, printouts with further details (alphabetical list of experts giving nationality, sex and year 
of birth) can be made available. 

GEOGRAPHICAL DISTRIBUTION 

4. The geographical distribution of panel members by region, number and percentage is shown in Table 2. 
Membership by country or area in each region is shown in Tables 3 to 8. 

MEETING OF EXPERT COMMITTEES 

5. The following committees met in 1994: 

Joint FAO/WHO Expert Committee on Food Additives (first meeting in 1994) (7 WHO members) 

i
 

WHO Basic Documents, 40th edition, 1994，p. 98. 
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Expert Committee on Drug Dependence (9 members - 1 woman) 

Expert Committee on Biological Standardization (10 members - 1 woman) 

Expert Committee on Hypertension Control1 (12 members - 2 women) 

Joint F AO/WHO Expert Committee on Food Additives (second meeting in 1994) (7 WHO members) 

Expert Committee on Specifications for Pharmaceutical Preparations (9 members - 1 woman) 

Advisory Committee on Health Research (16 members - 1 woman) 

6. Invitations to take part in the meetings were extended to 70 members from 32 countries, drawn from 
16 expert advisory panels. 

1 Originally named "Expert Committee on Hypertension Control in Populations". 



TABLE 1. CHANGES IN THE MEMBERSHIP OF WHO EXPERT ADVISORY PANELS DURING 1994 
(numbers of panel members, by region) 

Region New 
appointments 

Re-
instatements 

End of 
appointment Suspensions" Resignations Deaths Total 

changes 

Africa 

The Americas 

South-East Asia 

Europe 

Eastern Mediterranean 

Western Pacific 

6 

23 

5 

21 

6 

3 

2 

2 

1 

1 

1 

7 

7 

10 

21 

6 

2 

1 

2 

1 

1 

1 

2 

1 

1 

1 

1 

1 

- 3 

+ 15 

- 5 

- 3 

+ 1 

64 7 53 6 3 4 + 5 

+ 71 - 6 6 

” A member of a panel is suspended during any period for which he or she is appointed as an international civil servant. 



TABLE 2. TOTAL NUMBER OF EXPERTS SERVING ON EXPERT ADVISORY PANELS, BY REGION 
(percentage of total shown in parentheses) 

Region 1965 1970 1975 1980 1985 1990 1993 1994 
Changes 

since 
31 Dec. 1993 

Africa 47 89 125 181 210 184 181 178 - 3 
(1.8) (3.3) (4.7) (6.9) (8.9) (8.4) (8.6) (8.4) 

The Americas 728 705 671 550 474 446 429 444 + 15 
(29.4) (26.6) (24.9) (20.9) (20.1) (20.3) (20.3) (21.0) 

South-East Asia 130 158 193 242 238 226 236 231 - 5 
(5.3) (6.0) (7.2) (9.2) (10.1) (10.3) (11.2) (10.9) 

Europe 1 284 1 321 1 273 1 143 951 876 804 801 - 3 
(51.9) (49.9) (47.3) (43.4) (40.4) C39.8) (38.1) (37.9) 

Eastern Mediterranean 120 163 186 194 160 155 164 165 + 1 
(4.9) (6.2) (6.9) (7.3) (6.8) (7.0) (7.8) (7.8) 

Western Pacific 165 212 243 323 324 313 297 297 _ 
(6.7) (80) (9.0) (12.2) (13.7) (14.2) (14.0) (14.0) 

Total number of 
members 2 474 2 648 2 691 2 633 2 357 2 200 2 111 2 116 + 5 
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TABLE 3. AFRICAN REGION 

Country1 1965 1970 1975 1980 1985 1990 1993 1994 
Changes 

since 
31 Dec. 

1993 

Algeria8 - - - - 4 5 10 9 - 1 
Angola - - - 0 0 0 0 0 
Benin 1 1 6 6 7 6 5 5 
Botswana - - 0 1 2 1 2 2 
Burkina Faso 1 1 1 1 1 1 1 1 
Burundi 0 0 0 0 1 1 1 1 
Cameroon 0 2 5 3 4 2 3 3 
Cape Verde - - - 0 0 0 0 0 
Central African Republic 0 0 1 1 1 0 1 1 
Chad 0 0 0 0 0 0 0 0 
Comoros - - 0 0 0 0 0 0 
Congo 0 0 0 1 3 3 3 3 
Côte d'Ivoire 0 2 2 4 5 5 3 3 
Equatorial Guinea - - - 0 0 0 0 0 
Eritrea - - . - 0 0 
Ethiopia1" - - - 3 7 8 4 3 - 1 
Gabon 0 0 0 2 2 2 2 2 
Gambia - 2 2 3 2 1 1 1 
Ghana 9 14 15 23 20 20 17 16 - 1 
Guinea 1 1 1 1 2 2 2 2 
Guinea-Bissau - - 0 0 0 0 0 0 
Kenya 0 5 5 14 19 17 19 19 
Lesotho - 0 0 0 0 0 0 0 
Liberia 0 0 0 2 2 0 0 0 
Madagascar 0 1 0 3 4 3 3 2 - 1 
Malawi 0 0 0 0 1 2 3 3 
Mali 0 1 2 3 6 5 4 4 
Mauritania 0 0 0 0 1 1 1 1 
Mauritius 0 0 3 4 5 3 2 2 
Mozambique - - 0 1 1 1 2 2 
Namibia 0 0 0 0 0 0 0 0 
Niger 0 2 3 2 3 1 1 2 + 1 
Nigeria 7 24 37 55 64 54 52 51 - 1 
Rwanda 0 0 0 0 0 0 0 0 
Sao Tome and Principe - - - 0 0 1 1 1 
Senegal 1 3 6 12 12 12 7 6 - 1 
Seychelles - - - 0 0 0 0 0 
Sierra Leone 1 5 5 6 2 0 1 1 
South Africa 24 12 11 1 0 0 0 0 
Swaziland - - 0 0 0 0 0 0 
Togo 1 3 5 8 5 1 1 1 
Uganda 0 6 9 9 6 6 5 6 + 1 
United Republic of Tanzania 0 3 5 8 9 10 13 13 
Zaire 0 0 0 2 6 5 5 5 
Zambia 0 0 0 2 1 1 1 1 
Zimbabwe 1 1 1 0 2 4 5 6 + 1 

47 89 125 181 210 184 181 178 - 3 

1 Total number of countries: 46. 

a Transferred from the European Region in May 1984 by resolution WHA37.12. 

b Transferred from the Eastern Mediterranean Region in August 1977 by resolution WHA30.35. 

5 
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TABLE 4. REGION OF THE AMERICAS 

Country1 1965 1970 1975 1980 1985 1990 1993 1994 

Changes 
since 

31 Dec. 
1993 

Antigua and Barbuda - - - - 0 0 0 0 
Argentina 23 16 18 15 15 22 18 18 
Bahamas - - 0 0 0 0 0 0 
Barbados - 3 3 4 2 2 2 2 
Belize - - - - - 0 0 0 
Bolivia 1 2 1 1 0 1 0 2 + 2 
Brazil 79 72 79 58 50 45 43 47 + 4 
Canada 72 71 65 50 51 45 45 49 + 4 
Chile 35 32 23 16 17 11 9 8 - 1 
Colombia 13 13 13 15 16 14 13 13 
Costa Rica 4 4 1 4 6 5 6 6 
Cuba 2 1 3 7 8 12 9 9 
Dominica - - - - 0 0 0 0 
Dominican Republic 1 1 1 1 0 0 0 0 
Ecuador 4 5 6 3 5 4 5 5 
El Salvador 4 6 6 3 1 3 2 2 
Grenada - - 0 0 0 0 0 0 
Guatemala 6 3 2 3 4 2 1 1 
Guyana 0 1 0 0 0 0 0 0 
Haiti 1 1 1 1 0 0 0 0 
Honduras 0 0 0 0 1 1 1 1 
Jamaica 0 2 3 2 2 0 1 2 + 1 
Mexico 29 25 22 21 20 16 16 18 + 2 
Nicaragua 2 0 0 0 0 0 0 0 
Panama 4 2 1 2 2 4 5 5 
Paraguay 0 1 0 1 0 0 0 0 
Peru 18 16 12 9 7 7 8 8 
Puerto Rico - - - - - - 0 0 
Saint Kitts and Nevis - - - - 0 0 0 0 
Saint Lucia - - - 0 0 0 0 0 
Saint Vincent and the Grenadines . . . - - - - 0 0 0 0 
Suriname - - - 0 0 0 0 0 
Trinidad and Tobago 0 2 2 2 3 1 0 1 + 1 
United States of America 398 395 381 311 253 238 231 233 + 2 
Uruguay 12 9 6 3 1 1 1 1 
Venezuela 20 22 22 18 10 12 13 13 

728 705 671 550 474 446 429 444 + 15 

1 Total number of countries: 36. 
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TABLE 5. SOUTH-EAST ASIA REGION 

Country1 1965 1970 1975 1980 1985 1990 1993 1994 

Changes 
since 

31 Dec. 
1993 

[Afghanistan]" 1 
Bangladesh - - 1 12 13 11 13 12 - 1 
Bhutan - - - - 0 0 0 0 
Democratic People's Republic of 

Korea - - 0 0 0 1 1 1 
India 91 116 116 114 93 86 89 87 - 2 
Indonesia 15 11 16 24 37 35 32 31 - 1 
Maldives 0 0 0 0 0 0 1 1 
Mongolia 0 2 2 7 4 0 0 0 
Myanmar 3 3 4 18 17 17 14 15 + 1 
Nepal 0 0 2 6 9 4 5 6 + 1 
Sri Lanka 7 8 20 25 22 21 25 25 
Thailand 13 18 32 36 43 51 56 53 - 3 

130 158 193 242 238 226 236 231 - 5 

1 Total number of countries: 11. 

• Transferred to the Eastern Mediterranean Region in July 1969 by resolution WHA22.19. 
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TABLE 6. EUROPEAN REGION 

Country1 1965 1970 1975 1980 1985 1990 1993 1994 

Changes 
since 

31 Dec. 
1993 

Albania 1 1 1 0 0 0 0 1 + 1 
[Algeria]" 0 0 2 2 - - - -
Armenia - - - - - - 1 1 
Austria 11 9 9 10 9 6 4 3 - 1 
Azerbaijan - - - - - - 0 0 
Belarus 0 0 0 0 0 0 3 3 
Belgium 46 43 40 34 32 31 34 33 - 1 
Bosnia and Herzegovina - - - - - - 0 0 
Bulgaria 8 11 15 18 13 12 10 10 
Croatia - - - - - - 9 9 
[Czechoslovakia]11 58 59 54 46 26 21 - -

Czech Republic - - - - - - 12 12 
Denmark 47 47 38 31 24 23 23 22 - 1 
Estonia - - - - - - 0 0 
Federal Republic of Yugoslavia 

(Serbia and Montenegro) - - - - - - 8 8 
Finland 14 14 17 28 30 30 29 30 + 1 
France 176 191 183 160 107 98 96 95 - 1 
Georgia - - - - - - 1 1 
Germany 61 54 64 71 66 76 70 69 - 1 
Greece 14 10 6 6 7 8 3 4 + 1 
Hungary 11 28 24 14 17 18 16 17 + 1 
Iceland 1 0 1 1 3 4 4 4 
Ireland 4 6 5 3 2 5 7 7 
Israel' - - - - 26 18 15 14 - 1 
Italy 67 56 49 43 37 34 29 29 
Kazakhstan - - - - - - 2 2 
Kyrgyzstan - - - - - - 0 0 
Latvia - - - - - - 0 0 
Lithuania - - - - - - 0 1 + 1 
Luxembourg 1 2 1 3 5 3 2 2 
Malta 0 1 1 0 0 1 1 1 
Monaco 0 0 0 0 0 0 0 0 
[Morocco]*1 1 1 2 2 1 - - -
Netherlands 52 55 52 41 24 23 21 19 - 2 
Norway 32 26 23 17 17 15 16 16 
Poland 34 52 51 41 31 23 19 19 
Portugal 16 16 11 8 3 2 1 1 
Republic of Moldova - - - - - - 0 0 
Romania 6 29 27 17 13 8 7 7 
Russian Federation - - - - - - 85 85 
San Marino - - - 0. 0 0 0 0 
Slovakia - - - - - - 3 4 + 1 
Slovenia - - - - - - 2 2 
Spain 18 17 15 10 33 26 20 21 + 1 
Sweden 53 51 50 46 42 40 44 43 - 1 
Switzerland 52 51 52 48 35 34 32 33 + 1 
Tajikistan - - - - - - 0 0 
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Country1 1965 1970 1975 1980 1985 1990 1993 1994 

Changes 
since 

31 Dec. 
1993 

The Former Yugoslav 
Republic of Macedonia - 0 0 

Turkey 8 8 8 7 5 3 4 3 - 1 
Turkmenistan 0 0 
Ukraine 3 0 2 1 0 0 8 8 
[Union of Soviet Socialist 

Republics]6 139 149 157 170 143 117 - -
United Kingdom of Great Britain 

and Northern Ireland 325 304 283 236 173 171 163 162 - 1 
Uzbekistan 0 0 
Yugoslavia* 25 30 30 29 27 26 - -

1 284 1 321 1 273 1 143 951 876 804 801 - 3 

1 Total number of countries: 51. 

a Transferred to the African Region in May 1984 by resolution WHA37.12. 

b From 1993，experts from newly independent States that have become Members of W H O are shown 
separately. 

c Transferred from the Eastern Mediterranean Region in May 1985 by resolution WHA38.1. 

d Transferred to the Eastern Mediterranean Region in May 1986 by resolution WHA39.1. 

e From 1992, experts from newly independent States that have become Members of WHO are shown separately. 
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TABLE 7. EASTERN MEDITERRANEAN REGION 

Country 1 1965 1970 1975 1980 1985 1990 1993 1994 

Changes 
since 

31 Dec. 
1993 

Afghanistan* - 2 0 2 2 2 2 2 
Bahrain - 0 0 1 2 1 2 2 
Cyprus 2 1 0 0 1 2 3 3 
Djibouti - - - 0 0 0 0 0 
Egypt 32 42 49 48 54 45 46 49 + 3 
[Ethiopia]" 1 3 5 - - - - -

Iran (Islamic Republic of) 24 40 47 43 20 17 15 16 + 1 
Iraq 1 4 6 8 7 5 7 7 
[Israel]c 25 24 28 24 - - - -

Jordan 2 2 4 2 1 7 8 8 
Kuwait 0 0 0 1 3 5 5 5 
Lebanon 9 12 15 12 5 6 6 5 - 1 
Libyan Arab Jamah iriya 0 0 0 1 1 1 2 2 
Morocco11 1 3 3 
Oman - - 0 0 0 0 1 1 
Pakistan 15 20 15 17 20 19 19 19 
Qatar 0 0 0 0 0 0 0 0 
Saudi Arabia 0 0 0 4 6 7 9 8 - 1 
Somalia 0 0 0 2 2 2 1 1 
Sudan 7 10 12 18 23 23 22 21 - 1 
Syrian Arab Republic 1 1 1 2 4 4 6 6 
Tunisia 1 2 4 8 8 7 7 7 
United Arab Emirates - - 0 0 0 0 0 0 
Yemen 0 0 0 1 1 1 0 0 

120 163 186 194 160 155 164 165 + 1 

Total number of countries: 22. 

* Transferred from the South-East Asia Region in July 1969 by resolution WHA22.19. 

b Transferred to the African Region in August 1977 by resolution WHA30.35. 

c Transferred to the European Region in May 1985 by resolution WHA38.1. 

d Transferred from the European Region in May 1986 by resolution WHA39.1. 
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TABLE 8. WESTERN PACIFIC REGION 

Count ry or area1 1965 1970 1975 1980 1985 1990 1993 1994 

Changes 
since 

31 Dec. 
1993 

Australia 46 53 67 61 57 58 54 55 + 1 
Brunei Darassalam - - - - 0 0 0 0 
Cambodia 0 0 0 0 0 0 0 0 
China - - 16 72 85 77 73 74 + 1 
Cook Islands - - - - 0 0 0 0 
Fiji - - 1 0 0 0 1 1 
Japan 65 76 79 76 71 70 66 66 
Kiribati - - - - 0 0 0 0 
Lao People's Democratic Republic . . . 0 0 0 0 0 0 1 1 
Malaysia 6 6 9 22 23 22 18 18 
Marshall Islands 0 0 
Micronesia (Federated 

States of) 0 0 
Nauru 0 
New Zealand 14 32 32 31 24 19 16 16 
Niue - 0 
Papua New Guinea - - 0 1 0 1 1 1 
Philippines 20 23 17 25 26 22 20 19 - 1 
Republic of Korea 1 2 4 11 15 19 22 22 
Samoa 0 0 0 0 0 0 0 0 
Singapore 4 8 15 21 17 17 19 19 
Solomon Islands - - - - 0 0 0 0 
Tokelau - - - - - - 0 0 
Tonga - - 0 0 0 1 0 0 
Tuvalu - - - - - - 0 0 
Vanuatu - - - - 0 0 0 0 
Viet Nam 3 4 3 3 6 7 6 5 - 1 

165 212 243 323 324 313 297 297 -

1 Total number of countries or areas: 26. 
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