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1. DETAILED REVIEW OF THE PROGRAMME AND BUDGET ESTIMATES FOR 1975: Item 2.2.3 of 
the Agenda (Official Records Nos. 212, 215, and 216; Resolutions ЕВ53.R3О and 
ЕВ53.R31; Documents A27/9, A27/WP/3, A27/WP/4, and A27/WP/5; A27/A/Conf.Doc. 
No.1, 2, 3 and 4; A27/A/Conf.Doc. No.16 and Add.1 and 2; A27 /A/Conf.Doc. No.17, 
A27/A/Conf.Doc. No.21, A27/А/Conf.Doc. No.23; A27/A/Conf.Doc. No.24, and 
A27/A/Conf.Doc. No.26) (continued) 

Communicable disease prevention and control (continued) 

The CHAIRMAN invited the Committee to consider the following draft resolution on 
quality control of BCG vaccine, as amended by the working group: 

The Twenty- seventh World Health Assembly, 
Emphasizing that the effectiveness of BCG vaccination depends largely on 

the quality of the vaccine used; 

Recognizing that the production and quality control of freeze -dried BCG 

vaccine not only require extensive facilities and equipment, but also a high 
degree of specialized technological skill, and that as a result an increasing 
number of countries are deciding to refrain from national production and to opt 

for importing BCG vaccine; 

Recalling that from the-outset the Organization has monitored the quality of 
BCG vaccine and that the WHO Expert Committee on Tuberculosis has strongly 
recommended that BCG vaccines used in national programmes should be examined by 
international reference laboratories and centres; 

Noting with satisfaction that for all the freeze -dried BCG vaccine supplied 
by or through UNICEF this monitoring consists in quality control of the final 
product both in laboratory experiments and in man, 

1. URGES Member countries importing BCG vaccine on a bilateral basis to make use 
of the international quality control system set up by the Organization; and 

2. RECOMMENDS that Member countries producing BCG vaccine avail themselves of the 
international system of assaying the quality of BCG vaccines until they have 
established a competent national control service. 

Dr VELIMIROVIC (Austria) said that the working group had unanimously agreed on the 
amendments to the draft resolution and had decided to keep it separate from the draft 
resolution on immunization. 

Dr GERRITSEN (Netherlands) supported the resolution in view of the delegate of 
Poland's comments at the thirteenth meeting and the Director -General's opinion that all 
important matters could be brought before the Health Assembly. 

Decision: The draft resolution was approved. 

The CHAIRMAN asked the Committee if it was ready to discuss the draft resolution on 
the WHO expanded programme on immunization. 

Professor HALTER (Belgium) said that the delegates had not had time to read the 

draft resolution and he proposed that it should be dealt with at the next meeting when 
it had been distributed in all languages. 

It was so agreed. 

Promotion of environmental health (section 6.1) (continued) 

Health of working populations (section 6.1.5) (continued) 

Dr de VILLIERS (Canada) said that reexamination of the health priorities in Canada 

had led to emphasis being put on the problem of motor vehicle accidents. For the age 

group 5 -35 years road accidents were the most important single cause of death. The 

Canadian Ministers of Health had recently supported a resolution in favour of legislation 

to make the wearing of seatbelts compulsory in Canada. 
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Mr DENTE (United Nations Economic Commission for Europe) said that there had been 

close collaboration for several years between WHO and his organization in various 

activities concerned with road safety. In particular, he acknowledged the assistance 

of WHO in establishing fitness tests for drivers. His organization was currently 
working on medical standards for driving permits. It was also concerned with, and had 

collaborated with WHO on, the ergonomic aspects of vehicle construction in relation to 
road safety. Work was also going on concerning the requirements for motor vehicles in 

relation to protection of the environment. A further area of cooperation concerned 

road traffic statistics. He hoped that collaboration between his organization and WHO 

would continue and increase. 

Dr KAPRIO (Regional Director for Europe), replying to a point raised at the 

thirteenth meeting concerning cooperation between WHO and other agencies in the field 

of road accidents, explained that the work of the Regional Office had started several 

years ago and at first had been concerned with the medical aspects, such as resuscitation 

and casualty services. As a result of a seminar in Leningrad, a handbook had been 

prepared concerning the arrangement of casualty services in relation to road accidents. 
However, the major problem was in prevention of accidents and in 1967 a symposium in Rome 

had discussed the question of human factors in road accidents. Contributions to that 

symposium were made by the OECD and the United Nations Economic Commission for Europe, 

and a joint questionnaire had been prepared in association with the Council of Europe. 

In 1968 the first European meeting was held on the prevention and control of road 

accidents and a second meeting was held in 1971. At the second meeting, 28 nongovern- 
mental and intergovernmental organizations had been identified that were concerned with 
road accidents. In fact, 22 different organizations did participate and the role of 

those organizations was discussed. Subsequently a special document was prepared for the 

Regional Office concerning WHO's role. Meanwhile the Regional Committee for Europe 
discussed the matter in 1969, and in 1970 it was taken up again by the Regional Committee 
in Malta. At that meeting a resolution was passed asking health authorities to stress 

at the national level the importance of establishing a proper traffic policy. There 

was now a regional voluntary contribution from Austria, which was one of the countries 

with a very high road accident rate. Cooperation had been very good in Europe but it 
was felt that there should be a worldwide policy on road accidents. 

Dr PAVLOV (Assistant Director -General) said that the prevention of road traffic 
accidents involved first, the general question of reducing accidents and, second, the 

more specific question of the influence of alcohol and other psychoactive agents on 

driving skills. Obviously a multidisciplinary approach was required and coordination 
not only within the Organization but also with other organizations including nongovern- 

mental organizations. 

Replying to the question of the delegate of France at the thirteenth meeting, he 

said that there was cooperation with the United Nations, particularly the Economic 
Commission for Europe, ILO, OECD, the Council of Europe, the Commission of the European 
Communities, the International Association for Accidents and Traffic Medicine, the 
International Federation of Pedestrians, the International Association of Ergonomics, 

la Prévention routière internationale, and others. There had already been working 
sessions with those organizations and it was planned that future collaboration would be 
organized by WHO together with the United Nations Economic Commission for Europe through 
the existing Joint Working Group on Road Traffic Safety. A meeting of investigators 

had been held in January 1974 on tests for the detection of dependence -producing drugs 

in body fluids and another consultation was planned for later in 1974. 
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Biomedical and environmental health aspects of ionizing radiation (section 6.1.6) 
There were no comments. 

Establishment and strengthening of environmental health services and institutions 
(section 6.1.7) 
There were no comments. 

Food standards programme (section 6.1.8) 

Dr HOSSAIN (Bangladesh) welcomed the inclusion of a food standards programme. In 

his country food shortages were chronic and dishonest traders were known to mix all sorts 
of things with food materials. Investigations had shown that adulterated food had been 
the cause of cholera -like epidemics. His Government was trying to set up machinery to 

deal with food standards and would appreciate help from WHO. 

Health information and literature (section 7) 

Health statistics (section 7.1) 

There were no comments. 

Health statistical methodology (section 7.1.2) 
There were no comments. 

Dissemination of statistical information (section 7.1.3) 
There were no comments. 

Development of health statistical services (section 7.1.4) 

There were no comments. 

International classification of diseases (section 7.1.5) 

The CHAIRMAN drew the attention of the Committee to the following draft resolution, 
co- sponsored by the delegations of Canada, Cyprus, France, the German Democratic Republic, 
Luxembourg, Peru, Thailand, United Kingdom of Great Britain and Northern Ireland, 
United Republic of Cameroon and the United States of America: 

The Twenty- seventh World Health Assembly, 

Recognizing the vital contribution of the International Classification of 

Diseases to international cooperation in the field of health statistics; 

Noting that the data currently provided have greatly assisted the development 
of preventive services; 

Recognizing additional needs for appropriate data created by expanding 
activities of planning and monitoring of health care delivery systems; 

Noting also the increasing demand for relevant data for the evaluation of 
clinical activities; and 

Concerned with the danger that these additional needs may be met by the 
development of a diversity of systems in different countries with a consequent 
lack of international communication; 

REQUESTS the Director -General to ensure that the next Revision of the 

International Classification of Diseases would include the means of meeting these 
needs, without prejudice to the continuing use of the Classification for its 

traditional purposes. 

Professor REID (United Kingdom of Great Britain and Northern Ireland), speaking on 

behalf of the co- sponsors of the draft resolution, drew attention to the work of the 

Expert Committee on Health Statistics in relation to the Revision of the International 

Classification of Diseases and the proposed Revision Conference on the Ninth Revision of 

the ICD. WHO's work in relation to the ICD should be acknowledged, as it had led to the 

creation of an international system of vital statistics that was the basis of the ability 

to make international comparisons. That work could not stand still; much had been 

achieved but much more remained to be done. The orientation of the ICD and its forerunners 

had been towards etiology, diseases being classified according to cause rather than to 

the particular manifestation causing death or morbidity. As the use of the ICD expanded 
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for the storage and retrieval of clinical records, the drawbacks of a mostly etiology - 
oriented classification had become evident. To retrieve all the records for given mani- 
festations (e.g., meningitis) it was necessary to search several etiological codes 
(tuberculous, meningococcal, leptospiral, pneumococcal, etc.). 

It was now possible to contemplate methods of dual axis classification that would 
considerably enlarge the range and flexibility of the ICD to provide data for primary 
care, hospital and outpatient services, preventive services, and rehabilitation, as well 

as to extend the classifications of procedures used (e.g., surgical, radiological, or 

laboratory). All that could be done while leaving the basis of the ICD intact. 

There was now an increasing demand for data from which to create the information 

necessary for health planning. In the discussions on health planning there had been 

much comment on the gap between the needs of the health planner and the data provided by 

the health statistician. It was not surprising that there was such a gap, as the 

original purpose of vital statistics was registration as distinct from health care plan- 

ning. It was now necessary to see whether the usefulness of the existing ICD to the 

planner could be extended by increasing its range and flexibility. 
Another development of the ICD to which increasing attention should be paid was the 

increased use made of it by clinical workers to document their activities and evaluate 

their efforts. In many ways, however, the existing ICD was not sufficiently flexible 

for their purposes. There was thus a real risk that clinicians might pursue other 
possibilities, of classification, locally devised, with the consequent risk of loss of 

international comparability. 
Work on the ICD must progress or there would be a risk of losing the central inter- 

national position it had achieved. Progress would require willingness by the Expert 

Committee on Health Statistics and the proposed Revision Conference to contemplate some 
change in the Ninth Revision. If the revision were postponed there would be a risk of 

delaying real revision of the present classification for as much as 20 years. During 

such a period the deficiencies of the existing ICD would become increasingly apparent. 

He realized that some delegations would be anxious about the implications of another 

change in the ICD because of their investment in computer and other programmes based on 
the existing classification. In that connexion, the creation of a revised classification 

in no way committed individual countries to its immediate adoption; each country could 

decide if and when it wished to implement the new arrangement. In the meantime the 

general review and revision should proceed. The resolution was drafted in general terms 
because it was the task of the Expert Committee to discuss technical details. It was 

desirable that the experts should seek greater range and flexibility while preserving 
the existing ICD methods of classification, thus maintaining vital continuity of recording. 

Dr MELLBYE (Norway) said that the Eighth Revision, with amendments adapting it to 

the needs of the Nordic countries, had been in use in those countries for the last three 

or four years. It was in extensive use not only for coding the causes of death but 
also for hospital statistics, hospital indexing, etc. The National Health Insurance 

system had also adopted the ICD for the registration of disabilities. It was also widely 

used in health screening studies and in long -term epidemiological studies. Thus thousands 
of people in the Nordic countries used the ICD daily. A major revision would lead to 

great problems in re- education and great changes in computer programmes. His delegation 
therefore thought that only relatively minor changes should be made in the Ninth Revision. 

Changes at the three -digit level should be limited to correcting obvious faults. Sub- 

ject to that reservation, his delegation was happy to support the draft resolution. 

Dr GUILLÉN OVALLE (Peru) emphasized the value of an international classification of 

diseases in the planning process in order to arrive at a diagnosis of the health situa- 

tion, The Eighth Revision of the ICD contained areas that led to confusion, in relation 

for example to accidents and violence and ill- defined conditions. He thought that the 

ICD should be stressed more during medical training so that physicians would learn how 

to use it accurately. 
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Dr JOYCE (Ireland) said that some of the categories listed in the ICD were not 
relevant to modern medicine. Having been concerned with the introduction of exfoliative 
cytology in Ireland, he had looked at the basic statistics on cancer of the uterus and 

found that the figures for cancer of the cervix and the corpus uteri were low, whereas 
the figures for cancer of the uterus unspecified were fairly high. Such information 
was useless. There were also problems in the field of bronchitis, most cases being given 
under the heading of bronchitis unspecified. 

Professor КOSTRZEWSКI (Poland) agreed with the views of the United Kingdom delegate. 
At a workshop held in December 1973 in Copenhagen on the use of epidemiology in health 

planning and evaluation, it had been concluded that additional information was needed 

for the ICD. The ICD was based mainly on an etiological or system classification. For 

the evaluation of health services and planning, information based on symptoms was required. 

His delegation supported the draft resolution but a group of experts should first discuss 

the problems thoroughly and their proposals could then be considered by the Executive 

Board and the Health Assembly. The classification should stand as it was for epidemio- 

logical purposes but additional information was required in the next Revision. 

Professor SENAULT (France) said that the ICD should keep abreast of the changing needs 

arising from the continual inflow of new knowledge. While he appreciated the points 

raised by the delegate of Norway, the last paragraph of the resolution met them by request- 

ing the Director -General to provide means of meeting new needs without prejudice to the 

continuing use of the Classification for its traditional purposes. 

Dr TOUR (Papua New Guinea) said that in many developing countries classification 

systems tended to vary with the type of training received by the medical officers concerned. 

He hoped that WHO would not establish a classification that conflicted too greatly with 

those in use in developing countries. 

Dr MORA (Colombia) recalled that the Director -General, at the previous meeting of the 

Executive Board, had promised that, in view of the difficulties involved in the revision 

of the ICD, the task should be given first to a group of experts whose report would be 

submitted to the Executive Board and the Health Assembly in 1975. 

It was most important that the changing needs in many countries arising from the 

adoption of new planning methods, which had given rise to new classifications and criteria, 

should be taken into account in the Ninth Classification in order to increase the effective- 

ness of the Organization in its coordinating role. 

He supported the draft resolution and asked to be included among its sponsors. 

Professor HALTER (Belgium) said that he shared the view of the representative of 

France that revision of the Classification was necessary. That revision was, however, a 

task for specialists. He suggested that the Committee should approve the draft resolution 

and defer further discussion until the experts had submitted their recommendations. 

Dr KUPKA (International Classification of Diseases) said that the International List 

of Causes of Death, the forerunner of the ICD, had been orientated towards etiology, 

because the primary interest of public health at that time was prevention of disease, so 

diseases were in general classified by their cause rather than by the manifestations 

causing death. 
The Organization, which on its creation had assumed responsibility for the periodic 

revision of the list, had introduced non -fatal conditions in the Sixth Revision (1948) in 

order to satisfy a growing need for a classification of diseases, but the traditional 

orientation towards etiology had been retained; the underlying cause of death was in fact 

first introduced in that Revision as a basis for international comparisons of mortality 

data. By the time of the Eighth Revision (1965), as the ICD was being increasingly used 

for the storage and retrieval of clinical records, the drawbacks of an etiology -oriented 

classification became evident. Since then, however, statistical needs had arisen, 

particularly with the provision of data for decision- making in health care, in which the 

manifestation or complication being treated was more important than the underlying cause. 
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In the early stages of the Ninth Revision, WHO had proposed a dual -access classifica- 

tion, but the Study Group on Classification of Diseases (1969) had recommended revision 

with only minor changes; proposals received by WHO, however, had shown a need for the 

identification of manifestations of diseases. WHO had therefore produced a first draft 

of the Ninth Revision including alternative classifications for certain conditions that 

could be classified according to their cause for prevention statistics, and by their 

manifestation for care statistics. 
In his view, the ICD should be structured to provide information for: 

(1) primary health care services, on signs, symptoms, complaints, and health 

problems; 

(2) hospital inpatient and outpatient services, on diagnostic entities in regard to 

their clinical manifestations; 

(3) preventive services, on diagnostic entities in regard to their etiology; and 

(4) rehabilitation services, on handicaps and disabilities. 

Classifications along those lines were being prepared and would be submitted to the Expert 

Committee at its next session in June 1974. 

He thanked previous speakers for their comments and guidance. He sympathized with 
the concern, expressed by the delegates of the Scandinavian countries, to maintain the 
continuity of the Classification, which the Secretariat was endeavouring to do. He 

appreciated the problem of the quality of data supplied to the Organization, to which the 

delegate of Ireland had drawn attention. The Secretariat, however, had no choice but to 

accept the diagnosis given by physicians and was certainly not in a position to query its 

value or their competence. 
The question put by the delegate of Papua New Guinea raised interesting issues. 

The Secretariat had for the past five years been considering the problems of countries 
where the density of medical practitioners was low and the data collected did not 

correspond to the structure of the ICD. In that context, the term "developing countries" 
could be misleading; he knew of no country that did not have some excellent hospitals 

well able to use the ICD. Nevertheless, a special tool was needed for the collection of 

morbidity and mortality data in certain areas, which might be found in the advanced as 

well as in the less advanced countries. A report by a study group that had been 

examining the problem was available to whoever might wish to see it. 

Decision: the draft resolution was approved. 

Health literature services (section 7.2) 

No comments. 

WHO publications (section 7.3) 

No comments. 

Health information of the public (section 7.4) 
No comments. 

General service and support programmes (section 8) 

Personnel and general services (section 8.1) 

No comments. 

Budget and finance services (section 8.2) 
No comments. 

Internal data services (section 8.3) 

No comments. 

Legal services (section 8.4) 

No comments. 

Regional programme planning and general activities (section 9.1) 
No comments. 



A27 /A /SR/14 

page 8 

Support to regional programmes 

Assistance to country programmes (section 9.2) 
No comments. 

Regional general support services (section 9.3) 

No comments. 

Regional common services (section 9.4) 

No comments. 

Regional activities 

The Americas 

Dr HORWITZ, Regional Director for the Americas, said that, following his report to 

the fifty -third session of the Executive Board on the regional programme and its budget, 

he wished to comment on the work of WHO and РАНО in the Americas and to provide some 

supplementary background material. 
It was hoped that the governments of the countries in the Region, having adhered to 

the Ten -Year Health Plan for the Americas, 1971 -1980, would by 1975 have for the most 

part drawn up a health policy or modified their existing policies, with a view to attaining 

the targets set by the plan. Thirteen of them had in fact done so by the end of 1973. 

The governments had agreed to use the "quadrennial projections" system, which included a 
simple methodology for programming and evaluation, and it was expected that in 1974 the 
governing bodies would adopt a system that would make it possible to assess progress in 

the implementation of the Ten -Year Plan on the basis of an analysis of national targets. 
The basic purpose of those regional activities was to increase each country's 

coverage of minimum services for the prevention and cure of disease for persons currently 

without access to scientific medicine. Such persons represented 37% of the Region's 
population or 110 million persons, the majority living in communities of fewer than 500 
people. The Ten -Year Plan set out a rural strategy based on the availability of a corps 
of carefully trained auxiliaries working under the supervision of professionals when 
geographical, climatic and budgetary conditions permitted. It depended on the contribu- 

tion both of "empirical" personnel retrained in simple and effective techniques and of 

the community itself, which when properly prepared has an essential role in caring for 

its own health. That strategy had been actively followed in a number of countries in 

1973, and would be applied with even greater intensity as governments recognized that 

rural coverage came within their competence and provided investments accordingly. It 

was gratifying to note that the Inter -American Development Bank had begun to approve loans 

for the expansion of the health infrastructure. Under an agreement with the President of 

that institution, a health section under the responsibility of a РАНО staff officer had 

been created within the Bank's Projects Analysis Division and had come into service on 

1 January 1973. 
The governments of the Region were concerned to achieve a balance between the demand 

for food and the food the countries were able to produce. They intended to explore new 

ways of increasing agricultural production, especially in the tropical areas of the Region. 

To that end, PAHO /WHO, together with ECLA, FAO and UNICEF, was promoting a food and 

nutrition policy, and it was hoped that by 1975 some of the governments would be partici- 

pating in its implementation. 
A number of vegetable protein mixtures - based on cottonseed, soya, wheat, beans, 

quina, lupine, and others - had been developed, whose nutritional value was equivalent to 

that of milk. Some countries had begun to industrialize their production, and others 

needed capital in order to do so. Studies by INCA? and other centres had shown that by- 

products or residues from the cultivation of corn, coffee, and sugar cane could be used 

to make animal feeds and thereby increase the supply of essential protein. The possibi- 

lity of applying the results of the research had been considered by the PAHO- sponsored 

meeting of Ministers of Agriculture held in Trinidad and Tobago in April 1974. 

The prevention of losses of meat and milk was also the aim of the continent -wide 

campaign to stop the transmission of foot -and -mouth disease. Coordinated by the Pan 

American Foot -and -Mouth Disease Centre, administered by РАНО and located in Brazil, the 
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campaign included vaccination three times a year of 200 million head of cattle and invest- 

ment over the next four years of US$ 350 million, 80% obtained from national sources and 

the rest from IDB loans. A highly effective surveillance system had been organized to 

prevent spread of the virus to the non - infected area, which included the Caribbean and 

Central and North America. Similar campaigns were being carried out for the control of 

brucellosis, bovine tuberculosis, leptospirosis, rabies, hydatidosis, and Venezuelan 

equine encephalitis. An agreement had been signed with the Government of Barbados for 

a programme to control leptospirosis and brucellosis, to which UNDP was contributing 
$ 417 800 and the Government of Barbados $ 597 200. WHO was the executing agency for the 

programme. The Pan American Zoonoses Center in Buenos Aires, another institution adminis- 

tered by PAID /WHO, collaborated in the control of those diseases, besides providing 

services in the areas of quality control of biologicals, training, research, epidemiologi- 

cal surveillance, and the production and distribution of antigens. Loans to some of the 

countries for the organization of a network of diagnostic laboratories, for vaccine 

production, and for transportation and other related activities had been approved by the 

IDB 

In collaboration with the World Food Programme, the Regional Office was giving advice 

to various governments on the development of 44 projects whose objectives included nutri- 

tional protection for vulnerable groups, extension of the health infrastructure, food 

production, organization of community services such as the construction of rural water 
supply systems and the training of human resources in vocational centres. The food 

distributed under those programmes was valued at $ 165 million and supplemented the diet 
of some 5 million people a year. 

With regard to communicable diseases, the Americas had been free from smallpox for 
the previous three years. Only two cases of cholera had been identified and in both the 
spread of the infection was prevented. The incidence of poliomyelitis had declined; 
the Government of Mexico had produced six lots of polio type 1 vaccine meeting WНO's 
standards and was preparing types 2 and 3. It was expected that by 1975 there would be 
enough trivalent vaccine available to meet the needs of that country and of others in the 

Region as well. The cost of measles vaccine was too high to allow, except in a very few 

cases, for nation -wide programmes. 
The production of biologicals by the Governments of Chile, Cuba, Mexico and 

Venezuela with funds from UNDP and the technical assistance of the Regional Office and 
by the Governments of Argentina, Brazil, Colombia, Ecuador and Guatemala, with the assis- 
tance of PAID /WHO, was facilitating the provision of sera and some of the reagents 
indispensable for disease control and epidemiologic surveillance. 

Mortality from tuberculosis was only 10% of what it had been 30 years before in 

Latin America and the Caribbean area, although it was still 10 times greater than in 

North America. In 1973, the Organization had published a bacteriological manual on the 

disease containing simple techniques for case -finding and ambulatory treatment control. 

Sporadic cases of jungle yellow fever had continued to occur. Dengue remained 

endemic, its higher incidence going in tandem with the wider presence of Aedes aegypti in 

some countries. The rise in the cost of insecticides and of their transportation - 65% 

for the two factors - was going to interfere with eradication of the vector unless 

governments increased their contributions. A similar situation with regard to malaria 

might make it necessary as a result of outbreaks to modify the forecast for 1975 made in 

Official Records No. 212. The Central American Bank for Economic Integration was 

considering loans to its member governments in that area. 

With regard to water supply and sewerage, in 1973 about 17 million people had been 
provided with those services at a cost of $ 680 million of which $ 537 million was contri- 
buted by governments and $ 143 million in loans from other sources including IDB, IBRD, 

AID and the Canadian International Development Agency. That achievement was a great step 

towards reaching the Ten -Year Plan target, namely, to furnish water to 80% of the urban and 

50% of the rural population, and sewerage to 70% and 50%. 

The Pan American Air Pollution Sampling Network had set up 93 stations in 26 cities 

representing 14 countries in order to measure suspended and settleable dust and hydrogen 

sulfide; 48 of them had been installed directly by governments. Another 128 stations, 
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measuring settleable dust only, had been installed by governments with their own 

resources. The regional project for air, water, and soil pollution surveillance, 

supported by governments, UNDP and PAHO /WHO technical advisory services through CEPIS, 

would, it was expected, be brought into operation by 1975. Also by 1975, the Centre 

for Human Ecology and Health would be established in Mexico, by invitation of that 

Government. The Centre would develop methods for identifying environmental health prob- 

lems and establishing criteria for their solution. It would also train professionals 

and carry out research. 
The governments of the region had taken decisions regarding maternal and child 

health and family planning on the basis of the policy approved by the Health Assembly and 

of the terms of the Ten -Year Plan. Some had taken advantage of the United Nations Fund 

for Population Activities. It was expected that by 1975 investment by UNFPA, including 

the Regional Office programmes, would reach $ 8 million. The Regional Office would 

collaborate in the training of professionals and auxiliaries, education and information 

campaigns and studies on the impact of population growth on health planning. Supplemen- 

tary efforts would be made by the Latin American Centre for Perinatology and Human 

Development in Montevideo. That Centre had been investigating new methods for timely 

diagnosis and proper treatment of complications so as to reduce maternal and perinatal 

mortality. 
It was hoped to continue in 1975 the implementation, in close collaboration with 

ministries of health and of education and with universities, of the recommendations of 

the Pan American Conference on Health Manpower Planning, held in Ottawa in September 

1973 with the collaboration of the Government of Canada. The Regional Office was coopera- 

ting with the Governments of Brazil and Mexico in the development, in each of those 

countries, of a centre for education, technology and health. The first steps had already 
been taken in medical and nursing education and plans were being prepared to cover dentis- 

try and other health sciences. 

The textbook programme included 18 subjects, and a total of 130 800 books had been 
distributed. The project to provide medical students with diagnostic equipment was being 

carried out in five countries, and seven others had expressed their interest in it. The 

Regional Library of Medicine and the Health Sciences in Sgo Paulo had expanded its 
activities in the training of librarians and the production of special bibliographies and 
scientific articles, the latter reaching a total of 54 000 in 1973. The United States 
National Library of Medicine's MEDLINE System was being installed in Brazil, with UNDP 
funds in the amount of $ 250 000, with a view to the creation of a Pan American biomedical 
and social information network. 

Programmes for the training of health professionals, technicians and auxiliaries 

accounted for 3C% of the total regional budget. In addition, 1487 fellowships and a 

series of seminars and training courses were proposed for 1975. 

It was hoped to obtain approval from UNDP for a project to train intermediate -level 

technicians from all the Caribbean countries, for which assistance had been requested in 

the amount of $ 4 771 000 from UNDP and of $ 24 989 000 from governments; WHO would be 

the executing agency. Also for the Caribbean countries, a programme for the training of 

animal health assistants, based on Georgetown, would, it was hoped, be launched in 1975. 

As he had informed the Executive Board in January, of the total funds for 1975, 21.6% 

were proposed for the strengthening of health services through 162 projects; 12.9% for 

family health, with 55 projects; 9.2% for the training of health personnel, with 104 

projects; and 23.7% for the prevention of communicable and noncommunicable diseases, with 

166 projects. The promotion of environmental sanitation would be carried out through 

85 projects, representing 8.1% of the total funds, and health statistics would account for 

4.1% with 27 projects. 

As shown in Official Records No. 212, page 404, an increase in the regular WHO budget 

of about 8% over 1974 was proposed. It was expected that the total amount of available 

funds would be substantially increased once decisions on the projects submitted had been 

reached by the various funding sources. 

Dr ACUNA (Mexico) drew attention to the intercountry programmes in the Region con- 

cerned with the various Pan American centres, and especially to the centre to be 

established in Mexico on human ecology, and the centres for health education technology in 
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Mexico and Brazil. WHO had found, at least in the Americas, a method of making savings 

and helping countries through the intermediary of centres in which WHO, PAHO and govern- 

ments all participated. 

Dr GUILLÉN OVALLE (Peru) wished to stress the success of the four -year projections 

in the Region, and to point out that almost all the countries in it had adopted health 

planning methodology. In the future, it would also be necessary for countries to define 

their population policy. That had not yet been achieved. In pursuit of its policy of 

regionalization, РАНО was collaborating with the countries of the Andean Pact, namely 

Bolivia, Chile, Colombia, Ecuador, Peru, and Venezuela, and conventions had been signed 

with regard to both education and health. The latter convention brought together each 

year the ministers of health of the Andean countries and resulted in valuable coordination 

and evaluation. 

Dr MORA (Colombia) referred to the Ten -Year Health Plan for the Americas, the result 

of a meeting of ministers of health and supported and coordinated by РАНО. Countries 

were already beginning to see the benefits of the plan, and it had become a coordination 

mechanism of great importance. 

Dr SIMÓES (Brazil) was pleased to see that the budget and programme for the American 

Region were in harmony with the objectives formulated by the meeting of ministers of 
health in Santiago in 1972 and with the priorities established by countries for their 

health programmes. During the present decade, it was intended to provide health services 

to 40% of the population now lacking such services. That was in accordance with the 
proposed budget, of which 44% was earmarked for strengthening health services. About 
30% was intended for disease control, and 25% for environmental sanitation. The latter 
was welcomed by the Government of Brazil, which was trying to supply 80% of the urban 
population and 50% of the rural population with drinking -water. The training of health 
personnel was a most urgent need, and 8' of the budget was devoted to it. 

Dr DESLOUCHES (Haiti) referred specifically to the strengthening of health services, 

which was urgently necessary in his country. National resources were not sufficient for 
the purpose, but РАНО had interceded on behalf of Haiti with the Inter- American Develop- 
ment Bank, and a group of experts from the Bank was now studying a project costing 
$ 2 million, to be financed by it. 

Dr HORWITZ, Regional Director for the Americas, expressed his appreciation of the 
remarks made by the delegates of Mexico, Peru, Colombia, Brazil, and Haiti. 

South -East Asia 

Dr GUNARATNE, Regional Director for South -East Asia, introducing the estimates for 
his Region, said that proposals had been put forward to support the realistic health 
needs and aspirations of 10 countries (now including the Democratic People's Republic of 
Korea) and one -quarter of the world's population. The 1975 estimate of $ 11.69 million 
represented an increase of 8.2% as compared to 1974. Various programmes had been given 
priority. Thus there was an increase of 19.3% for health manpower development and of 
5.9% for health information and literature, but a slight reduction of 2.2% for disease 
prevention and control. 

Strategy guidelines for planning country health programmes had been formulated for 
1975 -1980. In the recent country health programming exercise in Bangladesh a national 
health administration team had worked with WHO experts from headquarters and the Regional 
Office and the WHO representative in Dacca to select priority health problems and 
specific operational objectives and translate the latter into action. The exercise had 
been most opportune, as the national health plan was being formulated and it had thus 
been possible to apply management methods to programming and to the training of health 
planners. A country health programming exercise had also been completed in Nepal, and 
plans were in hand for similar exercises in Indonesia and Thailand during 1975. 

The development of integrated health services, especially in rural and slum areas, 
had continued to receive high priority. The focus had been the health team working in 
the health centre. Countries were improving their services by using the results of 
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operational studies to reorganize their health care delivery systems and to define the 
duties, responsibilities, and relationships of the members of the health team. Greater 
emphasis was now being placed on training field -level multipurpose workers. It was 
essential to identify, define, and standardize the components of the health care delivery 
system for each category of worker. 

The Regional Office had been helping to improve the training of health workers by 
means of an interdisciplinary approach, and training in educational planning and techno- 
logy had been initiated in three countries. National health manpower studies had been 
initiated in three countries. National health manpower studies had been undertaken in 
some countries, and the lessons learnt from them were being used in developing instruc- 
tional objectives and medical and nursing curricula. 

Assistance had been given to a medical training centre in Sri Lanka and to one in 

Thailand, and both should be self -sufficient by the end of 1976. The establishment of 
national centres for medical pedagogy in Burma, India, Indonesia, and Mongolia was being 
promoted. The Regional Office was also exploring possible locations for a centre for 
the production of audiovisual materials. With regard to community medicine, the first 
seminar in Surabaya in 1971 had been followed by further seminars, and another would be 
held in Sri Lanka later in 1974. 

Communicable diseases still constituted the main public health problem of the Region. 
The malaria control and eradication programmes had been adversely affected by a number of 
factors, and WHO would have to continue assistance for a number of years. The smallpox 
eradication programme, however, had been most successful, and large areas of Bangladesh 
were now free of the disease; it was expected that the remaining areas would be free 
before the end of 1974. In India, an extensive campaign had been in operation since the 
autumn of 1973, and 86% of the total smallpox incidence was now accounted for by Bihar 

and Uttar Pradesh. Indonesia had been officially declared free of smallpox in April 1974. 
The case fatality rate from cholera had been considerably reduced by improved rehydra- 

tion therapy and early case reporting. Tuberculosis and leprosy programmes were being 

assessed, while measures against dengue /haemorrhagic fever and poliomyelitis continued to 

need support. 
Programmes for the prevention and control of cancer and cardiovascular diseases had 

been initiated, and studies were being conducted on ischaemic heart disease, blindness 

caused by infections and malnutrition, diabetes, and mental illness. 

Heroin addiction was a major problem in one country, and the Regional Office had 

assisted in assessing the magnitude of the problem and advising on epidemiological inves- 

tigations and the organization of services. In Thailand, the very large project of the 

United Nations Fund for Drug Abuse Control, which had been formulated with WHO assistance, 

was being continued. Plans had also been made for a group educational activity, in which 

the epidemiology of drug abuse would be discussed. 

Water -borne diseases continued to be a major health problem in the Region, and the 

Regional Office was concentrating on community water supply and sanitation programmes. 

The Sub -Committee on the Asian Health Charter, at its second meeting in 1974, had 

endorsed the action taken by the Regional Office in completing the basic information 

needed and assisting governments in strengthening national health information systems. 

Efforts were being made to ensure that countries took cognizance of the regional priorities 

and targets of the Health Charter. The Regional Office would also assist in identifying 

potential donors and help in planning country programmes in a form more acceptable to aid- 

giving countries. Flexibility had been the keynote of WHO's policy so that it could 

assist governments in meeting emerging health problems, and adjust the emphasis on 

priorities in conformity with the felt needs of countries. 

Dr HOSSAIN (Bangladesh) referred to the task force from headquarters that had spent 

six weeks in his country in July and August 1973. Its work had been greatly appreciated 

as it had helped to provide a rational basis for health policy. 

In the formulation of the Asian Health Charter, in which Bangladesh had participated, 

four factors had been distinguished as affecting family health, namely communicable diseases, 

overpopulation, undernutrition, and water quality. That provided a good basis for future 

health action in the Region. 
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Not only was 25% of the world's population located in the Region, but it was an area 

subject to drought, floods, and famine, all of which added to the sum total of misery; 

it was also an area where population growth threatened to bring about the extinction of 
human life. The ecological viability of the Region over the next 25 years seemed almost 
nil, and he wondered what should be done to ensure survival. Apart from Mongolia and 
the Democratic People's Republic of Korea, most of the countries of the Region had similar 
problems. For that reason, he appreciated the assistance provided from the more fortunate 
parts of the world. 

Dr SHRIVASTAV (India) was disturbed by the fall in the budget allocation to disease 
control. Disease had increased, but the proportion allocated to disease control had 
decreased. 

With regard to the Asian Health Charter, two meetings had been held, the basic infor- 

mation needed had been collected, and the regional priorities had been determined, but he 

wondered what the next step should be. As far as family health, communicable disease, 
nutrition, and water supply were concerned, heavy financial investments were necessary in 

all these fields. How could those investments be provided? 

There had been a resurgence of malaria in the Region, and WHO could help in dealing 
with some of the resulting problems, which related to the procurement of very expensive 

insecticides such as malathion. The world production of insecticides had fallen sharply 

and supplies from countries were erratic. The Regional Office could therefore provide a 

valuable service to countries by assisting in the procurement of insecticides and giving 
financial support. 

Dr GUNARATNE, in reply, said that the reduction of 2% in the allocation to disease 

control was in accordance with the needs of countries and the requests for assistance 

received from them. With regard to the Asian Health Charter, a subcommittee had been 

established to guide the work but had not yet formulated any proposals. When it did so, 

they would be passed to the Regional Committee, which would 

on how to proceed. The question of financial investment was very difficult. He hoped 

that it would be possible to approach other agencies and induce them to help in solving 

the problems of the Region. The data provided by the Health Charter were now being used 

by countries in formulating their health plans and policies. More information was also 

being obtained from the country health programming exercises. 

The resurgence of malaria had already been the subject of a very detailed discussion. 

As far as insecticides were concerned, both their cost and the amounts needed had 

increased; the latter increase had arisen because many countries with large populations 

had regressed from the consolidation to the attack phase, so that more spraying was needed. 

Increased finance for malaria control could only be obtained by curtailing other programmes 

of lesser importance. That was all he could say on the subject at present. 

The meeting rose at 11 p.m. 


