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ELEVENTH MEETING 

Saturday, 17 January 1987, at 9hQ0 

Chairman： Dr Uthai SUDSUKH 

1. PROGRAMME OF WORK 

The CHAIRMAN drew attention to the time constraints facing the Board in view of the 
great amount of work still to be covered. He intended to finish consideration of the 
proposed programme budget, the programme review and financial review by the end of the night 
meeting on Monday, 19 January. He asked for members' cooperation in achieving that aim and 
urged speakers to be brief. 

2. PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1988-89: Item 7 of the Agenda 
(Documents PB/88-89 and EB79/4) (continued) 

REPORTS OF THE REGIONAL DIRECTORS ON SIGNIFICANT REGIONAL DEVELOPMENTS, INCLUDING REGIONAL 
COMMITTEE MATTERS: Item 8 of the Agenda (Documents EB79/14, EB79/15, EB79/16, EB79/17, 
EB79/18 and EB79/19) (continued) 

PROGRAMME REVIEW; Item 7.2 of the Agenda (Documents EB79/5, EB79/6, EB79/7, EB79/7 Add.l and 
2, EB79/8, EB79/9, EB79/10, EB79/11, EB79/12 and EB79/INF.DOC./1) (continued) 

HEALTH SCIENCE AND TECHNOLOGY - HEALTH PROMOTION AND CARE (Appropriation Section 3) 
(continued) 

Protection and promotion of mental health (programme 10; Document PB/88-89, pages 144-156) 
(continued) 

Prevention and control of alcohol and drug abuse (programme 10.2) (continued) 

Dr SARTORIUS (Director, Division of Mental Health), responding to the debate, said that 
a question had been asked in connection with the accident prevention programme 
(programme 8.3), as to what extent alcohol and drug abuse prevention activities contributed 
to the prevention of accidents. As regards accidents in general, it was felt that the 
behavioural aspects of accident prevention were of great importance. It seemed that in 
Member States three strategies had been adopted, namely, to attempt to prevent the behaviour 
which contained a high risk of accidents; to prevent accidents, should that behaviour 
occur; or to do both. In the area of alcohol- and drug-related problems, WHO had tried to 
do both, with relation to technology development and policy. 

In the area of policy, WHO had attempted to provide information. It had carried out a 
major study to establish the proportion of casualties in accidents happening under the 
influence of alcohol in various countries, including Canada, Mexico, Nigeria and the United 
States. WHO had also reviewed legislation covering alcohol and drugs in various countries 
and the existing evidence in both developing and developed countries of the effectiveness of 
different measures aimed at preventing people from driving while intoxicated. In the area of 
technology, there had been three further activities: a cooperative project with ILO, in 
which a series of materials had been produced for use in programmes to prevent accidents in 
the work place associated with alcohol and drug abuse； a review of existing evidence about 
alcohol-related accidents and violence in the family; and a review of the education of 
physicians about the damage which might occur because of the inappropriate use of drugs while 
driving, etc. For each of those activities a variety of documents was available, which he 
would be pleased to provide to those interested, or he could provide further information if 
desired. The mental health programme was working closely with the accident prevention 
programme• 

Turning to the prevention and control of alcohol and drug abuse programme itself, he 
provided additional information on the forthcoming United Nations International Conference on 
Drug Abuse and Illicit Trafficking. There were two issues to consider. The first was the 
preparation of the document which was to be presented to the Conference. Its preparation had 
been a long process during which the sources of the original contributions had been somewhat 



EB79/SR/10 
page 3 

obscured. Various governments and international agencies had been asked to provide 
contributions and a group of consultants under the direction of a special secretariat in 
Vienna had gathered those contributions together to form the main conference document. That 
document had been circulated to governments and agencies for comments by 15 January 1987. 
Those comments had been received and summarized as a commentary, which would be ready by 
early February. The commentary and the main document would be submitted to a special 
Preparatory Conference to take place between 12 and 18 February. WHO had already sent some 
comments and planned a further consultation meeting at the end of January, when it hoped to 
have obtained further contributions and comments which would enable the WHO representative at 
the Preparatory Conference to bring to its attention specific points concerning WHO'S 
policies and programmes• 

Governments as well as agencies had been invited to the Preparatory Conference. He 
therefore hoped that comments which governments felt of particular importance would also be 
brought directly to the Preparatory Conference to strengthen the case for changes needed to 
bring the document into line with WHO policy. The main issue of the Vienna Conference - the 
largest political conference on drug dependence ever to take place - would be discussion of 
whether more attention should be given to issues concerning health and the reduction of 
demand, or more to reducing supply by means of restrictive or coercive measures. He believed 
that WHO and its Member States should present a clear case for the preponderence of health 
issues concerning drug dependence• 

He suggested that Dr Dunne should reply later to Professor Isakov1s question on alcohol 
in medicinal preparations. 

He agreed with Dr Markides as regards the importance of the alcohol and drug abuse 
programme: the Eighth General Programme of Work accorded a special place to that programme. 

A question had been asked about activities in the South-East Asia Region, and Dr Ko Ko 
had asked him to provide his answers. There were three activities affecting that Region. 
First, there were country activities, supported in part by the United Nations Fund for Drug 
Abuse Control. Such programmes were under way in Burma and were being negotiated in India, 
Indonesia, Nepal, Sri Lanka and some other countries. In that connection, one particular 
issue of importance for governments' consideration was that in some instances programmes 
funded by the United Nations Fund for Drug Abuse Control (UNFDAC), of which WHO was usually 
the executing agency, had recently been entrusted to UNDP for execution, with reduced 
involvement of ministries of health. He felt it was important that ministries of health at 
the country level should make an effort to remain involved in drug abuse control, as that was 
more likely to ensure that the programmes would be well balanced and effective. 

The regional programmes were mainly concerned with training activities and were expected 
to continue. A specific programme for South-East Asia concerned the development of 
indicators of drug abuse in different countries• Interregional programmes would continue to 
involve the various centres and groups working in the countries of the South-East Asia Region. 

Other issues had been raised in the debate which he had not dealt with. They concerned 
criteria for the selection of drugs for review, documentation submitted to the United Nations 
Commission on Narcotic Drugs and recent activities mentioned by Dr Grech; he suggested that 
Dr Khan reply on those issues. 

Dr KHAN (Division of Mental Health) said that at present the drugs being selected for 
review were ones which had been specially requested by the United Nations Commission on 
Narcotic Drugs. Governments also notified drugs and, for example, a notification concerning 
secobarbital had been sent by the United States and would be reviewed by the Expert 
Committee. There had been some discussion as to how to handle a group of substances which 
had been suggested by the Commission, such as the opioid agonists and antagonist analgesics. 
At its third meeting, the Programme Planning Working Group had devised a procedure, which he 
outlined. There would be a data-sheet for each drug completed on the basis of all available 
data by a small number of reviewers. That was done for opiod agonists and antagonist 
analgesics. Two reviewers had been selected. The sheet would give for each substance 
information oil： the urgency of the request； the extent of public health and social 
problems； the extent of medical use; probability of abuse liability and/or related public 
health and social problems； and the number of countries for which there was evidence of 
abuse and public health and social problems. That information would be submitted to the 
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Programme Planning Working Group in March 1987, and the Group would divide the substances 
into two categories - those recommended for further review, and those not so recommended. He 
assured the Board that the procedures were being constantly improved and that it was hoped to 
be able to satisfy everyone who had an interest in the review. 

The second question concerned the adequacy of the information to be submitted to the 
United Nations Commission on Narcotic Drugs. The most recent meeting of the Programme 
Planning Working Group and Expert Committee had prepared a model format for reports which 
contained the following headings： substance identification; similarity to standard 
scheduled substances； effects on central nervous system and mental functions； dependence 
potential； actual abuse and abuse liability; and therapeutic usefulness. The model had 
already been tried out by the twenty-third Expert Committee, and the technical report, which 
would be printed at the end of the month and would be presented to the Commission, had been 
prepared on the lines requested. 

Dr Hyzler had mentioned the London meeting on medical education and rational prescribing 
of psychoactive drugs. That meeting had been prepared for by WHO over four years and had 
discussed the role of medical schools in promoting rational prescribing of psychoactive 
substances. People from the drug abuse programmes and medical educators had combined to 
produce the report of the meeting, and the Secretariat was preparing suggestions as to what 
should be done with it. Dr Hyzler had proposed that the Director-General send it to all 
Member States, but he would suggest that that wait until the report had been considered at 
the fourth meeting of the Working Group, in March 1987. The International Conference on Drug 
Abuse and Illicit Trafficking would also be a forum for dissemination of the report• He 
assured Dr Hyzler that it would be made available to Member States, because the Secretariat 
was proud of it. 

Regarding Dr Grech1s question on how to disseminate information on the list of exempted 
and even non-exempted preparations, he informed the Board that hitherto that information had 
not been disseminated by WHO but by the International Narcotics Control Board in Vienna. He 
would take up the question when he visited Vienna shortly. 

Finally, the reference to flunitrazepam and phendimetrazine. Those two substances were 
controlled under Schedule 4 of the Convention on Psychotropic Substances. They could create 
problems, and so it was necessary that they should only be available on medical prescription. 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean) said that during his oral 
presentation of his report he had spoken about an experiment being carried out in the 
Regional Office for the Eastern Mediterranean; it seemed that the interpretation had not 
been good, as he had been asked many questions about it by members of the Board. He would 
like to repeat and say that most of the employees in the Regional Office had agreed to give 
up their supposed "right" to have duty-free tobacco and alcohol. That action had been taken 
to comply with the request of the Health Assembly that the Organization should set an example 
regarding non-smoking. He hoped that WHO would provide a further example by giving up 
alcohol as well as tobacco. 

Prevention and treatment of mental and neurological disorders (programme 10.3) 

There were no comments. 

Promotion of environmental health (programme 11: Document PB/88-89, pages 157-173) 

Community water supply and sanitation (programme 11.1) 

Dr BELLA said that the programme was of particular importance for the African Region 
since it was known that many endemic and epidemic illnesses would not exist in the Region 
were it not for environmental conditions. Improvement of the environment called for major 
expenditure, but the present world financial situation was unfavourable and it was obvious 
that an appropriate improvement would only be achieved in the long term. It should be noted, 
however, that much progress had already been made in the provision of water supplies. 

Dr FERNANDO congratulated WHO on the work it had done to support the International 
Drinking Water Supply and Sanitation Decade, as set out in paragraph 3 on page 158. He 
noted, however, that improvement in rural sanitation was marginal (from 14% to 16%) and in 
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countries where the majority of the population was rural that situation was unsatisfactory. 
Without adequate sanitation and supply of potable water, the control of communicable 
water-borne diseases would be almost impossible. Morbidity from those diseases would remain 
unaltered or become even worse, whilst mortality could probably be reduced at a very high 
cost. Thus more and more money would be spent on curing what was preventable, leaving very 
limited resources for the improvement of sanitation and water supplies. 

The improvement of sanitation and water supplies was costly and the maintenance of such 
systems problematic. WHO'S continued involvement in those activities was welcome, but 
greater efforts should be made to make the optimum use of available resources through the use 
of appropriate technology, cost recovery and community participation. Perhaps WHO could act 
as a catalyst to obtain the much needed resources for the programme. It could also usefully 
convince governments to allocate a greater proportion of their national budgets to those 
aspects• 

Mr SONG YUNFU said that it could be seen from the situation analysis that great progress 
had been made in the International Drinking Water Supply and Sanitation Decade. But there 
were only four years left of the Decade and the task facing the world was still heavy, 
especially in the developing countries. He had no comments to make on the proposed 
programme, but considered that WHO should take steps to coordinate, at global, regional and 
country levels, cooperation between donors and recipient countries so that there would be 
some hope of achieving the objectives of the Decade. 

Dr VAN WEST-CHARLES, after stressing the importance of programme 11.1, suggested that 
consideration should be given to the possibility of linking the sanitation effort to the 
provision of alternative sources of energy, which would help to improve the lives of people 
in small farming communities, the efficiency of the cold chain for the Expanded Programme on 
Immunization, and the availability of fertilizers for the production of food, 

Dr QUIJANO noted with appreciation the substantial investment which WHO was making in 
programme 11.1» The provision of drinking-water supplies was a difficult operation in many 
cities of Latin America, particularly in cities at high altitudes. A great effort was 
therefore being made, with help from the Organization, to prevent water losses as an 
alternative to having to invest large sums in new supply systems. 

Professor MENCHACA stressed the importance of a multisectoral approach to the water 
supply problem and suggested that more attention should be paid to the provision of safe 
drinking-water in shanty towns. Provision might also be made for research on the problems 
that arose in times of prolonged drought. 

Dr NSUE-MILANG said that the programme under consideration was very important for the 
achievement of health for all by the year 2000, especially in developing countries such as 
Equatorial Guinea. If drinking-water was supplied along the lines indicated in the programme 
statement, the incidence of many diseases could be reduced. He hoped that that would be 
done, especially in Africa. In view of the importance of community water supply and 
sanitation for the control of diarrhoeal diseases, malaria and a number of other diseases, it 
was surprising that no extrabudgetary funding was indicated for the African Region. 

Professor RAKOTOMANGA expressed his support for the community water supply and 
sanitation programme and drew attention to the need to strengthen training in that area, 
particularly in sanitary engineering• Public opinion was also important, since there was 
little point in digging wells and laying on water supplies and sewers if the community was 
not really interested in the maintenance of what was made available. Finally, he suggested 
that WHO should develop a system for the bulk purchasing of spare parts, as had been done in 
the case of essential drugs• 

Dr BART (adviser to Dr Young) said that the provision of safe drinking-water and 
sanitation, like immunization against vaccine-preventable diseases and the treatment of 
diarrhoea with oral rehydration salts, must be given the highest priority. As Dr Fernando 
had pointed out, there was no point in trying to cure what could be prevented. In no single 
area was that more apparent than in the case of water and sanitation. At the mid-point in 
the International Drinking Water Supply and Sanitation Decade, although resources had been 
mobilized and large numbers of persons in both urban and rural areas had received water and 
sanitation services, the growth in population and increased urbanization had outstripped 
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inputs. The gap between the high priority which the community water supply and sanitation 
programme ought to have and the budget allocated to it was nowhere more apparent than in the 
case of Africa, where the budgetary appropriations for programme 11.1 and for other priority 
programmes - such as the organization of health systems based on primary health care, health 
manpower, and nutrition - had been reduced. Consequently, a review of priorities needed to 
be undertaken. 

Dr KREISEL (Director, Division of Environmental Health) said that WHO's environmental 
health programme was a package of disease prevention and health promotion activities which, 
in conjunction with other related programmes, played a key role in the effort to achieve 
health for all. The community water supply and sanitation programme covered four major 
areas: promotion of the International Drinking Water Supply and Sanitation Decade, including 
the mobilization of resources; national institution-strengthening； the development of human 
resources; and information exchange and technology development. The linkage between 
national plans and programmes for water supply and sanitation and primary health care 
initiatives continued to ba an important feature of the Organization's promotional 
activities• The review undertaken in Lima, Peru, in December 1985 had been clear in that 
respect. The "Decade" approach adopted for the development of WHO 1s community water supply 
and sanitation programme in the light of primary health care requirements would continue to 
be followed in the 1988-1989 biennium and even beyond the year 1990, when the Decade would 
come to an end. Also, action would continue to be taken to facilitate and improve 
communications between governments and external support agencies with a view to mobilizing 
additional resources. 

Coordination with other agencies was linked to the monitoring of progress, both globally 
and in countries, and the development of appropriate indicators. The result of the 
evaluation activities to be undertaken would provide further guidance for WHO 1s work at the 
global level during the remainder of the Seventh General Programme of Work and the 
International Drinking Water Supply and Sanitation Decade. Just as continuous population 
growth required an acceleration of the rate at which improvements took place, the high rate 
of urbanization required that more attention should be paid to unserved urban populations, to 
intensifying the involvement of health agencies, and to health education. Greater emphasis 
must be placed on the development of human resources at the local level. Practical training 
material was also required. The assumption underlying the proposals for 1988-1989 was that 
the regional offices would be self-sufficient in planning relevant technical cooperation and 
in providing it to Member States, while headquarters would concentrate on the generation, 
review and dissemination of information and on coordinating activities with the external 
agencies participating in national programmes. 

Environmental health in rural and urban development and housing (programme 11.2) 

Dr FERNANDO recalled that, pursuant to United Nations General Assembly 
resolution 37/221, 1987 had been declared the "International Year of Shelter for the 
Homeless". The steps taken to highlight the plight of the homeless must continue beyond 
1987. He was accordingly pleased to note that the resources allocated by WHO to 
programme 11.2 were to increase by 47.08%, representing a real increase of 31.64%, In the 
South-East Asia Region, however, the budget allocation for the programme remained static. In 
addition, no funds for regional and intercountry activities were allocated to that region for 
programme 11.2. Since environmental health and housing represented a universal problem that 
was not confined to any particular region or country, he hoped that it would be possible to 
redistribute resources among the different regions. 

Mr NOVICK (Environmental Health in Rural and Urban Development and Housing) said that 
programme 11.2 was new, having been instituted only in the Seventh General Programme of 
Work; funding at the headquarters level had been provided only in the current biennium. 
Nevertheless, progress had been made. A very effective working relationship had been 
established with UNEP. A series of information and guideline documents on environmental 
health in housing and urban planning was being prepared and, with the support of the regional 
offices, it had been possible to develop a set of case studies dealing with health and 
housing issues. With funds provided by the Director-General* s Development Programme, an 
interregional consultation on housing and its health implications would be held in June 1987, 
and a network of collaborating experts had been established. The Organization was also 
issuing a newsletter, which would greatly facilitate the exchange of information. The 
regional offices were taking the lead in establishing collaborating centres in the programme 
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area. In view of the accelerating rate of urbanization, the new programme was faced with 
enormous problems. However, it was hoped that the Organization would be able to measure up 
to the challenge. 

Dr KO KO (Regional Director for South-East Asia), referring to the point raised by 
Dr Fernando, explained that in the South-East Asia Region staff from other environmental 
health programmes were also engaged in work connected with programme 11.2. Programmes were 
being planned by countries in consultation with WHO, and efforts would be made to encourage 
countries to develop their own programmes under programme 11.2. 

Control of environmental health hazards (programme 11.3) 

The CHAIRMAN drew the Board's attention to document EB79/INF.DOC./1, which contained a 
summary of WHO action following the accident at the Chernobyl nuclear power station. 

Dr ASVALL (Regional Director for Europe) informed the Board that the Regional Office had 
been very much involved with the aftermath of the Chernobyl accident. The Regional Committee 
had also discussed the matter, and the need for WHO to improve its disaster preparedness in 
case a similar situation occurred again. Problems still persisted in a number of areas in 
the Region, where low-level radioactivity, of sufficient intensity to affect the use of 
certain foodstuffs, lingered on. 

It was very important to recognize that public health authorities had not been as 
involved in the issue as they should have been. In the very chaotic situation created by the 
alarmist reaction of the media in the weeks immediately following the accident, difficulties 
had been encountered in ensuring that the measured advice given by ministries of health 
received a proper hearing. It was important that the Executive Board should give its full 
support to the principle that WHO had to be the international organization with the prime 
responsibility for the health-related aspects of this issue. 

The Regional Committee had agreed upon a series of follow-up measures. In a resolution, 
it had recommended that the Regional Office should make a comprehensive evaluation of the 
broad public health implications of accidents in nuclear power plants and undertake relevant 
epidemiological studies in cooperation with the countries concerned, it being extremely 
important that the world health community should be aware of the long-term effects of the 
accident. The Regional Office, in close cooperation with headquarters and the International 
Agency for Research on Cancer, was actively engaged in the preparation of those studies. The 
Regional Committee had also called for the preparation of guidelines on the implications for 
the provision of water, foodstuffs, etc. of radioactive fallout, a problem that was to be 
taken up at a meeting to be held in Switzerland later in 1987. Furthermore, a study on the 
feasibility of setting up a regional mechanism for an emergency response to nuclear accidents 
and a regional information facility was to be prepared in collaboration with IAEA and WHO 
headquarters. WHO was particularly well fitted to engage in follow-up activities of that 
kind, and within a year or two a satisfactory system for dealing with similar situations 
should be available. 

Dr HYZLER (alternate to Sir John Reid) emphasized the importance of programme 11.3 and 
expressed his appreciation of the activities undertaken under it. However, he would like to 
see more emphasis placed on the International Programme on Chemical Safety, which was greatly 
respected by the scientific community and was acknowledged to be perhaps the major ongoing 
initiative for international cooperation in the field of chemical toxicology. That ought 
perhaps to be reflected in the situation analysis. 

The greater emphasis to be placed on radiation protection, as indicated in paragraph 25 
of the programme statement, was welcome. He agreed with the comments made by the Regional 
Director for Europe concerning the importance of WHO1s profile in the matter, which should be 
maintained at a high level. He was pleased to hear of the progress being made by the 
Regional Office for Europe in its preparation of epidemiological studies. 

He also endorsed Dr Bart1 s comments regarding the need to review public health 
priorities in WHO's work. The greatest advances in public health had come not from drugs, 
but from the provision of safe drinking-water, and adequate sanitation and nutrition. Those 
were the lessons of history, and they should not be overlooked. 
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Dr BART (adviser to Dr Young) expressed his appreciation of WHO 1s rapid response to the 
Chernobyl accident. The Organization had clearly filled a vacuum, and the work being done by 
it would undoubtedly serve to ensure that future responses would be an improvement on what 
had happened in the past. 

Professor ISAKOV expressed approval of the programme on environmental health in 
general. Regarding the health risk assessment of potentially toxic chemicals, he suggested 
that it might be a good idea, in agreement with countries concerned, to draw up a list of the 
most important chemical substances so that their impact oil the environment and their health 
risk potential could be assessed and they could be classified accordingly. He also suggested 
that, in addition to studying substances with regard to carcinogenic effects, it would be 
useful to study them from the point of view of allergic and other effects. 

Concerning the accident at the Chernobyl nuclear power station, detailed information 
about the accident and its medical implications had been provided to the Director-General, 
together with information about and an analysis of the situation regarding radioactivity and 
the radiation doses received by the population at the station and nearby, as well as detailed 
information about the medical and biological effects, especially on the personnel at the 
station and emergency workers. At a special session of the General Conference of IAEA, a 
convention had been signed to provide for emergency assistance in the event of a nuclear 
accident, which provided a good framework for further international cooperation within the 
United Nations system and among Member States. 

The proposed further cooperative work on radiation protection in the programme budget 
was extremely important and should be encouraged. 

Dr JAKAB (alternate to Professor Forgacs), referring to paragraph 25 of the programme 
statement and to document EB79/INF.DOC./1, said that the action taken by WHO following the 
Chernobyl accident, and summarized in the Director-General1s report, had been highly 
appreciated. 

The prompt response of WHO, through its Regional Office for Europe, immediately 
establishing an emergency centre to collect and disseminate data for Member States on 
radiation and radioactivity levels and on possible health measures in the early post-accident 
period had been the most appropriate reaction. The convening of meetings of experts to 
evaluate the situation in early May, as well as to make a tentative assessment of the 
radiation dose received by the population in affected areas, had also met with approval. At 
present, monitoring of long-lived radionuclides in the environment, with particular emphasis 
on studies on the transfer of caesium isotopes from soil to man through the food chain, was 
being performed. 

In addition to the important activities carried out by WHO in the past in respect of 
radiation protection, mentioned in paragraphs 9 and 10 of document EB79/INF.DOC./1, she drew 
attention to an international training course organized in 1985 jointly by the WHO 
collaborating centre on radiopathology, in France and the Frédéric Joliot—Curie National 
Research Institute for Radiobiology and Radiohygiene in Hungary, on Health actions in 
radiation accidents - basic principles and practical implications. The course had been 
attended by 21 participants from nine European countries. The training programme had 
included, inter alia, lectures and consultations on subjects such as, emergency preparedness 
of health services, the biomedical basis for decision-making in the event of large accidents, 
and the establishment of intervention levels and derived intervention levels. 

According to the views expressed by the participants at the final panel discussion and 
current retrospective judgement, organization of that training course had indeed been both 
timely and expedient, and training courses of a similar type should be repeated in the 
not-too-distant future• 

Professor RUDOWSKI associated himself with the emphasis placed on radiation protection. 
When would the guidelines on derived intervention levels for radioactivity in environmental 
media, including foods, referred to in paragraph 25 of the programme statement, be available? 
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Mr OZOLINS (Prevention of Environmental Pollution), commenting on WHO action following 
the accident at Chernobyl, said that, as indicated in document EB79/INF.DOC./1, activities in 
radiation protection were being intensified to varying degrees by the different regional 
offices, and it would be noted that training and workshops were being foreseen. 

In reply to the question relating to derived intervention levels, he informed the Board 
that work had been initiated in that regard in close cooperation with other international 
organizations, such as IAEA, FAO and others. It was fully expected that the guidelines on 
derived intervention levels would be available by the end of 1987. 

Dr KREISEL (Division of Environmental Health) stated, in reply to the question on 
budgetary funds for the International Programme on Chemical Safety under programme 11.3, that 
the first ten headings under Global activities shown in the details set out on pages 448 and 
449, related to IPCS and were being implemented by the appropriate unit at headquarters, in 
collaboration with UNEP and ILO. The remaining ten headings under Global activities related 
to Control of environmental health hazards under target (b), while the Planning and 
management figure at the foot of page 449 was a composite applicable to both (a) and (b). 

It would be seen that target (a), Health risk assessment of potentially toxic chemicals, 
accounted for approximately 41% of the programme and management budget and for some 5% of the 
technical collaboration activities under the total budget for programme 11.3, whereas 
target (b) accounted for 47.4% of the programme and management budget and for 6.6% of the 
technical collaboration activities. Out of the total of US$ 2 504 400, target (a) would be 
allocated 46% and target (b) 54%. It would be rioted that target (a) would largely be 
executed by means of extrabudgetary resources. 

Food safety (programme 11.4) 

Dr FERNANDO emphasized the importance of food safety, especially where the developing 
countries were concerned• Epidemics of diarrhoea, dysentery, typhoid and even infectious 
hepatitis could be due to consumption of unsafe food; the effect of diarrhoea on 
malnourished or marginally nourished persons was particularly serious. 

Ensuring the safety of the food available to the population was undoubtedly a government 
responsibility, but in several developing countries, mechanisms for that purpose were either 
non-existent or functioned inadequately, apparently because the introduction and 
implementation of food safety measures had certain economic repercussions. In the first 
place, such measures would increase the cost of most food items, thus giving rise to the host 
of problems usually associated with rises in food prices. Secondly, stringent application of 
food laws would necessarily lead to the closure of a number of unsanitary food outlets as a 
penal measure, thus leading to unemployment, which the governments of developing countries 
clearly wished to avoid. Thirdly, a large number of government employees would be required 
to check that food was not contaminated, and it would be necessary to provide the appropriate 
laboratory facilities. 

All those factors did not, of course, make it any less necessary to ensure food safety; 
the consequences of the consumption of contaminated food, whether bacterially infected, 
chemically impregnated or radioactively contaminated, could lead to consequences which might, 
in any case, cost the governments concerned a great deal more. 

WHO therefore had an extremely important role to play in persuading governments that 
they should put aside short-term economic criteria in the interests of achieving greater 
benefits for the population. 

Professor MENCHACA welcomed the emphasis which the food safety programme continued to 
place on its working relationship with the Codex Alimentarius Commission and its regional 
coordinating committees. He commended the extremely useful role played by the Commission, 
from which WHO could benefit. 
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It would be desirable for the food safety programme to be involved in some way in 
evaluating the implementation of the Commission's standards at the country level. He also 
wished to stress the importance of the marketing of breast-milk substitutes, which was a 
problem for many countries, and particularly for the developing countries. 

Dr KOINANGE asked whether there was any indication as to the level of mycotoxin 
contamination of grains in Africa• 

Dr KAFERSTEIN (Food Safety) fully agreed with the comments made by Dr Fernando to the 
effect that food safety control was a costly undertaking; however, such funds would be well 
invested, as they would help to prevent disease, which would cost the governments concerned 
even more to cure. 

He pointed out that, in addition to governments, both the food industry and food trade, 
which were required to comply with government rules and guidance, on the one hand, and 
consumers themselves, on the other, also had to bear a part in the responsibility for food 
safety generally. Accordingly, the food safety programme was currently endeavouring to 
reorient activities with a view to stressing and promoting the concept of consumer 
responsibility for food safety and was including that component through the primary health 
care approach. 

Reference had been made to involvement with the Codex Alimentarius Commission, and he 
confirmed that WHO was committed to its co-sponsorship, jointly with FAO. A report by the 
Director-General specifically relating to the Codex Alimentarius Commission would be 
submitted to the Board for its consideration later in the present session. The food safety 
programme as such was not directly involved in the monitoring and observance of the 
International Code of Marketing of Breast-milk Substitutes, which was a function of other 
headquarters units. 

The question regarding mycotoxin contamination in Africa was a very difficult one, to 
which he had no immediate answer. However, the Organization was well aware of the importance 
of mycotoxins, in particular in the tropical countries, and WHO was in the process of 
preparing, jointly with FAO, a second world conference on mycotoxins, which, it was hoped, 
would take place in the latter part of 1987, possibly in an African country. That conference 
would provide an opportunity again to draw the attention of the world community as such to 
the problem of mycotoxins, and more particularly to the possibilities for preventing 
mycotoxin contamination of staple foods. 

Diagnostic, therapeutic and rehabilitative technology (programme 12: Document PB/88-89, 
pages 174-192) 

Clinical, laboratory and radiological technology for health systems based on primary 
health care (programme 12.1； Documents EB79/7, EB79/7 Add.l and 2 and EB79/8) 

Dr DE SOUZA (alternate to Mr McKay), introducing the agenda item on behalf of the 
Programme Committee, recalled that the Board, at its seventy-first session, had requested the 
Director-General to report to it on blood and blood products. The report prepared by the 
Director-General in response to that request and following wide consultations at both the 
national and regional levels was contained in document EB79/PC/WP/3, which had been 
considered by the Programme Committee at its eleventh meeting in October 1986. Following 
detailed discussion, the Programme Committee had identified a number of important issues that 
had not been fully covered and had requested that the report of the Director-General be 
modified to include those issues. That had been done, and the revised document was now 
submitted to the Board as document EB79/7 Add.l. 

Outlining the principal contents of that report, he noted that it reviewed the subject 
of blood and blood products under four main headings. Chapter II related to the main uses of 
blood and blood products, and provided a useful outline of the indications for whole blood 
transfusions and important technical information about storage of whole blood, use of blood 
products, quality control and quantification of the theoretical needs for blood. 
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Chapter III, on organization and management of blood transfusion services, provided a 
useful summary of the information contained in a number of reports issued by WHO and other 
concerned organizations over the past 16 years. However, most of those reports had been 
written before the transfusion problems due to hepatitis had been realized, and all had been 
written before the discovery of the threat caused by the human immunodeficiency virus (HIV). 
It was therefore logical that Chapter IV should advise on the safety of blood and blood 
products in relation to cause(s) of AIDS. 

Paragraphs 31-44 accordingly contained a concise account of the information available to 
date concerning AIDS as it related to blood and blood products. Advice was also given on 
other bodily secretions in which HIV had been found. Specific screening and control measures 
were discussed, including the need for continual education of blood donors. Table 1, on 
page 9, provided some preliminary results of AIDS antibody screening in WHO regions. The 
existence of false positive results was discussed and the importance of confirmatory tests 
emphasized. 

Reassurance was given as to the safety of blood products, such as immunoglobulins, 
albumin preparations, factor VIII and factor IX, after they had been appropriately treated to 
inactivate HIV. In paragraph 41, well-accepted general principles concerning the use of 
blood and blood products were reiterated. During its consideration of that matter, the 
Programme Committee had requested that that particular aspect should be adequately emphasized 
in the report, and that had been done. That chapter also included brief references to 
quality-control procedures and to the costs involved in setting up screening tests for HIV 
antibodies. 

Chapter V, on the world situation, provided information which had been compiled from a 
questionnaire circulated by WHO to 130 developing countries in 1984. Although only 45% of 
those countries had found it possible to supply information on their blood transfusion 
services, the material received had been sufficient to allow an initial assessment of the 
main characteristics and problems of such services in developing countries. The essential 
findings were summarized in a series of tables on pages 12-19 and highlights of the initial 
analysis of replies to the questionnaire were provided in paragraphs 47-53. 

The Director-General's concluding remarks in Chapter VI provided a succinct appraisal of 

the current situation. 

In reviewing the Director-General
1

s report, the Programme Committee had thought it 
essential to emphasize certain important features, and its discussions were summarized in 
document EB79/7. The key issues raised had been incorporated in document EB79/7 Add.l, whose 
contents he had just outlined. Nevertheless, he believed that the Board would gain a better 
perspective of the situation relating to blood and blood products if the two documents were 
read in conjunction with one another. 

It was clear that there were still a number of issues and problems for which no easy 
solutions existed, such as the differences between developed and developing countries in 
terms not only of the issues and problems faced, but also of the infrastructure and 
technology needed to solve them； the ethical questions surrounding the collection, donation 
and transfusion of whole blood and blood products； and the rapidly evolving technological 
developments, particularly in relation to the synthesis of blood substitutes and blood 
products. 

Nevertheless, it had been the clear consensus of the Programme Committee that those 
concerns should not be allowed to cloud the real issue, namely, the priority concern of 
developing countries at the present time to ensure the timely and adequate supply of safe 
blood and blood products to all in need in a spirit of social equity and at a cost that the 
country and its people could afford. With that in mind, the Programme Committee had had no 
difficulty in confirming its support for resolution WHA28.72, adopted in 1975 by the Health 
Assembly. 
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In addition, the Programme Committee had noted that some industralized countries had 
also encountered difficulties, but that those were generally more manageable, as those 
countries had the resources, infrastructure and managerial capacities which most developing 
countries still lacked. 

The Programme Committee had proposed the draft resolution contained in document 
EB79/7 Add.2 for the consideration of the Board. That draft resolution requested the 
Director-General to update and make available to Member States valid information on 
technological developments in the field, and to study further the world situation and report 
back to the Board. 

Dr BRITTEN (League of Red Cross and Red Crescent Societies) said that, as head of the 
Blood Programme Department of the League of Red Cross and Red Crescent Societies, he had been 
authorized to speak in addition, on behalf of the International Society of Blood Transfusion 
and the World Federation of Hemophilia. It had been agreed that a joint statement on behalf 
of the three nongovernmental organizations would serve the common interest by seeking 
reasonable solutions to the difficulties shared by the three organizations. 

Blood transfusion could be considered in terms of programmes of two main types: whole 
blood programmes, providing single donor products for transfusion of patients, and plasma 
programmes, producing plasma derivatives, using either plasmapheresis donors or whole blood 
programmes as a starting point, and using industrial fractionation technology. 

Whole blood programmes were found in every country, and approximately 75 million blood 
donations were made each year. Blood collections tended to match the level of recognized 
health care priorities in each country. While it was generally true that industrialized 
countries had adequate blood services, in many developing countries such services were 
provided in a fragmented fashion because of considerable financial and technical 
difficulties. The goal to be achieved was ail adequate supply of good quality blood products 
available at reasonable cost to those who needed them. 

Danger points in blood services were the exploitation of blood donors, lack of quality 
control of blood products, and the absence of blood transfusion products in the face of 
life-threatening haemorrhage. Laboratory screening for diseases transmissible by blood had 
placed additional demands on already scarce resources in most countries and particularly in 
developing countries. The AIDS epidemic had aggravated that situation, while at the same 
time reemphasizing the importance of finding solutions. 

The need for blood transfusion services was clear, both in countries where they were 
well established and in those that still required further development. The sustained 
investment required to maintain quality was difficult to achieve, and it was also difficult, 
in developing countries, to obtain funds to set up blood transfusion services, in view of the 
many other recognized health care priorities. 

Plasma programmes were found principally in the industrialized countries. Approximately 
10 million litres of plasma were fractionated each year, of which some 7 million litres came 
from plasmapheresis and 3 million from whole blood donations. Plasma supplies were at 
present adequate to meet the demand for industrial products. The goal of a sufficient supply 
of good quality plasma products, available at a reasonable cost to those in need, was far 
from being achieved in most developing countries, however, and many haemophiliacs had no 
access to effective treatment. 

In the past, exploitation of Third World donors for plasma products destined for 
patients in industrialized countries had been a disturbing reality. Such activities had 
generally been unregulated and could introduce plasma of dangerously low quality. That 
practice had decreased considerably and such plasma now represented only a small part of the 
total world supply. The need to avoid exploitation required regulatory control by national 
health authorities, as advocated in resolution WHA28.72. It was reasonable to limit plasma 
fractionation to regulated sources of plasma. Some countries required the label on all 
plasma derivatives to state the country of origin of the plasma; such a step could increase 
the quality of plasma without compromising the supply. 
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He was encouraged by the balanced report on blood and blood products (document 
EB79/7 Add.l) and supported the resolution contained in document EB79/7 Add.2, with the 
additional request that the Director-General should encourage the identification and 
coordination of sources of assistance, in collaboration with the League of Red Cross and Red 
Crescent Societies, the International Society of Blood Transfusion and the World Federation 
of Hemophilia, 

Dr BANKOWSKI (Council for International Organizations of Medical Sciences) said that 
human organ transplantation was of particular importance to the Council, which, together with 
WHO, had begun work in that field many years previously. Referring in particular to the 
chapter on ethical issues in the relevant report (document EB79/8), he said that the ethical 
aspect was a highly complex issue and one that was difficult to consider from a universal or 
inter-cultural standpoint. The fact was that the concept of death was inherent in organ 
transplantation, and the meaning of death varied according to the cultural environment； that 
must be taken into consideration when seeking to formulate any guiding principles in the 
matter. Another question, but one that was easier to resolve, was that members of the 
scientific community had not yet reached any final conclusions as to the criteria for death. 
Those criteria were now flexible, since clinical death could be completely controlled. 
However, the question of how organs were to be used was a delicate one. The problem was 
that, in some religious and cultural settings - indeed, among the majority of the world

1

s 
peoples - it was the custom not to interfere with a body after death, and that created 
difficulties of donor supply in many countries. 

CIOMS had discussed that question with WHO in 1984 and had issued a publication, 
summarizing experience and different cultural attitudes, which was available to Board 
members. In June 1987, in the Netherlands, and in cooperation with the Ministry of Health, 
CIOMS was organizing a conference on "Health policy, ethics and human values" to debate 
issues, including organ transplantation, which were of great ethical importance and see to 
what extent they should be considered when formulating health policy. The topics to be 
discussed - organ transplantation, the elderly, life-styles and health hazards, screening and 
counselling - had been selected in collaboration with the Regional Office for Europe and with 
representatives of Canada and the United States of America, since the focus of the conference 
was on European and North American perspectives, on account of the culturally more 
homogeneous character of that part of the world. Similar conferences were planned in other 
cultural settings; one had already been held in India and others were planned for Islamic 
countries and countries where Buddhism was the predominant religion. 

He assured the Board of the Council
1

s willingness to collaborate in preparing 
international guidelines on the subject, and extended an invitation to all Board members to 
attend the Netherlands conference. 

Dr GUNN (International Federation of Surgical Colleges) said that, in the context of 
appropriate therapeutic and rehabilitative technology, the International Federation of 
Surgical Colleges (IFSC) was particularly pleased to note W H O

1

s activities in that field and 
to make its own contribution to essential surgery in primary health care. For some, in the 
past, surgery had been thought to lie outside the scope of public health, but it was 
increasingly evident - and credit for that was due mainly to WHO - that health must be seen 
in its totality, and in that sense essential surgery was an inseparable component of the 
total health package. 

IFSC had collaborated closely with WHO in promoting that approach and was very pleased 
that that collaboration was now bearing fruit. Handbooks of essential surgery that could be 
carried out at the district level were being prepared in cooperation with the WHO Division of 
Diagnostic, Therapeutic and Rehabilitative Technology, and he had been pleased to hear that 
the first volume of essential anaesthetic techniques had gone to press. Other volumes were 
on the way, and IFSC would be prepared to encourage the wide distribution and acceptance of 
those essential handbooks, as well as lists of essential equipment. IFSC remained at WHO'S 
disposal to ensure the vital component of appropriate surgical care within total primary 
health care. 
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Professor RUDOWSKI commended the report on blood and blood products (document EB79/7 and 
Add.1) which, in addition to being scientifically sound, was liberal, in the sense that it 
left broad scope for individual intellectual practice. He agreed that blood products should 
be regarded as essential drugs. 

He felt that, in addition to the two indications for blood transfusion given in 
paragraph 7 of document EB79/7 Add.l, the third important function of blood should be 
stressed, namely the maintenance of blood coagulation. The third indication for 
administration of blood and its components was therefore altered haemostasis, so often 
manifested by abnormal bleeding and haemorrhagic diathesis. 

Regarding methods of blood storage, he said that over twenty-five years had passed since 
the introduction of storage at low temperatures in liquid nitrogen. Today, all that remained 
of that method was the storage of rare blood groups requiring complicated cross-matching 
before clinical administration, and also the ability to preserve autologous blood for an 
unlimited period of time. With red cell concentrates, there were always samples of the 
frozen plasma, which was at present the source of research for HIV antibodies. 

Blood banking, blood services and blood transfusion were on the threshold of radical 
change. In the years to come, more effective plasma expanders would be developed. 
Monoclonal antibodies and genetic engineering were producing sufficient blood proteins to 
meet world demand. By the end of 1985, artificial red cells known as haemocytes had been 
successfully tested under experimental conditions. Many companies claimed that several blood 
coagulation factors, particularly VIII and IX, were now available. The classical structure 
of blood bank and transfusion services would be revolutionized by the end of the century. 
There was a trend towards highly selective blood component therapy, and, in the long-term 
perspective, WHO should encourage and support fundamental research on oxygen carriers and on 
genetic engineering of essential blood products. The safety of those products and their 
cost-effectiveness should of course, be the subject of careful evaluation. 

Dr HAPSARA, after expressing his appreciation of the comprehensive report on blood and 
blood products, fully agreed that the quantity of those products available in developing 
countries was far below what was needed by those countries. He was glad to note that the 
public health significance of AIDS and hepatitis had been reviewed in depth in the report. 
He expressed support for the draft resolution contained in document EB79/7 Add.2. It would 
be useful, furthermore, if WHO could pay greater attention to various approaches to the 
question of the price which recipients had to pay. It was also important to have clear 
guidance on human plasma products, whether considered as pharmaceutical commodities or as 
human blood products. Like Professor Rudowski, he would like some clarification as to the 
future role of advanced technology, including biotechnology, with regard to blood and plasma 
products. 

Referring to the handbooks on medical and surgical procedures and anaesthesiology 
mentioned in paragraph 4 on page 176 of the proposed programme budget document, he asked for 
information on the stage reached in publishing them. In paragraph 8 on page 177, it was 
stated that WHO intended to disseminate up-to-date information on surgical and medical 
equipment. He had attended a conference on medical device regulatory activities in 
Washington, DC, in June 1986, and wondered whether there were any plans for pursuing 
activities in that important field. Programme 12.1 was extremely important for the 
strengthening of district hospital services, and he hoped that the reductions envisaged in 
document EB79/4 would be made good as soon as possible. 

Dr BART (adviser to Dr Young), expressing support for the reports on blood and blood 
products and human organ transplantation (documents EB79/7 and Add.1 and EB79/8), said that 
in many countries blood was still used inappropriately as a tonic, which considerably 
increased the risk of AIDS. In the light of that risk, he wished to encourage the 
Secretariat to monitor the appropriate use of blood and blood products. 

Voluntary organ-sharing schemes had been successfully implemented in at least two 

regions through the efforts of the transplant community. Countries must guard against the 

establishment of commercial markets for organs, and he would therefore encourage the 

Secretariat to monitor also the donation, and especially the sale, of organs for 

transplantation. 
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Professor MENCHACA, referring to technology in general and noting the stress laid in the 
report on bringing appropriate technology to developing countries, drew attention to the 
widening gap between developing and developed countries in scientific and technological 
development. That was not to deny the need to provide developing countries with appropriate 
technology, but WHO should be particularly concerned with that ever-widening gap and consider 
ways of ensuring that developing countries had access to the benefits of high technology for 
their development. 

Dr LARIVIERE drew particular attention to paragraphs 3 and 4 on page 174 of the proposed 
programme budget document, which referred in general to medical devices, to the importance of 
those devices in countries, and to the very positive action by WHO in gathering and providing 
information on aspects of quality, maintenance, minimum standards, etc. 

On the subject of organ transplantation, he commended document EB79/8, but wondered why 
no comment had been made on the possibility of disease transmission in the process of organ 
transplantation. He had in mind not only AIDS, but also rabies and the problems arising from 
corneal transplants. He requested clarification from the Secretariat oil that subject. 

Dr MARKIDES said that blood and blood products were life-saving substances which 
unfortunately could not be produced artificially. The fact that they had to be taken from 
human beings had raised problems in many countries - particularly for blood transfusion -
because of the implications in terms of religious beliefs and cultural values. That had been 
true in Cyprus, where he was pleased to report that, with community involvement, success had 
been achieved in increasing the number of voluntary donors from 10% to between 40 and 60% of 
the population. Cyprus was also organizing its blood services more efficiently and was 
producing some blood derivatives locally. All countries, both developed and developing, 
could solve such problems through community effort and with the support of WHO. 

Dr GRECH said that, while the principle of national self-reliance was in general a 
praiseworthy aim, in the area of blood and blood products and human organ transplantation he 
agreed with Professor Menchaca that developing countries could not, at least in the 
foreseeable future, achieve much without considerable outside support. While the AIDS 
experience had brought about an improvement in blood transfusion services, it had also 
increased the reliance of developing countries on external commercial sources for their 
supplies of safe blood products at prices they could ill afford. Support was needed for the 
efforts made by the developing countries in that regard. 

He agreed with Professor Rudowski that genetically engineered blood products must be 
considered as the therapy of the future where life-long dependence on blood derivatives was 
involved, particularly in the case of haemophilia• 

Dr KOINANGE said that the report, although excellent, placed many developing countries 
in a terrible dilemma because of the heavy financial burden imposed on them by the costs of 
screening blood for transfusion. He was very pleased that the League of Red Cross and Red 
Crescent Societies had shown an interest in the problem, because it was one that the 
developing countries could not solve unaided. 

The CHAIRMAN drew the Board
1

s attention to the draft resolution prepared by the 

Programme Committee and contained in document EB79/7 Add.2. 

Professor MENCHACA proposed the deletion of the words "as a matter of urgency" in 

operative paragraph 3 of the draft resolution. 

Dr LARIVIERE (alternate to Dr Law), proposed that, as suggested by the representative of 
the League of Red Cross and Red Crescent Societies, reference should be made in the 
resolution to the need to encourage further collaboration between WHO and appropriate 
nongovernmental organizations. 

It vas so agreed 

The resolution, as amended, was adopted. 
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Dr De SOUZA (alternate to Mr McKay), referring to document EB79/8 on human organ 
transplantation, said that many transplantation procedures were still experimental, and it 
should be stressed that guidelines for research should be followed when such procedures were 
carried out. In Australia, such guidelines had proved very valuable for experimental 
surgeons, who for the most part worked closely with constitutional ethics committees. 

The cost of such work was extremely high, and it was important, in view of the limited 
resources available for health care in many countries, that that fact should be taken into 
account. It should also be borne in mind that, while life might be prolonged by such 
procedures, the recipient was often subjected to increased suffering; organ transplants 
should not be undertaken if the quality of life would not thereby be improved• 

Much more experimental work needed to be done before pancreas donations could be 
considered, and the question of brain death was also one where the criteria needed to be 
carefully studied. He agreed that, as indicated in paragraph 3 of the report, there was an 
opportunity for abuse where "living wills" were concerned; agreement should not be given to 
presumed consent. Again, in the matter of the buying and selling of body organs referred to 
in paragraph 55, personal expenses only should be paid, and there should be no commission 
attached to such a transaction. 

Dr GRECH said that advances in immunosuppressive therapy and in safe surgical techniques 
over the past 10 years had made organ transplantation a feasible and practical means of 
prolonging life. It was the ethical issues related to that type of technology that gave rise 
to controversy. He suggested that, in order to allay the concern of the public, an 
authoritative body enjoying international prestige (such as WHO) should formulate criteria 
for brain death, drawing on the experience of reputable institutions with a long tradition in 
organ transplantation. The medical profession should not put pressure oil doctors attending 
dying patients in hospital with a view to persuading them to tailor treatment so as to 
facilitate optimal preservation of organs. There should be no communication between the 
transplant team and the doctors treating the potential donor until after the donor had been 
declared dead. In his view, the concept of "contracting out" was counter-productive. 
Finally, a frank and sustained discussion at community level of the benefits and limitations 
of transplantation should be launched prior to the enactment of any legislative measures. 

Professor MENCHACA said that the report referred to methods used to calculate the 
cost-benefit and cost-effectiveness of transplants. While it was reasonable to calculate the 
cost of such procedures, the calculation of benefit was much more difficult, since it 
involved putting a monetary value on human life. It should also be remembered that one of 
the objectives of health care was to alleviate suffering, and to ensure, not only survival, 
but a good quality of life for the patient. 

A number of ethical problems arose where transplants were concerned; of which the first 
was the definition of death. Although there were some clear rules on the subject, such as 
those of the Declaration of Sydney and a number of national laws, there was in fact no 
universal consensus. The Organization's own definition of life could indeed be in conflict 
with the need to define death in the context of the scientific and technological revolution 
now taking place. For example, the question could arise as to whether brain death, or death 
of the cerebellum, was the more reliable indicator. The Organization could play an important 
role in the search for a consensus. 

Then who was to authorize donations? On the basis of the recognized principle that a 
corpse could not be bequeathed, only the person himself could dispose of his own organs. 
However, that concept was a somewhat debatable one under natural law. The question also 
arose whether an indication of willingness to donate organs after death, or the absence of 
any indication either way, could be interpreted as a positive wish. There was a principle in 
law that silence, contrary to the general belief, did not imply consent. 

On the other hand, the view that a relation of the deceased had authority to give 
consent was also questionable. No country had legislation providing that the inheritors of 
an estate were entitled to dispose of the body of the deceased, in the same way as legal 
guardians were entitled to dispose of the persons of minors or those lacking legal capacity. 
The position taken on those matters was usually influenced by ideological considerations. 
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Countries had also been unable to agree on legislation on donations from one living 
person to another. Most authors were agreed, however, that the buying and selling of organs 
for transplants should be prohibited. He himself could not endorse the idea that, because a 
person was the owner of his body he was therefore entitled to sell part of it. The Roman law 
of property included the concept of ius abutendi, or the right to do as one liked with 
property, but that was something that had been left behind long ago, and no one was entitled 
either to abuse his own body or to put his own life in danger. Such practices were 
prohibited and even penalized in the legislation of almost all countries. 

The advance of human knowledge not only in medicine, but in related sciences such as 
biotechnology and pharmacology, made it imperative that some universal principles should be 
established in the area. WHO had an important role to play in promoting activities with a 
view to reaching a consensus on such principles. 

Dr HYZLER (alternate to Sir John Reid) said that the report was excellent and most 
informative. However, he was left in some doubt as to what action the Board was expected to 
take in regard to it. 

The report raised two issues; the first was an ethical one, and he did riot think the 
Board could enter into a debate on ethical matters, which should properly be discussed in 
another forum. 

The second issue was the place to be accorded to human organ transplantation in the 
development of health services, and the economic implications of different modes of 
treatment. That issue, too, was a very difficult one, involving the whole question of the 
quality of life, which had for some time been under discussion among experts. He would like 
to know how the Director-General wished the Board to help him in the matter. 

Professor RUDOWSKI said the facts on the subject of organ transplantation were very well 
set out in the report. A fascinating account was given of how kidney transplants, 
experimental in the 1950s had now become a routine therapeutic procedure, indicating that in 
years to come solid organ transplantation too would probably become routine. 

A growing number of heart/lung transplantations were now being carried out around the 
world, and experimental work on brain cortex transplantation might well eventually succeed in 
alleviating organic brain disease. 

It was clear from the report that there was a growing gap between the number of donors 

and the number of recipients, amounting to an organ transplantation crisis. He suggested 

that that problem might be considered by CIOMS； the 1984 document oil organ transplantation 

had now been outdated because of rapid progress in the field. 

Professor GIRARD recalled that the issue of transplantation had been raised at the 
Health Assembly only in a somewhat limited context, that of whether or not the buying and 
selling of organs was permissible. That was one aspect of the situation. Another was the 
rapidity with which transplantation was developing: it had even been suggested that before 
the end of the century almost half of all surgical interventions would be transplantations. 
Thirdly, given the current financial situation of the Organization, a choice had to be made 
concerning priorities. The response of the Board to the question before it should be 
conditioned by those three considerations. 

As he saw it, the matter was essentially an ethical one. If the Organization was to lay 
down rules in ethical matters, it would need to be fully in possession of the facts, and the 
report prepared by the Secretariat was essential in providing those facts. 

On the particular question of the sale of human organs, he himself believed that there 

should be no commerce, either explicit or implicit, where human organs were concerned. 

Dr COHEN (Health Policy) said he would reply only to the question as to what the 
Director-General expected of the Board in respect of the matter of human organ 
transplantation. 
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The draft resolution submitted to the Thirty-ninth World Health Assembly had raised 
certain ethical issues regarding practices in human organ transplantation and had requested 
the Director-General to develop an appropriate legal instrument to govern them. To enable 
the Board to deal with those issues properly, the Director-General had felt bound to place 
before it a summary of the many scientific, technical and financial aspects involved. The 
draft resolution had been withdrawn on the understanding that relevant information would be 
provided to the next Health Assembly, to permit it to take reasoned decisions. 

The ethical issues were complex, often depending on cultural practices and religious 
beliefs, and if the international guidelines requested were to be provided, there would need 
to be meetings of groups of representatives of the different professions mentioned in the 
Director-General

1

 s report, including the legal profession and religious leaders of all 
denominations. Such groups could collect and analyse the practices followed in different 
parts of the world, and present them in such a way as to enable countries to make up their 
minds in the light of their particular circumstances. 

The Board was being asked to debate the extent to which WHO should be involved in such 
matters, with a view to submitting to the Assembly the kind of information which would enable 
it to take a final decision. He pointed out incidentally that no funds were available for 
such an activity in the regular budget, and thus extrabudgetary funds would need to be found. 

Dr SANKARAN (Diagnostic, Therapeutic and Rehabilitative Technology), replying to 
questions raised, said he was grateful to Dr Gunn for having outlined the role of the 
non-governmental organizations in the publication of the three volumes of clinical technology 
"Essential Surgical Care". The first volume had been submitted for publication primarily 
with the help of the World Federation of Societies of Anaesthesiologists. The second volume 
had been produced with the collaboration of the International Federation of Surgical 
Colleges, the International College of Surgeons and the International Society for Burn 
Injuries. The third had been put out with the assistance of the International Society of 
Orthopaedic Surgery and Traumatology and the International Federation of Gynecology and 
Obstetrics. He hoped that the volume would be ready for publication by the end of 1987. The 
status of medical devices such as at the district level hospital had been emphasized in two 
sections in the manual; one on basic equipment that should be available at that level of 
hospital care (as a recommendation to governments), and the second a list of equipment for 
each operative procedure, so that the nurse or operating theatre technician could prepare the 
relevant instruments for the surgical procedures listed. That equipment was vital to keep 
the hospitals functioning and productive. He also wished to emphasize that the volumes were 
extensively illustrated to make them useful as training and instruction manuals• 

He was grateful to the FDA of the United States Government, the Governments of Canada 
and the United Kingdom, as well as to the Regional Directors and to the Director-General, for 
having fiscally supported the first International Conference of Medical Device Regulatory 
Authorities. Fifty-three countries, many of them developing, had taken part, and he hoped 
that dialogue on the subject would continue. 

On the subject of blood and blood products, Dr Bart had raised the question of the 
therapeutic use of whole blood. A basic difficulty in many developing countries was that 
whole blood had not been replaced by albumen or other derivatives, which could be more 
functionally utilized and prevent the many problems that arose with whole blood transfusion. 

He rioted that no specific questions had been raised on the document and that the Board 

appeared to endorse the scientific material it presented. 

Dr Cohen had commented on the central issue of the ethics of organ transplantation. 
Substantial and extremely rapid advances had been made in the field of organ transplants in 
the past few years and were continuing. However, transplantation in cases of end-stage renal 
disease (ESRD) appeared to be the procedure of most value since it was far less financially 
burdensome than continuing renal dialysis. ESRD transplantation had therefore been initiated 
in many developing countries• Unfortunately, as pointed out by Dr Bart, the tranference of 
disease in transplantation had not been adequately stressed in document EB79/8. That would 
be rectified. The problem of brain death and the definition of brain death had been the 
subject of much controversy. A number of excellent review articles had appeared on the 
subject in various publications, among them the report of a United States Presidential 
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Commission and recent Canadian legislation on brain death, the text of which had been 
approved by the Canadian Society of Neurosurgeons and Neurophysicians. The legal aspects of 
brain death had also been extensively studied in a large number of other countries. The 
Australian Government had made a valuable contribution to transplant law, which had been 
issued as a separate volume. All that material could and should form the background to any 
document looking at the ethical principles of transplantation and the definition of brain 
death, when the Organization eventually came to review the subject. He welcomed 
Dr Bankowski

1

 s offer to have the ethics of transplantation considered in June 1987. 

Professor RUDOWSKI said that he had attended the First International Conference of 
Medical Device Regulatory Authorities held in Washington in 1986, which had made 
recommendations for further involvement of WHO. He was pleased to note that maintenance, 
repair and management of equipment were major features of the programmes under discussion and 
hoped that support for them would be strengthened. It was clear that the laboratory 
technology programme would have a significant role to play in the fight against AIDS and he 
wondered whether the relevant resources were adequate. That was also a concern with regard 
to biologicals, and more particularly to blood products. 

Dr SANKARAN (Director, Division of Diagnostic, Therapeutic and Rehabilitative 
Technology) said that the Conference on Medical Devices mentioned by Professor Rudowski had 
already had a considerable effect on the dissemination of information. In particular, 
identification had begun of collaborating centres for the exchange of such information with 
developing countries. 

Dr PETRICCIANI (Division of Diagnostic, Therapeutic and Rehabilitative Technology), 
answering questions concerning the subject of blood and blood products, said that although 
there had been some progress in the development of possible substitutes for factors VIII 
and IX through genetic engineering, it was important to recognize that those plasma proteins, 
as well as others such as albumin, were very much more complex than genetically engineered 
substances that had already been produced and approved for clinical use, such as insulin. It 
was therefore unlikely that plasma proteins produced by recombinant DNA techniques would 
become available for general clinical use in the immediate future. Furthermore, there were 
no substitutes on the horizon for platelets or leucocytes. For those reasons, there could be 
a danger of complacency with regard to the traditional blood collection and transfusion 
services should there be an unwarranted expectation that synthetic substitutes might be just 
around the corner. There was every likelihood that traditional collection of blood and 
transfusion services would still be needed for the next several years at least. 

The safety of blood and blood products with respect to AIDS had been covered in the 
reports of both the Director-General and the Programme Committee and had also been discussed 
at a meeting held at WHO headquarters in April 1986, attended by representatives of 
37 countries. The summary findings of that meeting had been published in the Weekly 
Epidemiological Record, and the entire proceedings of the meeting would be published in 
February 1987. Copies of the proceedings would be made available to all Member States in 
order to provide them with more in-depth and substantive background information on the matter 

The DIRECTOR-GENERAL reminded the Board that it had not yet provided an answer to 
Dr Hyzler
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 s question concerning the nature of the Board
1

 s recommendation to the Health 
Assembly. In his view, there were two alternatives. The first alternative was that, since 
organ transplantation was a very rapidly evolving field, the Board might consider that the 
wisest procedure would be for the Secretariat to continue to follow that evolution in the 
different countries and different societies and to report again to the Board when any 
substantive information became available. The second alternative was that the Board might 
recommend to the Health Assembly that sufficient information was available to justify the 
Director-General taking certain initiatives within resource constraints, for instance in 
collaboration with CIOMS, to study the possibility of developing some basic guidelines. 
Neither course of action was likely to involve the Health Assembly in over-lengthy discussion 
of a subject which posed very complex issues. 

Professor GIRARD said that in his view the first alternative was the most realistic. 
Moreover, its adoption would not preclude taking up the second option at a later date. The 
Board should act in a pragmatic manner, mindful of the fact that no general guidelines could 
be formulated until a substantial mass of definitive information was available on the subject 
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Dr HYZLER (alternate to Sir John Reid) endorsed that view. In a field where large 
numbers of studies were being conducted and a great deal of discussion was taking place, 
W H O

1

s role should be to monitor developments and to report again to the Board on any areas 
that appeared to call for further exploration. Should it transpire at a later stage that 
studies would be needed, Member States who wished to do so might then be invited to make 
extrabudgetary contributions for the purpose. The Organization* s financial situation and its 
current priorities precluded such an approach at the present time. 

Dr DE SOUZA (alternate to Mr McKay) shared the views of the two previous speakers, and 
proposed that the Board accept the Director-General

f

s first alternative, 

Dr HAPSARA observed that the issue under consideration was both a dynamic, evolving one, 
and one which involved value systems. He believed that any report to the Health Assembly 
should not only be descriptive, but also evaluative and - to the extent that available 
information permitted - prospective. 

Dr LARIVIERE (alternate to Dr Law) joined in supporting the first alternative suggested 
by the Director-General, The most appropriate way to proceed would - he believed - be for 
the Board

1

s representatives simply to follow the usual procedure of reporting to the Health 
Assembly the tenor of the Board's discussion on the subject and its recommendation as to 
future action. 

The first alternative suggested by the Director-General was approved. 

Essential drugs and vaccines (programme 12.2) 

Dr FERNANDO recalled that he had spoken at several Health Assemblies on the price and 
quality advantages for developing countries of pooled purchases of essential drugs. The 
Organization had looked into the matter for him arid provided him with the prevailing prices 
for bulk purchasing, together with the source of manufacture of the pharmaceuticals 
required. A significant discrepancy had been found between the prices quoted, and the prices 
actually practised, by one and the same manufacturer. How was that possible? 

Dr LAURIDSEN (Programme Manager, Action Programme on Essential Drugs) said his unit 
would look into the matter. It was a fact, however, that the prices of finished 
pharmaceuticals fluctuated very considerably. A number of joint WHO/UNIPAC activities were 
under way to monitor the prices of finished and intermediate products and raw materials on a 
much more regular basis. The first results were expected by the end of 1987 after which it 
would be possible to provide more continuous and up-to-date information. 

Dr GRECH noted that the proposed budget table for the programme showed the 
extrabudgetary resources for the programme during 1988-1989 to be considerably lower than for 
1986-1987 (except in the case of country programmes for the Region of the Americas), despite 
the statement in paragraph 24 of the situation analysis that considerable extrabudgetary 
funds would extend into 1988-1989. 

Dr LAURIDSEN (Programme Manager, Action Programme on Essential Drugs) said that when the 
budget had been prepared, although some indications had been given no firm commitments of 
extrabudgetary funds had been made. Many sources of extrabudgetary funds did not pledge such 
funds for more than a year at a time. However, a number of promises of substantial support 
for 1988-1989 had been received in recent weeks, for example from the Netherlands. 

Drug and vaccine quality, safety and efficacy (programme 12.3) (Document EB79/9) 

Professor MENCHACA recalled that the use in developing countries of certain drugs whose 
application was prohibited in their countries of manufacture was a subject that had been 
considered on a number of occasions by the Health Assembly. That issue was still pertinent. 

Dr LARIVIERE (alternate to Dr Law) pointed out that the use of alcohol in medicines was 
not a simple matter. In the light of the draft resolution submitted at the Thirty-ninth 
World Health Assembly, on which consideration had been deferred, a number of points deserved 
priority consideration. The report before the Board (document EB79/9) as well as the 
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pharmaceutical compendiums available in a variety of countries revealed that a disturbingly 
large number of medicines contained alcohol either as an active ingredient or as an 
excipient. All countries must therefore make a special effort to determine what prescription 
and over-the-counter drugs available in their pharmacies actually contained alcohol. 
Manufacturers readily reported the percentage of alcohol in their products when it was an 
active ingredient but not when it was an excipient. Canada was particularly concerned about 
the use of alcohol in medicines for children as well as in those made available to geriatric 
patients. However, the simple solution of banning alcohol or substituting other products for 
it in all cases would be difficult to apply in practice. The efforts made in Alexandria were 
well noted and the quest for acceptable, effective substitutes for alcohol in medicines 
should be the subject of further endeavours. 

Dr DE SOUZA (alternate to Mr McKay) commended the Director-General*s report, which could 
well make it unnecessary to set up an expert committee to examine the matter as had been 
envisaged. The proposal to limit the content of alcohol in medicines to not more than 5% of 
the finished product had merits and would overcome much of the concern over blood levels of 
alcohol arising from continual use of medication. The action proposed by a number of Member 
States at the Health Assembly could not be supported, since it would result in a ban on a 
wide range of tinctures and extracts widely used in over-the-counter medicines for many 
years. He welcomed the proposal in paragraph 20 of the Director-General's report that WHO 
should work together with governments and nongovernmental organizations to develop an 
international data base on alcohol-containing pharmaceuticals. He also endorsed the proposal 
that organizations should exchange information. 

Dr AASHI noted with concern that according to a report published in November 1986, the 
International Federation of Pharmaceutical Manufacturers

1

 Associations (IFPMA) refused to 
consider the production of medicines that did not contain alcohol. The Thirty-ninth World 
Health Assembly had highlighted the abuse of alcohol-containing medicines. Manufacturers 
justified the use of alcohol by the argument that substitutes would be more costly： an 
excuse he considered unreasonable. If concerned governments refused to continue to purchase 
alcohol-containing medicines manufacturers would cease to manufacture them, since they would 
not wish to lose the large amounts of money involved. He asked what action WHO had taken to 
persuade manufacturers to produce alcohol-free medicines. 

Professor GIRARD said that although the prohibition of alcohol in medicines might well 
be introduced in some countries, it was not envisagable as a principle to be applied to all 
Member States. Alcohol had long been in use as an excipient and its many qualities made it 
reasonable to wish to retain it. Quantitative restrictions were, however, called for. In 
France it had been proposed to require the alcohol content of medicines to be clearly 
indicated on packaging and to invite manufacturers to review the formulation of certain old 
remedies. Adoption of a reasonable and pragmatic attitude that took the interests of both 
users and manufacturers into account seemed to be the best course of action. 

Mr SONG Yunfu said that while the alcohol content of medicines did have consequences on 
the human body, and alcohol indeed affected both the brain and other parts of the body and in 
general terms might give rise to certain public health problems, alcoholism and alcohol abuse 
were not a major threat in every country. Referring to paragraph 4 of document EB79/9, he 
pointed out that consumption of alcohol was by no means socially acceptable in every country 
or region. That fact should be made clear. 

Dr DUNNE (Pharmaceuticals) said that preparation of the report before the Board had 
posed many problems for the Secretariat• Alcohol was clearly widely used in medicinal 
products and that fact obviously had to be taken into consideration. Not only was it an 
important ingredient of many traditional medicines； it was also present in many preparations 
that had been reviewed and registered by drug regulatory authorities. At the same time, the 
preparation of the report offered an opportunity to place the matter in perspective by 
obtaining information from various sources including the pharmaceutical industry, and 
specifically representations from the International Federation of Pharmaceutical 
Manufacturers

f

 Associations, which were referred to in paragraph 3 of the document. 
Paragraph 4 did not state that the social use of alcohol was acceptable but that it was 
"permitted" in some cases• Clearly, there was broad agreement that the use of alcohol in 
medicines should be reduced and, where possible, phased out. The question which must be 
tackled, however, was that of determining safe, economically viable alternatives. It must be 
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borne in mind that alcohol was but one excipient which could cause problems； many others had 
recently come to be recognized as causing serious safety issues, and several had been removed 
within the past few years. Among those was a closely related substance, benzyl alcohol, 
which had been removed from products because of a series of deaths among infants in one 
Member State. While the document was oriented in support of the search for alternatives to 
alcohol, it also stressed the importance of ensuring that such decisions be taken on the 
basis of adequate data, if safety was to be assured. 

The CHAIRMAN said that the Director-General would undoubtedly take account of all the 
valuable information provided during the discussion when the document on the use of alcohol 
in medicines was prepared for submission to the forthcoming World Health Assembly. 

Traditional medicine (programme 12.4) 

There were no comments. 

Rehabilitation (programme 12.5) 

Professor FORGACS fully endorsed the targets set for the programme, the success of which 
would depend on two major considerations: firstly, that complex rehabilitation was a 
relatively new task for primary health care services and that training at the undergraduate 
and postgraduate levels alike was thus required； and, secondly, that the family support 
service was an essential tool in community-based rehabilitation, at least in European 
countries. In the latter context, historically, the handicapped had been able to find a role 
to play in the extended family. However, in countries where the family unit had become 
smaller and the number of working women had increased, it was becoming more difficult to cope 
with the specific problems of the handicapped within the family. Thus, family support 
services in the community would become increasingly important while, more generally speaking, 
rehabilitation methods must be adapted to different cultures. 

Dr VAN WEST CHARLES, referring to document EB79/10, advised caution when pointing to 
nutritional factors, such as cassava eating, in deafness (EB79/10, paragraph 22.14). He 
stressed the need to study and elucidate further the pathogenesis of deafness and hearing 
impairment• 

Dr HYZLER (alternate to Sir John Reid), also referring to document EB79/10, which he 
considered on the whole to be a most useful report, said that the set of definitions 
suggested in its paragraph 4 required further study as the levels set were believed by some 
audiologists and ENT specialists to have been pitched too low. In section IV, the importance 
of otoscopio examination was not stressed, although it could provide a very low-cost, easy 
way of identifying middle-ear problems. The document usefully set out details of 
noise-induced hearing loss in the context of other types of hearing impairment, and the 
comments on occupation and noise as a cause of deafness were correct. Section VII gave 
resource contrasts in terms of numbers of ENT hospital beds but that constituted a poor index 
as the vast majority of work with deafness and hearing impairment was conducted on an 
outpatient basis. No attempt was made at quantitative estimates of the contribution of 
different causes to deafness in a representative population, or to assess the extent to which 
such causes were preventable. Information of that kind was an essential prerequisite for 
rational decisions about ways of minimizing deafness. As regards the proposals under 
section X, he suggested that - in addition - WHO might identify clusters of countries having 
similar epidemiologies for hearing impairment and develop service models appropriate to each 
cluster as an alternative to the suggestion made for hearing camps. Once the model had 
proved effective it could be made a training base for other countries in the cluster. 

Dr BART (adviser to Dr Young) said that document EB79/10 furnished a good analysis of 
the burden of deafness and hearing impairment in developed and developing countries alike, 
and accurately reflected the current understanding of the problem. However, few 
interventions could be easily incorporated or institutionalized in primary health care 
systems, with the exception of vaccine-preventable deafness. Measles were currently part of 
the Expanded Programme on Immunization but rubella and mumps were not. If the latter were 
deemed appropriate additions to the EPI, they could probably be added at marginal cost. 
Cost-benefit analysis in some countries had demonstrated a high benefit-cost ratio for the 
combined use of measles, mumps and rubella vaccine where suitable. However, he knew of no 
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exhaustive review of the epidemiology of deafness and hearing impairment resulting from 
rubella and mumps in the developing world. It might be helpful if an advisory panel or the 
Programme itself could undertake and disseminate the findings of a review of global hearing 
morbidity secondary to rubella and mumps and perhaps make a policy recommendation that such a 
potentially cost-effective tool as the combined vaccine be incorporated in the EPI. 

Dr DE SOUZA (alternate to Mr McKay) said that hearing impairment in developing countries 
had two especially important characteristics. Firstly, a very large proportion of such 
impairment originated in the middle ear and was the result of active disease processes, one 
of which had been referred to by the previous speaker； the only effective methods of control 
were discovery and eradication of the causes, which constituted a very complex task. 
Secondly, the impairment was usually mild to modest, and varied according to the individual. 
A number of approaches to reduce major effects, such as educational backwardness could be 
implemented by using low-cost technology in the form, for example, of cheap, 
frequency-modulated radio receivers and transmitters for use in a classroom setting. In 
Australia, such practice was already widespread within the aboriginal population. Screening 
programmes to detect deafness were considered to be of doubtful value without the intensive 
development of methods of personnel training or a definite programme of follow-up and 
treatment: it was pointless to detect deafness unless steps were taken to care and alleviate 
it. The assurance of adequate follow-up was thus the major factor in programmes aimed at the 
detection of hearing impairments. 

Dr HAPSARA praised the report. In many developing countries, the principal challenge 
was child survival, the second was development of the child； the topic being discussed came 
under the second heading. Placed in a proper perspective (for example by comparing the 
incidence of hearing impairment with that of diarrhoeal diseases in the 3-14 year age group), 
and with due regard for the relative importance of those challenges, steps to prevent 
deafness and hearing impairment could be seen as most relevant. Many diseases caused by 
upper respiratory tract infections could lead to otitis media purulenta, as might nutritional 
disorders, particularly endemic goitre. In many developing countries, programmes were 
already under way in those two causal fields, so that, albeit indirectly, the problem of 
hearing impairment was already being tackled. 

Dr HELANDER (Rehabilitation) said, in response to Professor Forgács
1

 s comments, that the 
Secretariat was very much aware of the fact that the intermediate and upper level of services 
in rehabilitation needed to be strengthened and reoriented to work better with the 
community-based rehabilitation services which most countries were interested in 
implementing. A number of encouraging requests had been received from developed countries in 
that respect• On the other point raised by Professor Forgács, it was generally believed that 
the quality of care was better where there was greater family involvement. There must be 
social support to ensure that the family knew how to handle the situation of having a 
disabled child in the home. 

Concerning comments on deafness prevention, he said that the definitions, mentioned by 
Dr Hyzler, were complex because they had traditionally come from audiologists using 
audiometers. However, audiometers were scarce in developing countries and, although a new 
low-cost field audiometer had recently been developed in the United Kingdom and was being 
tested in developing countries, it would probably be a long time before it became generally 
available. In the meantime, there was little choice in developing countries but to use 
simple performance tests. The Secretariat was very much aware that there should be an 
advisory group to discuss further the matter of definitions. Concerning otoscopes, their use 
would probably become more widespread at district level in the future. Noise levels in 
industry were a matter of fact, as were the noise levels in much "walkma n"-1 y pe apparatus, 
which if used constantly could be expected to give rise to hearing problems among the younger 
population. He agreed that the number of ENT hospital beds and surgeons was not a 
particularly good indicator but it was the only one which could be made available at short 
notice. (The request had been made in May 1985 for the document to be prepared by September 
of that year.) 

Concerning questions on causes of hearing impairment and prevention, little reliable 
data was available from developing countries to indicate what should be done at the primary 
health care or district level. The first step to be taken was to obtain such data and to 
discuss with national authorities specific problems in their countries. Dr Hyzler's 
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suggestion that country clusters be used was very applicable. At a later stage, neighbouring 
countries could share the same sort of policy when the facts were known for one of them. It 
was not easy to survey deafness； of those born deaf the frequency might be a few per 
ten thousand so that if a million people were covered in a country survey there would still 
not be enough data to give percentages. For acquired deafness and hearing impairments, 
middle ear infection was certainly the main problem. However, many studies showed that 
antibiotics had not helped in developed countries and there was therefore little 
justification for suggesting that they should be added in primary health care intervention, 
especially as some actually caused hearing impairments. More technical, scientific and 
epidemiological studies were required. 

Concerning Dr Bart
f

 s comments on vaccination against rubella in developing countries, it 
had not yet been established how many cases of deafness were caused by the disease nor was it 
known whether vaccination would help or whether it might interfere with the spontaneous 
immunization process. In developed countries, such vaccination was normally provided for 
girls at the age of twelve or thirteen. 

The use of FM radio, mentioned by Dr de Souza, was a very good example of how teaching 
could be improved for children who would otherwise be disadvantaged. 

Concerning Dr Hapsara*s comment on child survival, he drew attention to several country 
studies showing that 50% to 80% of all children born deaf were dead by the age of 
twenty-five. They died not from deafness but because of attitudes and surroundings which led 
to their being considered as having second priority for food, for example, so that they might 
tend to suffer more from malnutrition and diarrhoeal diseases. The fact that the survival 
rate of disabled children was the lowest of any group was a matter for serious concern and 
must be examined. 

Dr HENDERSON (Director, Expanded Programme on Immunization) agreed that more information 
was required about the epidemiology and the problem of congenital rubella in the developing 
world. Current information was incomplete and to some extent contradictory. The EPI Global 
Advisory Group, which had met in October 1986, had reviewed the question of more widespread 
use of measles, mumps and rubella vaccine. Its conclusions had been published in the most 
recent Weekly Epidemiological Record and revealed that measles, mumps and rubella vaccine was 
already in routine use in a number of industrialized countries and that its use in most 
industrialized countries seemed appropriate. Rubella should only be recommended as a 
childhood immunization when high coverage could be assured. In developing countries which 
had not so far achieved high coverage in their infant population, damage could be caused by 
introducing rubella vaccine, thereby suppressing circulation of the wild virus and permitting 
a higher proportion of women to reach child-bearing age still susceptible to rubella. 
Introduction of rubella as a childhood immunization therefore called for more than 
70% coverage. 

The meeting rose at 13h05. 


