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ELEVENTH MEETING 

Saturday, 14 May 1977, at 9 a.m. 

Chairman: Dr M. L. IBRAHIM (Egypt) 

1. UNITED NATIONS JOINT STAFF PENSION FUND: Item 3.19 of the Agenda 

Annual report of the United Nations Joint Staff Pension Board for 1975: Item 3.19.1 of the 

Agenda (Document А30 /32) 

Mr FURTH (Assistant Director -General), introducing the Annual Report of the United Nations 
Joint Staff Pension Board for 1975 (document А30/32), said that it was presented to the World 

Health Assembly in conformity with the Regulations of the Pension Fund, Its report briefly 

highlighted the financial situation of the Fund and summarized the action taken by the 

Pension Board at its last session. Full details could be found in General Assembly document 
A/31/9, which had been made available to governments by the United Nations and of which copies 
were available for consultation. The only action required by the World Health Assembly was 

to note the report. 

Mr WIRTH (Federal Republic of Germany) said that his 

difficult situation facing some members of the staff, and 

Nations in New York had been controversial because of the 

One factor had been the lack of consultations between the 

various duty stations. The question was essentially one 
would be applicable at any duty station in the world, and 

competent bodies in New York rather than by the present C 

the deliberations in New York would lead to an acceptable 

delegation was fully aware of the 

knew that discussions at the United 
wide range of factors involved. 
international civil servants at the 

of establishing a common system that 
it should be dealt with by the 

ommittee. His delegation hoped that 
solution. 

The CHAIRMAN suggested that the procedure recommended in paragraph 8 (1) of resolution 

EB59.R8 - namely, that the adoption of resolutions relating to certain reports, etc. should 

be replaced by "decisions" recorded in the Official Records - was applicable to the present 

item. 

Decision: The Committee decided to recommend to the Thirtieth World Health Assembly that 
it note the status of the operation of the Joint Staff Pension Furd, as indicated by its 

annual report for the year 1975 and as reported by the Director -General. 

Appointment of representatives to the WHO Staff Pension Committee: Item 3.19.2 of the Agenda 

(Resolution WHA27.41; Document А30/33) 

The CHAIRMAN said that the item covered the customary designation of a member and an 
alternate member of the WHO Staff Pension Committee to replace for a three -year term of office 
the member and alternate member whose terms were now expiring, in accordance with a rotation 
schedule which enabled the various regions to be represented. It would be recalled that, 
apart from the decision taken the previous year to designate one Health Assembly representative 
by name, Dr A. Sauter, and to appoint him for an additional term of three years in order to 

ensure greater continuity in the representation of the Health Assembly on the WHO Staff Pension 
Committee and the United Nations Joint Staff Pension Board, it had been the practice of the 

Health Assembly to appoint as its representatives persons serving on the Executive Board by 
designating the names of Member States entitled to appoint a person to serve on the Board. 
The Thirtieth World Health Assembly was now invited to appoint one member and one alternate 
member for a period of three years, and it was suggested that the usual practice be followed. 
He asked for nominations for the designation of a member and an alternate member from the 
Member States recently elected to nominate persons to serve on the Executive Board, to 

replace the members of the Board designated by the Governments of Venezuela aid Sri Lanka 
respectively. 

• 
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Dr PINTO (Honduras), seconded by Dr BROYELLE (France) and Dr LOPEZ da COSТA (Brazil), 
nominated the member of the Executive Board designated by the Government of Bolivia as a 

member of the WHO Staff Pension Committed. 

Dr FERNANDO (Sri Lanka), supported by Dr MUCITAR RAFE'I (Indonesia) and Mr SHIN (Republic 

of Korea) nominated the member of the Executive Board designated by the Government of India as 

an alternate member of the WHO Staff Pension Committee. 

Decision: The Committee decided to recommend to the Thirtieth World Health Assembly that 
the member of the Executive Board designated by the Government of Bolivia be appointed as 
member of the WHO Staff Pension Committee, and that the member of the Board designated by 
the Government of India be appointed as alternate member of the Committee, the appoint- 
ments being for a period of three years. 

2. ASSIGNMENT OF ETHIOPIA TO THE AFRICAN REGION: Supplementary item of the Agenda 

(Document A30/49) 

Mr TEKA (Ethiopia) stated that, as indicated in the exchange of communications between 

the Director - General and himself, as Chief Delegate of Ethiopia, contained in document A30/49, 

Ethiopia, which hitherto had been part of the Eastern Mediterranean Region of WHO, wished to 
be considered a Member of the African Region. That request was based on constitutional 

provisions, including Articles 44(a) and 47 of the Constitution, and on a number of resolutions 

of the World Health Assembly and the Executive Board, among them resolutions WНА5.43, WНA6.45, 
EB10.R7 and ЕB11.R51. Among the main criteria for the assignment of a Member State to a 

particular region were the consideration that the wishes of the appropriate sovereign 

authority should be paramount, geographical position and a similarity between the health 

problems of the countries concerned. He drew the Committee's attention to resolution 

AFR/RC26/R10 of the Regional Committee for Africa, the main purport of which was that the 

African Region of WHO should be constituted by Member countries of the Organization of African 

Unity. As a result of discussions following the adoption of that resolution, Ethiopia now 

wished to be assigned to the African Region. 

Mr CABO (Mozambique) congratulated Ethiopia on having taken a decisive step which would 

place that country in the region to which it belonged both geographically and historically, 

thus meeting the aspirations of its people and conforming to the spirit of the deliberations 

of the Organization for African Unity. He hoped that the Ethiopian example would inspire • other countries to make a similar move, and that the Health Assembly would take the measures 

necessary to enable Ethiopia to occupy its rightful place. 

Mr ELLIS (Liberia) recalled that the delineation of the African Region had been under 

discussion over the past four years. The bold move taken by the Ethiopian delegation was 

indicative of the wishes of its stalwart people to identify with the African Region, and he 

urged the Health Assembly to take the necessary steps for that. 

Dr MUREMYANGANGO (Rwanda) considered that the Ethiopian initiative was entirely in keeping 
with OAU policy, and he encouraged others to follow suit since there were inherent advantages 

in the regrouping within the Region in view of the new orientations being given to technical 

cooperation and to research. The question would be the subject of further discussion between 
the foreign ministers of the Member States of OAU. 

Dr OKWARE (Uganda) recalled that his country had been among those requested by the 

Regional Committee for Africa to contact Ethiopia with regard to inclusion in the African 

Region. It was accordingly gratified at the request made by that country. 

Dr SEBINA (Botswana) said that his delegation would welcome Ethiopia to the African 

Region; such a step would not only conform to the wishes of the Ethiopian people but to those 

of other countries within that Region. 
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Dr NDOYE (Senegal) pointed out also that the inclusion of Ethiopia in the African Region 
of WHO would lead to greater effectiveness in the work» being carried out by the Division of 
Health, Hygiene and Nutrition of the Organization for African Unity, since that division had 
its offices in its capital city. 

Dr MUNDIA (Zambia) wholeheartedly welcomed the action taken by the Ethiopian delegation 
and hoped that the Health Assembly would facilitate that logical development. 

Dr M'BAKOB (United Republic of Cameroon) associated himself with the hope that the Health 
Assembly would do its utmost so that Ethiopia could be assigned to the African Region, thus 
reflecting the preferences of the Ethiopian people, the Regional Committee for Africa and OAU. 

Dr PINTO (Honduras), Rapporteur, read out the following draft resolution for the 
consideration of the Committee: 

The Thirtieth World Health Assembly, 
Having considered the request from the Government of Ethiopia for the inclusion of 

that country in the African Region, 

RESOLVES that Ethiopia shall form part of the African Region. 

Decision: The draft resolution was approved. 

3, REVIEW OF SPECIFIC TECHNICAL MATTERS: Item 2,4 of the Agenda 

Leprosy control: Item 2.4.6 of the Agenda (Resolution WHA29.70; Document A30/14) 

The CHAIRMAN drew attention to the report submitted by the Director- General (document 
Аз0/14) aid to the draft resolution appended to it. 

Dr LADNYI (Assistant Director -General) said that the Director -General's report, detailing 
the technical cooperation achieved during the past two years by WHO and other agencies, had 
been prepared in response to resolution WHA29.70. 

In the past few years leprosy had returned to the forefront of world attention for three 
main reasons. First, the leprosy - endemic countries were becoming increasingly aware of their 
responsibility for tackling the problem and had in some cases given it a high priority; 
secondly, leprosy research, principally in immunology, had made important advances in the past 
decade; and, thirdly, the previous hope that leprosy could be controlled by the introduction 
of sulfone drugs had proved unduly optimistic, although a few potent drugs had recently been 
introduced in the antileprosy therapy armamentarium. 

The exact number of cases requiring treatment in the world today remained difficult to 
estimate. In 1970, there had been about 3 million cases registered out of some 10 million 
estimated cases. There had been evidence from some countries, for example, Burma, Thailand, 
aid Upper Volta, that the prevalence could be reduced by about 70 -75% by means of properly 
applied control measures extending over periods of about 15 years. 

The role of WHO in leprosy control had been redefined in 1976 by the WHO Expert Committee 
on Leprosy, which had stated that the policy of leprosy control should be based on four main 
aspects: improved programming and management of leprosy control activities; development of 

multidisciplinary manpower; the gradual build -up of an integrated information system at the 

country level; and strengthening of research activities, such as those carried out within the 
framework of the Special Programme for Research and Training in Tropical Diseases. 

Professor LECHAT (Belgium) commended WHO for the work accomplished in leprosy, particularly 
with regard to the implementation of the relevant resolutions of the Twenty- seventh, Twenty - 

eighth and Twenty -ninth World Health Assemblies. There could be no doubt that the 

Organization's support, both present and future, would be a decisive factor in the success of 

national control campaigns against leprosy which, over recent years, had reappeared as a serious 

problem. 
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He wished to lay stress on three main aspects of the report. First, he emphasized the 

importance of research. The relative inefficacy of control activities in the past had been 
due largely to a lack of appropriate research methods, but, as pointed out in the fifth report 
of the Expert Committee on Leprosy, recent progress in leprosy research gave reason to hope 
that control measures could be greatly improved. His own country, which contributed to the 

Special Programme for Research and Training in Tropical Diseases, was particularly gratified 
to see the priority being given to research into the immunology and chemotherapy of leprosy. 
That was particularly important because the emergence of resistance by Mycobacterium leprae 
to the usual drugs would sooner or later result in the need to strengthen, adapt or modify 
current control strategies. Whatever excellent results such scientific research might yield, 
research would also have to be undertaken at the community level in order to develop appropriate 
means of applying them in practice. The Director -General's report rightly laid emphasis on 
the desirability of basic research being supplemented concurrently by operational studies. 

A second aspect worthy of particular consideration was the need to mobilize all available 
resources in the support of leprosy control programmes, as resolution WHA29.70 stressed. In 
that connexion, he underlined the importance of the financial contribution made by the 

voluntary agencies, to which the Director - General referred in paragraph 3.3.2 of his report. 
The report also stated that the efficacy of the services provided by those agencies in the 
context of public health depended greatly on the support and recognition given by governments 
to their work. As the Chairman of the Medical Commission of the International Federation of 
Anti- Leprosy Associations (ILEP), he could testify to the essential need for maintaining and 
intensifying links between WHO aid the voluntary agencies so that the latters' action could be 
further expanded. In that connexion, he said that, under a new procedure in Belgium, the 

Government could lend significant support to the work of the voluntary agencies, in some cases 
in such a manner as effectively to triple the funds available for certain programmes considered 
of particular technical value. Priority as the moment was given to a project by the voluntary 
agencies which incorporated leprosy control activities into the general health activities, and 
in particular primary health care. 

His third point related to the training of multipurpose personnel and the adaptation of 
existing staff for the development of primary health care as conceived in a number of countries. 
He would welcome information as to any plans which might have been drawn up to incorporate 
training of personnel dealing with leprosy control within the framework of training for general 
health programmes. 

Dr AVRAMIDIS (Greece) said that, in his opinion, leprosy control called for specialized 
programmes aimed at early detection and the treatment of positive cases, combined with thorough 
epidemiological investigations. Those, indeed, had been the aims laid down by the resolutions 
adopted by the three previous sessions of the World Health Assembly. However, control 
•campaigns in some countries were hindered by the prejudice against leprosy which caused 
patients to conceal their disease and avoid examination and treatment. In his opinion, there- 
fore, WHO publications should eschew the word "leprosy" and refer to "Hansen's disease" 
instead. 

Dr BONDZI- SIMPSON (Ghana) said that until recently the Ghanaian leprosy service had been 
independent and highly centralized. It had now been decentralized and efforts were being made 
to integrate it with basic health services. There was a changeover from specially trained 
leprosy control assistants to multipurpose teams that could also be employed for protection 
against other diseases. He was grateful for the assistance received from UNICEF and ILEP 
through the Amici dei Lebbrosi and hoped that it would continue. His country was following 
with keen interest the operational and research studies being undertaken, especially those of 
the Special Programme for Research and Training in Tropical Diseases, which, it was hoped, 
would soon yield useful results. His delegation supported the draft resolution. 

Dr SUVANNUS (Thailand) said that with technical cooperation from WHO and financial assis- 
tance from UNICEF, his country was making satisfactory progress in leprosy control. Control 
activities were being integrated into local health services and by 1976 integration had been 
undertaken as planned in 65 provinces. The control project was aimed at reducing the 
transmission of leprosy by means of early case detection, treatment, holding for negativity, 
reduction in disease severity and deformity, and the protection of the general population, 
especially high -risk groups such as children and the household contacts of leprosy patients. 
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During the 20 years the project had been running, some 119 700 cases had been detected and 
treated and 59 400 inactive cases had been discharged. The incidence had been reduced from 
5 to 0.81 °per 1000 population, a level considered indicative of successful control. Some 
3100 complicated cases with deformity were residing in leprosaria. The total expenditure on 
the project over 20 years was almost US$ 20 million. An important part of the integration of 
leprosy control activities into local health services was the training of local health 
volunteers. Up to 1977, more than 8600 local health workers in 65 provinces had undergone a 

3 -day training course, and 700 auxiliary leprosy workers and 2000 medical personnel were 
trained annually in separate training courses. The targets set for the project for the 

following five years included the provision of treatment for over 75% of cases, examination of 
household contacts once a year, examination of schoolchildren in infected areas once a year, 
bacteriological tests on admission aid once a year for positive cases, case -detection among 
the general population, and the provision of health education for patients and the general 
public. Much, however, remained to be done, especially in occupational and psychosocial 
rehabilitation. His delegation supported the draft resolution. 

Dr MICHEL (France) said that the Director -General's report gave grounds for both concern 
and hope. As the report stressed at the very outset, the development of resistance by 

certain strains of the leprosy bacillus to the sulfones that had been used for 30 years was a 

matter for serious concern. In addition to necessitating a more varied and more costly 
treatment, that also gave rise to detection problems, particularly in respect of carriers. 
On a more hopeful note there was the random sampling survey in Upper Volta, which had indicated 
a reduction of 75% in the prevalence of active cases as a result of the efforts of mobile units. 
Similar programmes were being undertaken in various countries and in cooperation with sub - 
regional organizations, such as, the Organization for Coordination and Cooperation in the 

Control of Major Endemic Diseases (OCCGE) and the Organization for Coordination in the Control 
of Endemic Diseases in Central Africa (OCEAC) aid he hoped that there was some strategy to 
integrate those efforts into general health services. 

He paid tribute to the work of the many voluntary organizations without which leprosy 
control would be much less effective. ILEP was playing an active role, especially in the 
French - speaking African countries, in the training and retraining of personnel. 

The fact that the programme on leprosy research was much cited as a model was due not 

only to its content but also to its judicious utilization of institutions, which avoided 
duplication of effort and expenditure. He supported exhaustive epidemiological field surveys 
that involved institutions in endemic areas, which were the only ones in a position to carry 
out effective surveys, which he hoped would finally elucidate the causes of transmission. 

Studies of leprosy in children, emphasized in a recent WHO publication and of increasing 
interest to UNICEF, would no doubt contribute to that end. 

Dr DIALLO (Upper Volta) said that the control of leprosy was a matter of great importance 
in his country. After his Government had sought WHO's advice in 1974 on the integration of 
leprosy and tuberculosis control programmes, a survey had been conducted in Upper Volta with 
the help of WHO, the Order of Malta, the International Union against Tuberculosis and 
voluntary organizations concerned with leprosy control, including organizations from Japan and 
Italy. To all of those he expressed his gratitude. The survey had been completed in 

March 1977 and the results would permit a new strategy to be planned against those two 

diseases, whose socioeconomic importance was considerable. The general organization of 

leprosy control was working satisfactorily and 91% of the population had participated in the 
survey. Leprosy control was an integral part of health activities and mobile teams were 

working with specific annual programmes. The trend was to do away with leprosaria in order 
to facilitate social rehabilitation. He hoped that the equipment of the leprosy control 

centre in Ouagadougou could be improved in order to allow for better diagnosis and therapeuty. 

His delegation supported the draft resolution and hoped that the results of the survey under- 

taken in Upper Volta would be of general benefit. 

Dr FOEGE (United States of America) welcomed the increasing efforts for cooperation 

between WHO, individual countries and third parties in case detection and control of leprosy. 

The development of combined schemes to control leprosy and tuberculosis was particularly 

gratifying, for a similar approach to the two diseases seemed logical and efficient. His 

delegation encouraged efforts to provide the health services needed by rural populations to 
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combat disease by exploiting the knowledge and tools already available. He had noted with 
interest the reduction in transmission of leprosy in Upper Volta and other countries and hoped 
that those studies would be followed up. His delegation would encourage efforts to confirm 
that reduction and to ascertain the reasons for it, in order that successful measures might be 
adopted in other countries. He recognized the importance of leprosy research in the Special 
Programme for Research and Training in Tropical Diseases and his delegation looked forward to 
new opportunities to coordinate efforts with that Programme. The leprosy task forces in that 
programme had played a pioneering role in global planning and coordination with research, 
demonstrating that the approach was both useful and practical. 

Mr ELLIS (Liberia) said that, while the Director -General's report mentioned the training 
centre at Ganta, assistance in meeting his Government's request that the centre be upgraded 
had been slow in coming despite several visits by WHO representatives. His Government was 
urgently awaiting the reaction of WHO to the consultations on the matter that had taken place 
in recent years. He thanked ILEP, the American Leprosy Mission and UNICEF for the assistance 
they had already given. 

He supported the draft resolution, but proposed that paragraph 2 be amended to read: 
"REQUESTS the Director -General to keep the Assembly informed on future developments in this • field ". 

Dr KRAUSE (German Democratic Republic) said that although the pathogen of leprosy had been 
known for over 100 years, the epidemiology and pathogenesis of the disease still posed many 
questions; indeed, it was not really known why leprosy had disappeared from most European 
countries. However, social factors, such as poverty, undernutrition, malnutrition, poor 
housing, lack of hygiene and ignorance, probably played a decisive role in the incidence and 
spread of the disease. Since 1964 five cases, all imported, had been reported in his country. 
The difficulty of early diagnosis frequently resulted in prolonged treatment, and he hoped that 
the immunological and therapeutic research in the Special Programme for Research and Training in 
Tropical Diseases would be crowned with success. The possibility of producing a specific 
antigen from leprosy bacilli was of great importance to diagnosis and epidemiological investiga- 
tions and might also be the starting -point for an effective vaccine. However, despite the 
valuable contribution such research might make, he was convinced that only by raising the living 
standards of the populations concerned, which must include the necessary health measures and 
health education, would decisive progress in the control and eradication of leprosy be achieved. 

• 
Dr DIBA (Iran) said that in Iran, as elsewhere, leprosy patients were rejected by their 

neighbours. For that reason, a voluntary organization had been set up 15 years ago under the 
patronage of the Empress and the Government had instituted an intensive programme of leprosy 
control and protection of patients. Whereas patients had formerly been treated in leprosaria, 
they were now treated in general hospitals and were rehabilitated wherever possible. That was 
not an easy task because of the persistent belief in contagion, which had to be overcome by 
intensive education. A case -finding campaign had located 8000 cases and, particularly in 
areas where the disease was most prevalent, BCG vaccination programmes had been integrated 
with antileprosy programmes. Leprosy patients were treated as outpatients in order that they 
could remain with their families. He shared the concern that had been expressed regarding 
resistant strains, bearing in mind the drugs that were currently available. WHO should 
intensify research to find cheaper methods of treatment since leprosy patients had to take drugs 
for most of their lives. He supported the resolution, although he wished to add a new operative 
paragraph between the present paragraphs 1 and 2, reading: "REQUESTS the Director -General, in 
continuing to implement resolution WHA29.70, to lay stress more particularly on research at the 
international and national levels and give more encouragement to education of the population ". 

Dr SERGIEV (Union of Soviet Socialist Republics) said that the Director -General's report 
provided a good assessment of the need for broad scientific research on a disease that was very 
properly included as one of the six important diseases covered by the Special Programme. The 
considerable successes achieved in leprosy research were an example and an encouragement to 
further work on the other diseases included in the Programme. The importance of integrating 
the organization of leprosy control with general primary health care delivery was well under- 
stood in the Soviet Union, where the question had arisen many years ago and where there was 
considerable experience in the matter. In the southern areas of the country leprosy control 
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services were already fully integrated with general health services and the system was working 
well. The latest scientific advances opened a new page for potential control of leprosy in 

tropical areas. However, leprosy was a disease that was not evenly distributed. In planning 

national campaigns, it was therefore essential to undertake preliminary research into the geo- 
graphical location of the disease so that specific efforts could be concentrated where they 
were most needed. Where fewer cases were reported, general medical services could take on the 
role of case detection. His delegation supported the resolution and would welcome any further 
efforts by WHO to expand leprosy control campaigns. 

Dr FERNANDO (Sri Lanka) also expressed support for the draft resolution. His country had 
already integrated its leprosy programme with the general health care programme and those 
activities would soon be merged into a communicable diseases programme. There had been a 

tendency to minimize the admission of diagnosed patients to special hospitals. However, treat- 
ment in general hospitals was proving difficult since other patients and, on occasions, some 
categories of staff did not view the procedure with satisfaction. Despite intensified health 
education a barrier remained against the social acceptance of leprosy patients. Similar 
difficulties were also being encountered in the rehabilitation of non- infective patients into 
the community, and maintenance of such patients was having to continue. 

Dr ERNERT (Federal Republic of Germany) said that leprosy was the very type of a disease 
that was intimately linked with poor conditions of housing, nutrition and hygiene and in which 
the interdependence of social development and health conditions was most obvious. Research 
for new means of leprosy control might yield results in a relatively short time and would 
attract the attention of the international community and encourage research in the other five 
diseases in the Special Programme. He hoped that new measures of leprosy control would double 
or treble the number of registered and treated cases so that leprosy might one day be eradicated 
as it had been in his own country. He stressed the close interrelationship of advances in 

research with their application in the field. Active participation of the community and a basic 
health infrastructure reaching to the remote villages were essential to that application; 
failing that, cases would not be detected or, if detected, would not be treated. Thus the 
establishment of the health services infrastructure was one of the first tasks to be undertaken 
and should receive top priority in bilateral cooperation. 

Dr GEBRE -AB (Ethiopia) said that efforts were being made in his country to integrate leprosy 
control into the basic health services, so far with quite satisfactory results. In coordina- 
tion with ALERT, which had its centre in his country, and with other international agencies, 
research in immunology and chemotherapy was being undertaken, the results of which he hoped 
would benefit all other countries, particularly those in Africa. He thanked all those who 
had supported the activities of ALERT. He supported the draft resolution. 

Dr NDOYE (Senegal) associated himself with those speakers who had stressed the importance 
of integrating leprosy control into basic health services. Emphasis should be placed on pre- 
vention and research related to field conditions, particularly with respect to the nutrition 
of infants. The integration of programmes of nutrition and health protection for vulnerable 
groups was therefore ideal. It should be remembered that prevention was cheaper than cure. 

Dr M. Z. DLAMINI (Swaziland) supported the draft resolution. Although the report was 
good, he felt that it placed insufficient emphasis on the multidisciplinary approach to the 
problems of leprosy. The public was afraid of non -infective patients since the sequelae of 
the disease left them horribly disfigured. The message of education should be extended to 

other sectors such as social work, and more health education was needed in the community if 
patients were to be accepted arid rehabilitated by their relatives. He was concerned at the 
reported resistance to dapsone and hoped that further efforts would be made to develop new 
drugs or to make drugs that were available, such as, rifampicin, cheaper for developing countries. 

Dr LADNYI (Assistant Director -General) thanked the members for their comments, recommenda- 
tions, criticisms and support. The Secretariat would do its utmost to improve the leprosy 
control programme following the recommendations that had been made. 
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Dr SANSARRICQ (Leprosy), replying to the question of the delegate of Belgium, referred to 

the information given on page 4 of document А30/14, and added that a new objective of the WHO 

programme was to coordinate the development of postgraduate training in leprosy control for 

doctors taking public health courses, i.e., to train both teachers and managers, who were the 

personnel responsible for leprosy control programmes. It was also intended to evaluate such 

training by measuring the operational effects of such programmes. The initial activities in 

1978 -1979 would consist of contacts with associations aid schools of public health, aid the 

preparation of guidelines for the inclusion of leprosy in the curricula of such schools. A 
start would be made in three schools, namely those in Lomé, Teheran aid Mexico, subject to the 

approval of the Governments concerned. It was also intended, in collaboration with those 

schools, the regional offices and the appropriate WHO services, to prepare curricula, teaching 

materials, and evaluation procedures. The sum of $ 18 000 was available for that purpose in 
the regular budget for each of the years 1978 and 1979. At a lower level, WHO would strengthen 
its technical cooperation at the national and intercountry levels in organizing seminars and 
workshops for both medical and auxiliary personnel engaged in leprosy control programmes, as 

already begun by the workshop held in Bangkok on 25 -29 November 1976. Those activities would 
be developed through voluntary contributions and in close cooperation with the governments • of countries where leprosy was an important public health problem. 

The SECRETARY recalled that amendments to the draft resolution had been proposed by the 
delegations of Liberia and Iran. In addition, the Secretariat would propose an addition to 
the last operative paragraph as amended by Liberia so that the whole draft would read: 

The Thirtieth World Health Assembly, 

1. THANKS the Director -General for the action taken in response to WHA29.70; 

2. REQUESTS the Director -General, in continuing to implement resolution WHA29.70, to lay 
stress more particularly on research at the national and international levels and give 
more encouragement to education of the population; 

3. REQUESTS the Director -General to keep the Assembly informed on future developments in 
this field by including a progress report on this programme in his report on the work of 
the World Health Organization as and when appropriate. 

Decision: The draft resolution, as amended, was approved. 

Mental retardation: Item 2.4.7 of the Agenda (Resolution WHA28.57; Documents A30/15 and • A30 /B/Conf.Paper No.8) 
Dr SARTORIUS (Director, Division of Mental Health) introducing the item, said that there 

were at least 80 -100 million mentally retarded individuals in the world, of whom most could 
lead happy and socially useful lives if they and their families received adequate care, support 
and education, especially in childhood. In addition, much mental retardation could be pre- 
vented by applying measures such as improved antenatal and perinatal care, infectious disease 
control, health education of parents, and better nutritional habits. Mental retardation did 
not have to lead to disability. 

The Director -General's report (document А3O/15) summarized some of WHO's activities in the 
field of mental retardation and made suggestions for future work. Three points in that document 
should be emphasized. Firstly, a multisectoral approach and coordination at all levels were 
basic prerequisites for success in programmes concerned with mental retardation. Such coordina- 
tion was needed at the international, regional and local levels. At the international level, 
in addition to coordination with United Nations agencies, there was a need to strengthen 
coordination with nongovernmental organizations, which had achieved remarkable successes in 
many countries; WHO aid Member States could and should use their expertise and resources in 
programme development. At the regional and national level, coordination could be achieved by 
means of coordinating groups, developed within the WHO mental health programme, in which 
representatives of different disciplines and agencies jointly planned and evaluated programmes, 
and defined activities suitable for intercountry cooperation. At the local level the aim was 
to achieve cooperation and coordination between health workers, teachers, parents and community 
leaders. For example, through such cooperation, early detection of mild mental retardation 
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would be possible before school age, and that would decrease the high proportion of educational 
failure in countries where educational resources were precious and scarce. 

Secondly, with regard to the selection of appropriate techniques, complex techniques such 
as amniocentesis, speech therapy, aid biochemical screening were not described in the report, 
but the Secretariat could, if required, assist countries in selecting suitable techniques. 
The emphasis was rather on simple, effective and cheap preventive aid rehabilitation measures 
that could be incorporated in programmes, e.g. short -term focused training of health and social 
welfare personnel. It would be inappropriate to create a separate mental retardation pro- 
gramme at WHO. Instead, work on mental retardation should be an integral part of other pro- 
grammes, such as mental health, disability prevention and rehabilitation, maternal and child 
health, and health education. Mental retardation was a field in which developed countries 
could learn from the developing countries, where the concept of normalization recently put 
forward in the industrialized countries was already being applied, perhaps unknowingly. 
Family care and the integration of the impaired individual in the community were both possible 
and being implemented in many poor countries. It was essential to prevent the destruction of 
traditional forms of support for the mentally retarded, which could result from industrializa- 
tion, increasing labour specialization, and the unchecked transfer of health and other 
technologies to the developing world. 

Thirdly, no progress could be expected unless national authorities were committed to work 
in the field of mental retardation, a national action policy was formulated, appropriate 
legislation was introduced and administrative measures were taken to ensure coordination 
of effort, and relevant training and community care programmes. 

Dr HAI'ICOCK (Australia) recalled that the proposal that WHO should undertake activities in 
the field of mental retardation had originally been put forward by his country. His delega- 
tion felt strongly that any initiative in the field of mental retardation should be integrated 
into the existing health services. That would be facilitated by thinking of the mentally 
retarded rather as people "handicapped by mental retardation "; their assets and abilities 
should be emphasized as much as their handicaps and problems. In that way, the mentally 
retarded could be involved in mutually beneficial relationships both with other handicapped 
groups and with the general population. 

Separate schools for mentally retarded children were thankfully becoming a thing of the 
past, and many experiments in which the handicapped had been integrated into normal schools had 
been successful, Children were far more tolerant than adults, and related well to the 
handicapped. Equally, the mentally retarded responded to educational processes, and not even 
the severely retarded should be denied educational opportunity. In that context, the teacher's 
expectations were important. 

In the same way, in the health care system, services for the retarded should be integrated 
with both those for other groups of the handicapped and those for the general population. All 
primary health workers should be aware of and responsible for the retarded in their communities. 
Separate assessment centres for mentally retarded and physically handicapped children should be 
replaced by integrated child assessment centres. Instead of large, residential, segregated 

"colonies" of the retarded, there should be family- sized, hostel -type units linked to hospitals 
and other general health facilities, when the supportive efforts of family and community had 
been exhausted. 

Such a programme required a major emphasis on the abilities and needs of the retarded in 
the education of all health workers. It could be closely linked to the concept of a regional 

resource team, which could concentrate on those needs going beyond the abilities, time, and 

facilities available to generalist health workers. The Director -General's report unfortunately 

revealed only slow progress in that direction. That was perhaps because only a few countries 
had so far responded and shown interest. Resolution WHA28.57 outlined a brave programme of 

WHO assistance and encouragement. Services for the mentally retarded provided a prime 

opportunity for direct technical cooperation with countries, and many of the associated 

difficulties were attitudinal in origin. Significant progress could be achieved, without high - 

cost technology, if governments would cooperate to improve services. WHO could assist, 

stimulate and catalyse that process. 

Accordingly, andin behalf of the delegations of Australia, Ghana, New Zealand, Nigeria, Rwanda, 
Sierra Leone, Swaziland and Sweden, he submitted the following draft resolution on the subject: 
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The Thirtieth World Health Assembly, 

Having considered the report of the Director- General on mental retardation, 

1. THANKS the Director -General for his report; 

2 URGES Member States to accord adequate priority in their health policies and develop - 

ment plans to actions that will prevent mental retardation and provide necessary care and 

support for mentally retarded individuals and their families; 

3. REQUESTS the Director -General to follow the policy set out in his report in develop- 

ing activities concerned with the care of the mentally retarded, giving priority to action 

within existing services and to interventions concerned with children, and stressing simple 

methods of detection and care. 

Dr BATCHVAROVA (Bulgaria) said that the frequent occurrence of mental retardation, its 

early appearance, and the resulting social maladjustments made it one of the most urgent and 

pressing problems. Her delegation supported the new orientation of WHO towards social and 

preventive measures. 

In Bulgaria, the problem was dealt with on the basis of prophylaxis, i.e. increased 

maternal and child care, genetic counselling, the control of birth injuries, the early 

diagnosis and treatment of congenital disease affecting the central nervous system, and com- 

prehensive rehabilitation measures. Every year, about $ 15 million was spent on such 
measures. 

Every mentally retarded individual over 16 years of age received an allowance. A number 

of measures for the implementation of resolution WHA28.57 had been introduced over the last 
two years. Thus the Academy of Medicine had set up a department dealing with the problems of 
mental deficiency, a programme to improve the prophylaxis of mental deficiency in children had 
been approved, an epidemiological study and a study on special teaching for pre - school children 

had been carried out, and a system of kindergartens planned. The results obtained from a 

programme of prophylaxis for children would be sent to WHO in the hope that they would be of 

interest to other countries. 

International cooperation was essential. As pointed out in the Director -General's report, 

a rational approach to the practical measures needed to deal with mental retardation was 
possible, irrespective of the stage of development or equipment of the health services. That 

was particularly important for the developing countries. A joint committee was necessary to 
improve collaboration and coordination with all organizations concerned with mental retardation, 
so as to ensure the better exchange of information and experience, and greater uniformity and 

standardization of methods of investigation, treatment, socialization and prophylaxis: that 

would increase the effectiveness of the measures taken. 
The most urgent problems were: (1) the development arid adoption of specific criteria for 

the concept of mental retardation, so as to ensure uniformity of terminology; (2) the study 

and introduction of the most effective screening methods for the early detection of mental 

retardation; (3) the carrying out of comparative epidemiological studies; (4) the develop- 

ment of a comprehensive rehabilitation programme; and (5) improving the qualifications of 

personnel in the field of mental retardation. Solutions to those problems could be found 

with the aid of working groups of experts, in which her country was ready to participate. 

She expressed support for the draft resolution. 

Dr LYTHCOTT (United States of America) commended the Secretariat for recognizing the 

importance of the psychosocial aspects of mental retardation, and strongly supported the 

involvement of the family in all phases of programmes for the prevention, care and rehabilita- 

tion of the mentally retarded. It applauded the recommendations of the 1976 Cairo meeting 

referred to in the Director -General's report and urged that future activities for the mentally 

retarded should be coordinated with those for preventing both mental retardation and develop- 

mental disabilities. 

In spite of the advantages of comprehensive and integrated health care delivery, the 

particular problems of the mentally retarded meant that special attention should be given to 

programmes for training personnel to care for them, and that such personnel should be 

appropriately represented in the overall integrated health care system. Emphasis must also 

be placed on research into the complex problems of the mentally retarded and upon translating 

research findings into clinical practice and supporting programmes. 



A30 /B /SR/11 
page 12 

His delegation understood that the international seminar on early stimulation, to have 

been held in Chile in May 1977 (section 5.4 of the report), had been indefinitely postponed. 

Dr SZCZERBAN (Poland) said that mental retardation, one of the most frequent causes of 

disability, was of great concern to his Government. It was included in the research 

programme of the Ministry of Health and Social Welfare on mental disorder and neurological 

diseases for the period 1975 -1980, and in those of individual institutions. 

A number of epidemiological studies on low -grade mental disorders had been carried out. 

In studies by the Warsaw Psychoneurological Institute from 1964 to 1975, the incidence of such 

disorders in children 7 -14 years of age, using a random sample of 85 000, had been found to 

be 0.34%. In the period 1975 -1976, all the known mentally retarded had undergone a compre- 

hensive medical, psychological and sociological examination; the data obtained, extrapolated 

to all mentally retarded persons in Poland, indicated that about 80% of the low -grade mentally 

retarded lived with their families, and that only a small proportion of families wanted their 

children admitted to institutions. Thus the development of services and programmes for the 

mentally retarded living in the community was a most urgent need. Scientific research on 

mental disorders was carried out by the multidisciplinary Polish group for scientific research 

on mental retardation, which had organized symposia on the mentally retarded in the community 

(1975) and the prevention of mental retardation (1976). A draft law on mental health protec- 

tion was in course of preparation; it would extend the period of compulsory schooling of the 

mentally retarded up to the age of 21. 

Many attempts had recently been made to develop rehabilitation units for the mentally 
retarded, and the system of special schools had been significantly developed. Such schools 
would be integrated with the general school system and the emphasis placed on the better 
adaptation of the mentally retarded to normal life. In the field of social welfare, tradi- 
tional activities would be expanded, and day -care centres for the handicapped living with 
their families used more widely. Much still remained to be done, however, in integrating 
the mentally retarded into society. 

His country considered that the 1967 meeting of the WHO Expert Committee on Mental Health, 
on organization of services for the mentally retarded, had been of great importance, as also 
the conferences organized by the Regional Office for Europe at Barcelona in 1972 and Santiago 
de Compostela in 1974. However, despite those and other efforts, there was still some lack 
of balance between the scale of the problem and the activities of WHO in the field of mental 
retardation. Those activities should be further developed, both at headquarters and at the 
Regional Offices. His delegation supported the draft resolution. 

Mr NYGREN (Sweden) said that, although he welcomed the Director -General's report, there 
was too much emphasis on institutional care. It was the policy in Sweden that the mentally 
retarded should remain at home as far as possible. Many industrialized countries had built 
too many excessively large institutions. Institutional care was unsatisfactory, from both 
the medical and the humanitarian points of view. The goal should be to integrate the men- 
tally retarded in society and to give them the chance to live a normal life. It was very 
important to inform the public as to the problems of the handicapped. He also stressed the 

importance of preventive measures. It had been found in Sweden that such measures could 
reduce both human suffering and the cost of care. Techniques were now available for the 

early detection of certain diseases that could lead to mental retardation. With regard to 

the multiply handicapped, many had unavoidably to be placed in institutions, but possibilities 
of a better life still remained. He hoped that the points he had made would be considered in 
future work. The problems of the mentally retarded had long been neglected and much was still 
to be done. 

Dr DLAMINI (Swaziland) expressed his concern at the fact that the mentally retarded 
remained an underpriviliged group in society, deprived of their rights, and unable to develop 
their potential to enjoy a good life. He agreed with the Director of the Division of Mental 
Health that legislation, education and programmes of community care were necessary. A great 
deal was being done to prevent mental retardation, e.g. by antenatal care. The care of the 
mentally retarded should be more closely integrated into the general health services, and 
health workers in other sectors should be taught much more about mental retardation. Many 
health workers and members of the public were unable to cope with mental retardation. 
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Much could be done at school entry. At present, school health services were often 

lacking, and no form of testing was carried out; such testing was important because many of 
the mentally retarded could not cope at school and therefore became drop -outs. WHO could 

help the developing countries to introduce tests for the diagnosis of mental retardation. 

He welcomed the policy of integrating mentally retarded children into normal schools; the 

construction of special schools was both expensive and produced a social stigma. That could 
e 

be avoided if proper diagnostic tests were available, so that integration in normal schools 

was possible; many of the mentally retarded could cope in such schools if remedial teaching 

was provided. 

With regard to the care of the mentally retarded in the community, the community health 

worker had a great deal to contribute if he were taught more about mental retardation. He 

could then even teach the community how to deal with mental retardation more effectively. 
More epidemiological research was needed to identify the factors involved in mental retardation. 

The meeting rose at 12 noon • 

• 


