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FIFTH MEETING 

Monday, 13 May 1985, at 9h00 

Chairman: Dr D. G. Makuto (Zimbabwe) 

1. PROGRAMME РOLIСУ К &ТТ ВS Item 22.2 of the Agenda (documents РВ/86 -87, ЕB /1985 /REC /1, 
Part II, Chapter II; "A38 /INF.DOC. /3, А38 /INF.DOC. /4 and A38 /INF.DOC. /7) 

Health Science and Technology: Health Promotion and Care (Appropriation Section 3; document 
РВ/86 -97, pages 106 -196, and ЕB75 /1985 /REC /1, part II, paragraphs 37 -56) 

General health protection and promotion (documents РВ/86 -87, pages 110 -120 and 

ЕB75 /1985 /REC /1, Part II, paragraphs 38 -40) 

Professor DAVIES (Israel) said that he was gratified to note the modest increase in the 

regular budget for nutrition, although it was regrettable that extrabudgetary funds had 
dropped considerably, which would mean a reduction in the total activity in that field in 

real terms. 
The subjects he wished to raise - oral health and oedema in infancy - were related to a 

number of different programmes besides those now under discussion, but it was difficult 
always to keep strictly within programme boundaries. Although oral health might not 
contribute to mortality, it did, especially in the elderly, contribute greatly to morbidity 
and malnutrition, and could affect the mental health of those ashamed of being edentulous, 
particularly women. Surveys in Jerusalem had shown that three-quarters of the elderly 
population were in urgent need of oral care, and similar studies in many countries had shown 
oral health to be one of the main problems of older people. He would be glad to hear of any 
initiative planned by the Secretariat to meet the challenge of the oral health of the 
elderly. 

Oedema in infancy was linked to failure to breastfeed, and to the use of breastmilk 
substitutes lacking in iron in a form assimilable by the infant. That was a problem for all 
countries, both rich and poor, even where the national level of nutrition seemed adequate. 
It had been shown that iron- deficiency anaemia was a real problem in non- breastfed infants, 
and there was evidence that the mental and motor development of such infants was retarded. 
Anaemia in the first year of life might prevent a person from reaching his or her full 
potential, and illustrated a worldwide problem in which research and practice went hand in 
hand. His delegation therefore supported the programme of maternal and child health in 
general, and particularly activities designed to promote breastfeeding and to discover 
adequate substitutes for breastmilk. 

Dr ВROTOWASISTO (Indonesia) said that in general he supported the activities listed 
under the programme of nutrition, particularly measures designed to strengthen the national 
nutritional policies in the way indicated by the Executive Board in paragraph 38 of its 

report on the programme budget; that was, to combat food shortage and other new elements of 
malnutrition including certain aspects of the "fast- food" industry. He would welcome a 

closer collaboration with FAO to ensure a concerted global policy on food and nutrition. 

Dr SAVEL'EV (Union of Soviet Socialist Republics) said that the programmes on nutrition 
and accident prevention were well balanced and he commended the very concrete manner in which 
the current situation was described under the oral health programme, in which the tasks 
planned for the next two years were clearly outlined; he was glad that great attention had 
been paid in that programme to intergovernmental activities, in particular to the work of 
research centres. He endorsed the recommendation that fuller use should be made of 
goal -oriented methods of management, and of the evaluation of the activities of national 
stomatological services, by means of microcomputer methods, and also welcomed the intention 
to continue research on the evaluation of the effectiveness of new methods of prophylaxis and 
therapy. He also supported the development of research on periodontal disease. 

Dr REZAI (Islamic Republic of Iran) said that while undernutrition was still a major 
cause of child mortality in some developing countries, unbalanced diet or excessive eating 
had become a major problem in some developed countries. As long as inequitable distribution 
of food supplies continued, those problems would remain unsolved. 
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Existing food resources were known to be adequate for the needs of all peoples of the 

world, provided that they were properly distributed. How could a country faced with severe 

malnutrition problems owing to hunger and inadequate food supplies be expected to provide 

appropriate programmes for nutrition promotion? 

Dr BISHT (India) said that India's chief problem with nutrition was the enormous size of 

the population that had to be covered by the programmes, incuding annually 22 million 

children and a similar number of pregnant women. However, the Government was trying 
gradually to increase its coverage, supplying vitamin A, iron and folic acid to all mothers 
and pregnant women, and hoped by 1990 to be able to reach the entire target population. 

It had been found that no state in India was free from iodine deficiency diseases, and a 

decision had been taken at national level to iodize salt. Iron deficiency anaemia was 
another large -scale problem in India, and fortification of salt with iron was being 
investigated; but, further research was needed to establish that it would not interfere with 
iodization. 

The International Code of Marketing of Breast -milk Substitutes should be strengthened in 

order to encourage breast -feeding, particularly among the urban educated. 

India was ensuring that all the needs of pregnant women and of children in regard to 

nutrition and immunization would be met by the end of the decade. He stressed that it was 

essential to take a holistic approach in applying health programmes if the goal of health for 

all was to be achieved. 

Dr NAKATANI (Japan) said that in Japan the aging of the population was rapidly 

increasing; life -expectancy was now 80 years for women and 75 years for men. There was 

growing interest in nutrition as a means of controlling many chronic diseases, including 

hypertension, diabetes and cancer. 
There was not yet sufficient knowledge of the relationship between nutrition and 

illness, compared with that in other biomedical fields. However, it was known that there was 

a close link between high salt intake and hypertension, with its attendent risk of 

cerebrovascular accidents. A nation -wide campaign to reduce salt intake had been launched, 

which had succeeded in reducing both mortality and morbidity from cerebrovascular disease, 

and life -style guidelines as a means of controlling other types of chronic illness were being 

developed. He hoped that WHO would continue to strengthen its activities in health 

protection and promotion with emphasis on nutrition. 

Dr QUBEIN (Jordan) said Jordan attached great importance to food quality control, and 

both imported and locally -produced food products were subjected to careful chemical analysis, 

to ensure that they were fit for human consumption before being marketed, in accordance with 

the FAO /WHO guidelines in the Codex alimentarius. Special importance was attached to the 

shelf -life of foods. Nutrition was considered an essential aspect of health care, 

particularly for mothers and children; the aim was the prevention of all diseases due to 

malnutrition. He commended the efforts of UNICEF in diarrhoeal diseases control in Jordan, 
which was implementing an expanded programme of immunization against diarrhoeal diseases and 

was applying oral rehydration techniques. Child malnutrition had decreased in the last five 

to ten years. 
An obstacle to Jordan's dental health teams, undertaking fluoride screening and the 

treatment of mild cases of dental caries in schools, was that they were not permitted to 

undertake prophylactic work. 
His Government attached great importance to road safety; it had introduced compulsory 

seat -belts, and enforced speed limits on major highways, using radar traps. A major 

publicity campaign was to be launched for accident prevention, and a national association 

against traffic accidents had been formed to assist the Government. 

Dr OLDFIELD (Gambia) said that the area of malnutrition had a poor record; appropriate 

technology was available but was not properly utilized, as the example of growth charts 

described by the delegate of Switzerland showed. 
The relationship between infection, diarrhoea and malnutrition had long been well known 

but there had been a failure to apply that knowledge. Nutritional programmes including 

nutrition rehabilitation centres were organized vertically and were not properly articulated 

with other health measures. Food aid programmes were misdirected and frequently lacked the 

"risk approach ". They had great political leverage, but it was used for purposes which, at 

times, were at variance with clearly defined health objectives and strategies. Rather than 

wait for emergencies, action must be taken for the earlier detection of groups at risk and to 

the implementation of preventive measures at the village level and in the home. The primary 

health care approach provided a good model to follow. 
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Research was needed for the production of a weaning food that could be easily and 
speedily prepared and that was free from bacteriological contamination. 

The collaboration between WHO and UNICEF in nutritional surveillance and rehabilitation 
appeared to be having an effect at country level. This collaboration should be encouraged. 
FAO could make an important contribution to nutritional surveillance through primary health 
care in countries, but this did not appear to be taking place. 

Referring to oral health and nutrition, he said that the changing habits of people in 

developing countries had brought about dental problems which had once been rare. He asked 
what practical means could be used to incorporate fluoridation technology in primary health 
care in rural Africa, given the absence of piped water, the unavailability of toothpaste or 
the unwillingness of people to use it, and the dangers that accompanied the use of fluoride 
tablets. 

Professor MATTHEIS (Federal Republic of Germany), also referring to oral health in 

connection with nutrition, noted that mention had been made earlier of the oral health needs 
of the elderly. Another group that was not properly covered by dental services, even in 

industrialized countries, were the severely handicapped, whose oral health problems it was 
easy to overlook, although the philosophy of keeping healthy what was healthy was even more 
meaningful for handicapped persons. In her country, special dental services had been set up 
for the young severely handicapped within the school health services giving instruction and 
treatment. That also included an experimental cooking course for mentally retarded 
teenagers, who often not only had very bad teeth but were overweight. As verbal instruction 
was of limited effectiveness, the teenagers learned about balanced diet by shopping, 
preparing and eating together. Such efforts were important for the quality of life of that 

group, however small in statistical terms, and deserved mention as part of primary health 
care. 

Mrs TAGWIREYI (Zimbabwe) welcomed the general thrust of the programme for general health 
protection and promotion, and in particular the emphasis placed on nutrition. Zimbabwe's 
nutritional problems included especially protein energy malnutrition. The past three years 
of drought had worsened the situation, although some of its effects had been contained 
through such emergency measures as food relief and supplementary feeding for children under 
five years of age in the drought -stricken rural areas. Experience during the drought had 
emphasized the need for an adequate food and nutrition surveillance system to facilitate the 
planning of timely and appropriate interventions. She noted that the Regional Offices for 

the Americas, South -East Asia and the Western Pacific were assisting countries in developing 
nutrition surveillance systems; Zimbabwe looked forward to similar collaboration from the 
Regional Office for Africa. 

Dr WILLIAMS (Sierra Leone) said that her country supported the general health protection 
and promotion programme. For some time, it had been interested in the formulation and 
implementation of a national food and nutrition policy, but it was still quite a long way 
from taking active steps in combating malnutrition, particularly among those under five years 
old. She asked what WHO and FAO could do to encourage countries such as Sierra Leone to grow 
enough local protein crops, such as beans, beniseed and groundnuts, as well as the local 
rice, which contained more vitamin B and protein than highly polished imported rice. 

Some years earlier a very well -tolerated weaning food, Bemimix, had been produced, but 
unfortunately production had been discontinued because of the lack of raw materials and the 
inadequacy of machines. 

Sierra Leone had one of the highest infant mortality rates in the world, and 
malnutrition was a major contributing factor; she appealed to WHO and to FAO for help. The 
importance of nutrition education in primary health care activities had been recognized and 
she called on WHO aid UNICEF for more assistance in that area. 

Major contributing factors in the extremely high incidence of traffic accidents were the 
poor road surfaces and the inadequate maintenance of vehicles; concerted efforts were 
needed, perhaps with bilateral or multilateral assistance, to get roads in good condition; 
spare parts for cars were difficult to obtain because of a shortage of cash and foreign 
exchange. Assistance was also needed in training drivers in vehicle use and maintenance of 
road -worthiness. 

Dr GRECH (Malta) expressed support for the programme on nutrition with its emphasis on 
the integration of nutritional activities in primary health care and its focus on infants, 
children and mothers. A nutrition study carried out in Malta in 1981 and followed up in 1983 
had indicated bad nutritional habits, contributing at least in part to the high incidence of 
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cardiovascular disease and diabetes. It showed that malnutrition, whether due to excess or 

imbalance, was not necessarily linked to affluence; cultural and psychological factors had 

to be taken into account. Little would be achieved without strong political commitment and 

the collaboration of the agricultural, trade and financial sectors in accepting a realistic 
national food policy. 

Mr ARCURI (Argentina) expressed satisfaction with the presentation, approach and goals 

of the programmes and the special emphasis on nutrition; its importance for all aspects of 

health was well known, as were the pernicious effects of nutritional deficiencies, which were 

becoming more widespread in certain parts of the world owing to the profound economic crisis 

directly affecting the developing countries, and exacerbated by recurrent natural disasters 

such as had occurred in Africa. 

Argentina was traditionally a food -producing country, but certain sectors of the 

population were faced with severe economic hardship and were unable to obtain the right food 

for correct nutrition. For some time, the authorities had implemented a series of 

food -supplementation programmes at national level for the most affected and most economically 
vulnerable sectors of the population. Food supplements were provided to many families and a 

large number of school canteens, especially to schools in marginal areas, industrial centres, 
densely populated areas and those with special health needs. It was hoped that the child 
growth surveillance programme would be expanded in 1985. 

He expressed appreciation for the work on training materials and training courses, and 

for the joint activities of UNICEF and WHO mentioned in document РВ/86 -87, section 8.1, 

paragraph 17. Every effort should be made to support developing countries in their fight 

against malnutrition, especially among children. 

Dr BATCHVAROVA (Bulgaria) said that the analysis of the nutritional situation in section 

8.1 of the proposed programme budget showed the gravity of the problem. There were only 

15 years left in which to achieve the target for adequate nutrition, but the problem had not 
yet been solved in most countries of the world, and malnutrition particularly affected 
vulnerable groups such as babies, children aid mothers. Global measures were exceptionally 
important, and assistance to Member States in establishing national programmes must also 
address each country's specific problems. 

The statistics concerning the victims of iodine deficiency were alarming, especially 
since medical science was capable of curing iodine deficiency diseases. Bulgaria had 20 
years' experience in that area and was willing to share it. The fight against endemic goitre 
took the form of prophylactic administration of iodine as well as measures to improve general 
health and hygiene and increase protein intake. Prophylactic administration of iodine had 
been carried out since 1958, when a decree of the Council of Ministers had ordered that all 
salt supplied to 14 endemic regions should be iodized. Potassium iodide was added to salt at 

the rate of 20 mg /kg. Potassium iodide was also administered to some groups in tablets of 
Antistrumin. Children up to seven years of age were given 0.5 mg per week; children from 

seven to 18 years of age were given 1 mg per week; and pregnant women and nursing mothers 
were given 1 mg to 2 mg per week. Large -scale preventive surveys were carried out in 

kindergartens, schools and factories. Persons with abnormalities of the thyroid gland were 
sent to health centres for research into and treatment of their condition. 

The section on nutrition in the proposed programme budget emphasized cultural and 
psychological factors and the lack of information about a balanced diet among the 
population. For that reason, it was important to coordinate the nutrition programme with the 
health education programme, placing particular emphasis on adequate nutrition and food 
hygiene. 

The relationship between high alcohol consumption and an unbalanced diet was an 
established fact. Her delegation proposed that high alcohol consumption should be mentioned 
among the "uncontrolled patterns of consumption" mentioned in paragraph 9 of the situation 
analysis for programme 8.1. With the increased proportion of old people in many countries, 
and their special nutritional needs, it seemed advisable to include that group as a high -risk 
group along with children, pregnant women and mothers. 

In view of the increase in mass catering in schools, factories and offices throughout 
the world, her delegation proposed that paragraph 12 of section 8.1 of the proposed programme 
budget should include research not only on "behavioural aspects of nutrition ", but also on 
the nutritional and biological value of new foodstuffs, nutritional aspects of organized mass 
catering and the effects of new technological processes on nutritional value, food 
safety, etc. 
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Dr KLIVAROVA (Czechoslovakia) said that in her country an oral health department was 
attached to all polyclinics, dentists' surgeries and outpatients' departments, and that 
dentists formed an integral part of the primary health care network. There were also dental 
departments in hospitals and clinics, with one dentist for every 2500 people. A dental 
research institute had been in existence for 30 years. Preventive oral and dental care was 
provided in schools and kindergartens for children from the age of three years. Her country 
was willing to cooperate fully in the oral health programme. 

Dr MARKIDES (Cyprus) commenting especially on the control of malnutrition caused by 
imbalance or excess, said that his delegation strongly supported the projects currently being 
implemented in Europe and the Americas and would welcome a similar WHO project in Cyprus. 
Obesity and inappropriate or unhealthy diet were a problem in many countries owing to 
ignorance of the population and pressure from the food industry via the mass media. 

The Cyprus delegation strongly supported the accident prevention programme. Traffic 
accidents were one of the main causes of death, especially in young people. The problem was 
increasing owing to bad roads, greater car ownership and drunken or reckless driving. 
In 1985, the Government of Cyprus was to pass legislation on the wearing of seatbelts and 
breath -testing of drivers. He welcomed the technical support available from the regional 
offices in that respect. 

Professor COLOMBIN' (Italy) supported the nutrition programme, which played a large part 

in preventing communicable diseases and their devastating effects, especially in developing 
countries. He expressed satisfaction with the joint WHO /UNICEF nutrition support programme, 

to which Italy contributed; he appealed to other countries to combine efforts in order to 
increase the resources and impact of such programmes. 

Dr HUTAS (Hungary) supported the statement on nutrition in the proposed programme 
budget, and particularly welcomed activity to explore the causes and consequences of 
deficient nutrition. 

Standards of food production in Hungary ensured a balanced diet aid an adequate choice 
of food. Nevertheless, as in many European countries, obesity due to an unbalanced diet was 
not uncommon, even in children, and associated diseases such as cardiovascular disease and 
diabetes mellitus were frequent. The health services had developed a programme to study and 
analyse the eating habits and nutritional status of the population in a five -year cycle. The 

present studies were due to end in 1987, and it might be possible for Hungary to contribute 

to the activities outlined in paragraph 20 under programme 8.1 and to share the experience it 
had gained. 

His delegation also supported the statement in paragraph 22 concerning the role of the 

WHO /UNICEF nutrition support programme in reducing infant mortality and morbidity. Even 

industrially developed countries needed health education and support to encourage 

breastfeeding and improve the eating habits of parents and children. 

Dr TRAORE (Mali) endorsed the support expressed by previous speakers for the nutrition 

programme. It was especially important to Mali as one of the Sahelian countries affected by 

drought. 
He wished to draw particular attention to three aspects of the programme. The first, 

food production and quality, should be studied in intersectoral collaboration between 

ministries of health and ministries of rural development. Ministries of health had the power 

to evaluate the state of nutrition of various communities and make recommendations, which the 

ministries of rural developments should take into account in order to encourage production of 

appropriate crops. 
The second aspect was that of education for health. The first signs of malnutrition 

appeared when a child was weaned: it was not always due to lack of food alone but also to 

inappropriate use of available food owing to cultural factors. 

Thirdly, nutrition surveillance should form a part of the everyday work of health 

services, in order to ensure early diagnosis of malnutrition and appropriate and timely 

treatment. 

Dr AL- MAZROU (Saudi Arabia) also supported the nutrition programme. The discrepancies 

between food production and its distribution in the world could not be ignored, and countries 

looked to WHO for action in that regard. Saudi Arabia was trying to grow its own food, 

although it was expensive to produce. It had succeeded in becoming self -sufficient in wheat 

and other major foodstuffs, and exported surplus produce to help other countries, with the 

coordinating assistance of WHO aid FAO. 
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His delegation shared the concern of previous speakers about the increase in traffic 
accidents in developed and developing countries. Increased emphasis on that programme 
in 1986 -1987 would help to reduce such accidents. 

Professor CEVIK (Turkey) stressed the importance of teaching oral hygiene through 
primary health care, especially in developing countries, and strongly supported the oral 
health activities in the proposed programme budget. 

Surveys carried out in schools in the less -developed parts of her country had revealed 
dental caries in almost 90% of the children, while in children living in districts where 
conditions were better the figure was about 74 %. Dental caries was also very prevalent among 
the adult population. Neglect and poor nutritional habits were the main causes of dental 
problems. 

Her country had therefore started to teach oral hygiene to school children and had 
opened "mouth and dental care" hospitals in some of the larger cities to provide treatment. 
Health workers were urging that oral hygiene should be started from the earliest age, 
providing information about a balanced diet and cautioning against the inclusion of too much 
carbohydrate in the diet. Efforts were also being made to promote such teaching through 
broadcasting and television. 

Dr SIAMEV (Togo) said that the problem of malnutrition was very serious in the African 
Region, due, inter alia, to the shortage of foodstuffs resulting from the aridity of much of 
the land, the poor quality of agricultural implements and climatic hazards. No less 

important causes were taboos and poor diet due to ignorance of the nutritional value of what 
food was available. The nutritional needs of children were also misunderstood. Those 
adverse factors were often aggravated by the presence of intestinal parasites in children and 
alcoholism in adults. His delegation therefore considered that the greatest importance 
should be accorded to the achievement of self -sufficiency in food production and to the 

nutritional education of the population. 

Dr PAHARI (Nepal) welcomed the information about WHO's cooperation with UNICEF in 

combating the serious problem of malnutrition, which was of concern to all. 

He stressed the importance of eradicating the factors underlying malnutrition. The 

provision of food, vitamins and milk was of little value if people did not understand how to 

use them. He therefore urged WHO to make every effort to cooperate with other United Nations 
agencies in teaching people about nutrition and helping them to achieve self -reliance in that 

respect. Only in that way would it be possible to achieve the goal of health for all by the 
year 2000. 

Dr RAJAR (Yemen), stressing that nutrition was one of the most important elements of 

primary health care, said that in his country a nutrition unit had been established, which 
had organized a symposium for people in charge of various sectors. Moreover, 1984 had been 

declared the Year for Agricultural Development, and a Supreme Committee for Nutrition had 
been set up, representing various sectors of the economy, such as agriculture, education, 
health and the General Cooperative Union, to work on food problems. 

Attention had also been given to combating diarrhoeal diseases, through legislation 
regulating the use of natural milk substitutes and the encouragement of breastfeeding. 

School children, who consitituted more than one-sixth of the population, were being 
educated in oral health. 

Accidents were now one of the main causes of mortality in Yemen, especially among young 
people. Accident prevention would require technical support and other kinds of assistance 
from WHO. 

Dr McHARDY (Jamaica) said that, as there was a high incidence of dental caries in his 
country, attempts had been made to fluoridate the water supply, but that solution had been 

found to be prohibitively expensive. There was also the difficulty of reaching the many 

small and remote rural water supply systems. Consideration had therefore been given to the 
incorporation of fluorides in table salt, which was produced by Jamaica's single salt 

factory. РАНО had provided the funds for an engineer from the factory to visit Switzerland 

to make enquiries about the possibility of doing so and it had been found that that process 

would add very little to the cost of the salt and would be much cheaper than water 

fluoridation. The Ministry of Health was in favour of the project, but Government approval 
had yet to be obtained. He had brought that subject to the attention of the Health Assembly 
as so little mention had been made of that method of ensuring oral health. 
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Dr REZAI (Islamic Republic of Iran) strongly supported the oral health activities in the 

proposed programme budget. As oral diseases were not a significant cause of mortality and 
disability, priority had not so far been given to oral health in developing countries. As a 

result, dental caries was increasing in many of them, particularly in the younger 
age -groups. Lack of preventive techniques and a shortage of dentists meant that the 

implementation of oral health programmes faced many problems. 
In his country, efforts were being made to overcome those problems. A special school 

for oral health technicians had been established in 1982, providing a three -year course. It 

was expected that before long all rural health centres would have an oral health technician 
on the staff who would provide curative and restorative services. Plans were also under way 
to fluoridate water in those areas where that was needed. 

Dr UNSAL (Turkey), while supporting the accident prevention programme, stressed the need 

for preparedness for dealing with natural disasters, which could have serious physical and 

psychological effects on health. WHO should initiate a special programme for training people 
working in primary health care to deal with natural disasters. Perhaps it might be included 
in programme 11, on the promotion of environmental health. 

Dr ВROTOWASISTO (Indonesia) said that during the last 15 years his country had made 
significant social and economic progress. Industrial, agricultural and other development 
centres had been opened up, followed by the construction of roads to make them accessible to 

market activities. The resulting increase in motor traffic had led to an increased incidence 
of traffic accidents, reflected in an increase in admissions of emergency cases to hospital 
of some 10 -15% annually over the last two or three years. Such accidents represented a 

burden on the health services and a consequent socioeconomic loss. 
The causes of traffic accidents were complex and the solution of the problem required an 

intersectoral approach. The Indonesian delegation would appreciate WHO's assistance in 

improving the capability of Member States in carrying out research on traffic accidents. It 

believed that the solution to the problem called for its integration into urban primary 
health care through the provision of information and education. 

Mr MAGNUSSON (Iceland) supported the oral health programme. A recent study of the oral 

health of children in his country had revealed that, although school dental services had been 
considerably augmented during the last 10 years, the fact that they had concentrated on 
treatment rather than prevention had meant that they had not succeeded in reducing the 
incidence of dental caries. That experience brought clearly into prominence the need to 

focus on prevention through community and public health education. His delegation therefore 
welcomed the emphasis on prevention in the oral health programme. 

A new and promising development was being explored, namely the use of a simple test to 
isolate a bacterium, Streptococcus mutans, in saliva, which might help to identify the 
approximately 10% of children who ran a higher risk of dental caries. 

Dr МONEКOSSO (Regional Director for Africa), replying to the request of the delegate of 
Zimbabwe for support to countries in nutritional surviellance, said that the Regional Office 
for Africa was already cooperating with many countries in that field. Much more remained to 

be done, however, and the Regional Office was ready to take appropriate action to help 
Zimbabwe. 

With regard to the question by the delegate from Sierra Leone as to what WHO was doing 
in collaboration with FAO to assist countries in food production, a joint FAO /OAU /WHO 
Committee had been established many years previously. The fact that the question had been 
asked might perhaps indicate that it had not been accomplishing its task with sufficient 
efficacy. He assured the delegate from Sierra Leone that the Committee would be giving 
particular attention to ways of helping countries to reach self -sufficiency in food 
production. 

Mr PUNA (Cook Islands) expressed general support for the proposed programmes, in 

particular those relating to alcohol abuse and its influence on road accidents. Hospital 
resources were being wasted in his country in dealing with the consequences of such 
accidents. He was also pleased that it was proposed to deal with community water supply and 
sanitation; that was a matter of priority in his country because it affected not only the 
promotion of health but also the development of agriculture and tourism. 
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Dr PETROS- BARVAZIAN (Division of Family Health) emphasized the importance of an 

integrated approach to nutrition in primary health care with particular reference to mothers 

and children. Replying to questions raised by the delegate of Switzerland and other 
delegates in connection with the nutrition of mothers and children, she said that that was 

obviously a priority issue since nutrition played a decisive role in reducing mortality rates 
in that vulnerable group. 

In practical terms, the Organization, in addition to the structural proximity of the two 
programmes in one division, had endeavoured to forge close functional links between them. 
That had necessarily to be related to all other programmes directly affecting the health of 
mothers and children, such as infectious and diarrhoeal diseases control. Consequently, the 
twin programmes of nutrition and of maternal and child health had to rely on other programmes 
in the division as well as in other divisions at all levels of the Organization. Hopefully, 
that functional linkage of all programmes would enable the wish expressed by a number of 
delegates for an integrated approach to be met. 

Referring to the appeal made by the delegate of Italy in connection with the Joint 
WHO /UNICEF Nutrition Support Programme for developing countries, she welcomed that appeal and 
thanked the Italian Government for its generous contribution in that field. She also wished 
to thank the Government of Belgium for its support of a similar programme known as the 
Belgian Survival Fund. 

Dr PRADILLA (Division of Family Health /Nutrition) said that one of the major problems in 

the field of nutrition was that it required the concurrence of many other disciplines, not 
only within the health sector but also in the context of national development. There was 
therefore no single specific activity that could provide a total answer to nutritional 
problems. WHO's programme had been drawn up with that in mind and referred mainly to those 
activities in the health sector which would make an impact on nutrition, but it also took 
into account those activities concerning nutrition which should be included in programmes at 
all levels of the health system. Every effort was being made to harmonize programmes, 
particularly within the United Nations system, so as to achieve maximum efficiency and the 
best results. The support of the Belgian and Italian Governments had been instrumental in 

facilitating the integration of the work of the various United Nations agencies at country 
level. With the support of the Italian Government, joint UNICEF and WHO action had been 
taken, while the Belgian Survival Fund had helped to integrate IFAD, UNICEF, UNDP and WHO 
Programmes in truly multisectoral activities at country level. 

Growth monitoring and nutrition surveillance, which had been referred to by several 
delegates, were essentially tools. Their use required the requisite follow -up action, but 
unfortunately that did not always happen. The Secretariat, in cooperation with field 
offices, had been endeavouring to develop a series of options based on experience at country 
level in order to respond to the findings of poor growth or excessive growth in children. 

Several publications were planned in conjunction with maternal and child health. The 
first would appear in the current year and would be a new version of the publication on 
growth monitoring. The following publication would deal with the specific action that should • be taken after any deviation from the norm had been observed. The third would concentrate on 
community assessment of the nutritional status and monitoring of the community situation. It 
was impossible to set forth global measures applicable everywhere, but some indication could 
be given as to the options available in any given situation and those options would be 
outlined in that publication. 

The training апд supply of the necessary health personnel also raised major problems. 
In too many cases, they served the needs of university teachers and of research better than 
those who fought ill- health in the field. That matter required further study. In 

conjunction with other bodies, the Organization had been directing its efforts towards 
finding out the exact tasks of health workers, how those tasks were performed and the aims 
they were meant to achieve to respond to people's needs. It should then be possible to 
design cirriculum contents for more useful training directly related to problem solving. 

Referring to iodine deficiency diseases, he said that no one could be unaware of the 
efforts that were being made to bring them under control within the next decade. In the 
context of the Joint WHO /UNICEF Nutrition Support Programme and with the help of the Italian 
Government, a specific programme was being carried out in Bolivia, Ecuador and parts of Peru. 

In reply to a request by the delegate of the Libyan Arab Jamahiriya, he recalled that, 
in response to resolution WHА37.18 and thanks to the Director -General who had provided 
initial funding from the Director -General's development fund, WHO had prepared a 
comprehensive draft ten -year programme of support to countries for the prevention and control 
of vitamin A deficiency, xerophthalmia and nutritional blindness. That draft programme was 
closely linked to the blindness prevention programme. 
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WHO's proposed programme stressed the short-term measures that the health sector could 
take using existing primary health care facilities. It also advocated a flexible 
intersectoral strategy combining short -, medium- and long -term actions and nutrition 
education. 

The proposal had been initially sent to 21 governments and two regional 
intergovernmental bodies, and to FAO, UNDP, UNESCO, UNICEF and the World Bank, which had been 
invited to a meeting of interested parties held in Geneva on 12 March 1985. The purpose of 
that meeting was twofold: to provide information on the steps the Organization was taking to 
give effect to the Health Assembly's resolution, and to initiate the process of mobilizing 
financial and other resources for that purpose. In addition to representatives of 
governments and government -sponsored agencies, and agencies and bodies of the United Nations 
system, participants included representatives of non- governmental organizations and experts 
active in the prevention and control of vitamin A deficiency, and the chemical industry - 
producers of vitamin A. 

There was unanimous agreement at that meeting that WHO was, and must remain, a major 
force and catalyst in promoting nutritional blindness prevention, and that it had a vital 
role to play in coordinating and harmonizing the efforts of all interested parties to ensure 
that they had the greatest impact. By maintaining an up -to -date global needs inventory, WHO 
was able to identify and call attention to gaps in prevention and control programme 
coverage. Governments had the opportunity of making voluntary contributions to WHO to fill 
those gaps, or might wish to fund prevention and control programmes on a direct bilateral 
basis. In the latter case, it was essential that WHO be kept informed of all support 
provided in order for it to play its assigned coordinating role. 

WHO proposed to launch that proposed programme publicly in September, and among 
preparatory measures to that end, it was assembling a kit containing a variety of feature 
articles, case studies, prevalence data and other relevant information. 

WHO was confident that sufficient interest would be generated for governments to provide 
the necessary resources. So far, only one country, the Libyan Arab Jamahiriya, had made a 
voluntary contribution, while another, Switzerland, had indicated that it was willing to 
consider funding prevention and control activities on a direct bilateral basis. 

Iron -deficiency anaemia was different from vitamin A and iodine deficiency. No one 
single programme had provided a good response in mass interventions. WHO was cooperating 
with various international nutritional and anaemia consultative bodies with a view to finding 
appropriate solutions. 

The other area referred to by several delegates concerned child feeding. The nutrition 
programme emphasized the current research carried out to ascertain the reasons why mothers 
fed their children the way they did. WHO was supporting some country programmes in that 

field. Education alone was insufficient to change the patterns of infant feeding and a 

variety of socioeconomic factors had to be considered. He expected that a series of research 

papers, to be prepared during the following two years, would throw some light on the reasons 
underlying infant feeding patterns. 

Dr AL- MAZROU (Saudi Arabia) said that WHO's recommendations carried great weight. He 

therefore suggested that the Health Assembly should make two recommendations: firstly, it 

should recommend natural breast -feeding, and secondly, it should emphasize the dangers of 

driving under the influence of alcohol. 

Dr BARNES (Oral Health) said that three questions called for a reply. First, it was 

opportune that a question had been asked about fissure sealants, because that methodology 

could have an important bearing on the incorporation of oral health in primary health care, 

as called for in Dr Borgoño's programme introduction. Fissure sealants were acrylate resins 

which formed a durable bond with tooth enamel following mechanical cleansing and conditioning 
with a phosphoric acid solution. They were effective in preventing dental caries in the pits 

and fissures of molar and premolar teeth, which were the most common sites of dental caries 
lesions once the severity of the disease had dropped below the 3 DMF (decayed, missing and 

filled) teeth -at -l2 -years benchmark. However, the lowest estimate of costs was US$ 1.20 per 

tooth in countries where the sealants were actually produced. Also, the methodology, though 

simple required meticulous care, trained personnel and physical conditions that might be 

difficult to achieve consistently in developing countries. Thus, a proven preventive 

methodology was available that could be very appropriate to primary health care activities in 

developing countries, but for which development of a special strategy was needed. When it 

was considered that the average 12- year -old in many developing countries had only two carious 

lesions in permanent teeth in the first six years after eruption, application of sealants to 
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all molar and premolar teeth in all children could be prohibitively expensive. WHO was 
therefore trying to develop a strategy involving a programme of selective sealing, preferably 
by primary health care workers using an even simpler system than was presently available. If 

that aim could be achieved, it would mean a balanced primary health care approach for oral 
health based on health education towards an optimal use of fluorides, oral hygiene and 
prudent diet, and on simple preventive interventions by primary health care workers: namely, 
scaling to control periodontal disease and sealants to control caries. 

The second question concerned the problems of the elderly. Those relating to oral 
health, particularly to near or total edentulousness, were a growing concern as the 

demographic pattern changed and as prevention became more and more effective for children and 
young adults. Special efforts that Oral Health might make in that area were now being 
considered, particularly measurement of the problem, self -help aspects, periodontal disease 
management and the high technology or precision type of prosthetics which that particular 
group required. A consultant would be available for four months later in the current year to 

advise the programme how to deal with the problem. For some years WHO had been directing the 
attention of the dental profession to the question, both for fundamental training changes and 
for innovative and extensive services; but it was hoped that more intense efforts would 
ensue in collaboration with the global programme for the health of the elderly, for which the 
medium -term programme for 1988 -1989 included a monograph on oral health for the elderly. 

It was also hoped to include services for the handicapped in efforts to improve services 
for the elderly. A pilot study had been started on hospital dentistry and dental services 
for the institutionalized, since it was felt that in hospital dentistry there had always been 
too much emphasis on out -patient services and too little on in- patient care and maintenance. 

The third question concerned the application of fluoride in areas where water 
fluoridation was difficult or impossible to introduce and where toothpaste was not 
particularly popular. WHO was very keen on the application of fluoridated toothpaste, which 
had the advantage of being applied exclusively by the individual. However, to attain a 

widespread use of fluoridated toothpaste was a very slow process in many countries. A 

recommended alternative was fluoride rinsing programmes in schools, which were simple and 
inexpensive and could be organized on a community basis. Also, salt fluoridation, which had 
been mentioned by the Jamaican delegate, stood side by side with water fluoridation as the 

most effective of the centrally controlled methods and was applicable to the situation in 
many developing countries. As indicated in response to the first question, sealants were 
also a possible alternative. 

In conclusion, Dr Barres said that he was having great difficulty in servicing the 

ever -increasing demand for oral health from Member States, to the extent that hard options 
had to be taken to use those resources which were available for services which could not 

otherwise be provided. Emphasis was therefore being placed on informatics and management 
administration, because the specific dental expertise needed by the oral health programme 

could come from the very cooperative non -governmental organizations related to oral health, 
such as the International Dental Federation, as well as through the International 

Collaborative Oral Health Development Programme if only Member States would throw themselves 
behind that all- too -slowly developing programme and thereby provide the means for its dynamic 
and effective administration. 

Dr ROMER (Accident Prevention Programme) said that although few questions on accident 

prevention had been raised, some points needed clarification. It had been said that the 

content of the accident prevention programme might seem very ambitious in view of its 

resources, but he believed that the content reflected priorities essential to respond to the 

needs of Member States, and seemed to fall within reasonable limits. He was, however, well 

aware of the limitation of resources; and he stressed that most, if not all, activities of 

the programme were not being undertaken in isolation but in close coordination and 

cooperation with several inter -organizational programmes or programmes of governmental or 
non- governmental organizations. That was the very essence of the programme, which was a kind 

of platform tending to promote a certain number of activities outside WHO insofar as many 

technical aspects of accident prevention were not directly under WHO's responsibility. 
In that regard he mentioned the close cooperation established with the maternal and 

child health programme in the area of accidents to children and adolescents which, given its 

epidemiological importance, formed a major priority of that programme. A coordinated 
research programme on the epidemiology of accidents to children was also under way in the 

Region of the Americas and would probably be extended to all WHO regions within the next two 

years. In the field of alcohol and drug abuse the question had been raised several times; 

there too, close collaboration had been achieved, not only with the mental health programme 
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but also with non- governmental organizations highly active in the field and, finally, with 
the Programme for the health of the elderly, given the increasing importance of research on 
accidents in that segment of the population. 

He also stressed the increasing involvement of the regions in accident prevention, and 
the considerable support furnished by the regional offices: although globally the programme 
budget had remained substantially the same, there had been a strong increase at regional and 
country level. 

Replying to points raised by the delegates of Yemen and Sierra Leone concerning the 

importance of road accidents and problems of infrastructure, he said that discussions had 
been opened with the World Bank to arrive at a coordinated operational approach at country 
level, since the World Bank, which had a road transport safety programme, represented the 

departments of transport and was essentially concerned with infrastructure problems which 
were not directly of concern to WHO. In the relatively near future he hoped that cooperation 
would be undertaken between the two agencies, which perfectly complemented each other: one 
in the area of infrastructure and the other in the more human aspects of the question. 

Replying to the Indonesian delegate's allusions to research, he said that it was a major 
concern of the programme to promote research in certain sectors, notably on child accidents 
and accidents among the elderly. The programme was also trying to develop a network of 
national research institutions, particularly in the field of transport, and to establish 
close coordination at country level between those research institutions and national research 
institutes in public health. 

Draft resolution on regional programme budget policy 

The CHAIRMAN said that consideration of programme 8 had been concluded. Before 

continuing with programme 9, he drew the Committee's attention to a draft resolution on 
regional programme budget policy, which was recommended for adoption by the Health 
Assembly. That resolution read as follows: 

The Thirty -eighth World Health Assembly, 

numerous resolutions concerning programme budget policy, 
WHO's international health work through coordination and technical cooperation, and the 
functions and related structures of WHO, and in particular resolutions WHA29.48, 
WHA30.23, WHA33.17 and WHA34.24; 

Having considered resolution EB75.R7 on regional programme budget policies, 

1. STRONGLY SUPPORTS the preparation of such policies by the regional committees as 

requested by the Executive Board; 

2. URGES Member States to assume their responsibilities for the preparation and 
implementation of such policies; 

3. ENDORSES the Board's decision to monitor their preparation, as well as to monitor 
and evaluate their implementation in conjunction with the biennial budget reviews, and 
to report to the Health Assembly thereon; 

4. DECIDES to monitor and evaluate their implementation in the light of the Executive 
Board's reports thereon; 

5. REQUESTS the Director -General to provide full support to Member States and to the 
Health Assembly, regional committees and Executive Board, for the preparation, 
implementation, monitoring and evaluation of the regional budget policies. 

Dr REID (United Kindgom of Great Britain and Northern Ireland), introducing the draft 
resolution, said that it was a very simple one, derived from two different sources. The 
Director -General in his initial introduction to the programme budget had envisaged a 4% 
increase in budgetary allocations at country level; yet in the same introduction he had been 
frankly and forthrightly critical of at least part of the way in which WHO's limited 
resources had hitherto been used. The Director -General had called on Member States to accept 
collective responsibility for the use of those limited resources, and had specifically 
proposed the adoption of regional programme budget policies. 
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The second origin of the draft resolution lay in the draft guidelines for regional 
programme budget policies contained in document А38 /INF.DOC. /1, to which was attached a paper 
from the Director -General's office. As Dr Cohen had pointed out the previous week, the 

entire contents of the document were consonant with the existing policy decisions of 
successive Health Assemblies. 

Earlier interventions, both in the Committee and in Plenary, had pointed to the need to 
respond to those two issues, and the draft resolution was being presented for that reason. 
Its preamble recalled the substantial number of resolutions passed by the Health Assembly on 
relevant matters: for example, WHA29.48 had called for a reorientation of the working of WHO 
to ensure that at least 60% of the regular budget was devoted to technical cooperation and 
provision of services and had also requested that projects which had outlived their utility 
should be phased out. The same resolution had asked the Executive Board to pay special 
attention to such matters in future reviews of programme budgets. 

The second resolution mentioned in the preamble, WHA30.23, had adopted new programme 
budgeting procedures and presentation, which were currently in use. Operative paragraph 1.4 
of that resolution required the Executive Board and the Health Assembly to play what was at 

that stage understandably an elementary monitoring role in relation to the implementation of 
the programme budget. Monitoring had thus first appeared in a resolution in distinct form in 
1977 

The next resolution mentioned, WHA33.17, covered, inter alía, the concentration of the 
Organization's activities in support of national, regional and global strategies for 
attaining health for all. Operative paragraph 1.7 referred specifically to the Health 
Assembly's constitutional authority for determining policies and increased its monitoring 
functions with respect to the work of the Organization, including the follow -up and review of 
the implemention of resolutions. The Executive Board had also been requested, in operative 
paragraph 4, to monitor on behalf of the Health Assembly the way the regional committees 
reflected the latter's policies in their work. 

Finally, he drew attention to resolution WHA34.24, also mentioned in the preamble, which 
stressed WHO's leadership as the directing and coordinating authority on international health 
work and requested the Executive Board to ensure that the Organization's activities and 
programme budgets fully reflected WHO's international health work in a properly balanced 

The preamble thus indicated that there was nothing new whatsoever in the draft 
resolution, which was merely an attempt to sharpen and give point to the existing resolutions 
and the debate of the previous week. 

Referring to operative paragraph 1 of the resolution, he said that it simply agreed with 
the Director -General that there should be regional programme budget policies: operation 
without them was impossible. Operative paragraph 2 reminded Member States that they should 
play their part in the preparation and implementation of such policies. He stressed that 
operative paragraphs 3 and 4 did not in any way usurp the sovereign rights of Member States 
in arriving at their individual health policies but, as far as the WHO regions were 
concerned, it was essential that collective policies were in line with the decisions arrived 
at by Member States in the Health Assembly. 

As he had pointed out, the concept of monitoring and evaluation was not new: such 
processes were no more than prudent common sense in relation to any health priorities, 
national, regional or global. It was constitutionally in keeping with the role of the 
Executive Board that it should undertake the preparatory work in the monitoring and 
evaluation process. For that reason, he hoped that the Committee and the Health Assembly 
would support the draft resolution, which was fully in keeping with the policy of the 
Organization and with successive resolutions of the World Health Assembly. 

The CHAIRMAN asked if there were any comments on the draft resolution. 

The draft resolution on regional programme budget policy was approved. 

The meeting rose at 12h30. 


