
WORLD HEALTH ORGANIZATION 

ORGANISATION MONDIALE DE LA SANTÉ 

EXECUTIVE BOARD 

Seventy-ninth Session 

EB79/SR/11 

12 janvier 1987 

PROVISIONAL SUMMARY RECORD OF THE TWELFTH MEETING 

WHO Headquarters, Geneva 
Monday, 19 January 1987, a~9h00 

CHAIRMAN; Dr Uthai SUDSUKH 

CONTENTS 

Page 

1. Collaboration within the United Nations system 

General matters 2 

2. Proposed programme budget for the financial period 1988-1989 

Programme review (continued) 

Health system infrastructure (continued 

Health manpower (continued) 

Disease prevention and control: 

Immunization 10 
Disease vector control 15 
Malaria •. 15 
Parasitic diseases 16 
Tropical disease research 17 
Diarrhoeal diseases • • 17 
Acute respiratory infections 23 
Tuberculosis 23 

Note 

This summary record is provisional only. The summaries of statements have not yet 
been approved by the speakers, and the text should not be quoted. 

Corrections for inclusion in the final version should be handed in to the Conference 
Officer or sent to the Records Service (Room 4013, WHO headquarters), in writing, before 
the end of the session. Alternatively, they may be forwarded to Chief, Office of 
Publications, World Health Organization, 1211 Geneva 27, Switzerland, before 6 March 1987. 

The final text will appear subsequently in Executive Board, Seventy-ninth session: 
Summary records (document EB79/1987/REC/2). — 



EB79/SR/12 
page 2 

TWELFTH MEETING 

Monday, 19 January 1987, at 9h00 

Chairman: Dr U. SUDSUKH 

1. COLLABORATION WITHIN THE UNITED NATIONS SYSTEM： Item 20 of the Agenda 

General matters: Item 20.1 of the Agenda 

Mr GRANT (Executive Director, United Nations Children's Fund) said that he would speak, 
not so much as the executive head of another agency, but as a colleague in the common 
struggle in which WHO and UNICEF had been engaged for the past 40 years, pioneering new 
activities, suffering setbacks and sharing successes with many countries. Over the years, 
WHO and UNICEF had helped to so improve the health of children that deaths under the age of 
five had been reduced from some 70 000 a day in 1950 to 43 000 in 1980 and to some 38 000 at 
present, despite a 25% increase in births during that period and despite the global economic 
difficulties of the present decade. It was foreseen that, if the two agencies continued 
their close collaboration with developing countries in advancing primary health care in the 
years immediately ahead, that tragic toll could be reduced still further to some 30 000 daily 
by the close of 1990. 

Given the unparalleled breadth and depth of collaboration between the two agencies, some 
might find it surprising that he was addressing the Executive Board of WHO for the first time 
in his seven years‘ tenure of office； nor had he addressed the World Health Assembly during 
that time. However, that was perhaps a reflection of an important reality： the relationship 
between WHO and UNICEF was not simply one of ceremony and summitry, but of real partnership 
at every level. There was no doubt that WHO had been UNICEF*s closest collaborator 
throughout its history, while UNICEF, he thought, had been WHO'S most consistent colleague. 

The Joint Committee on Health Policy (JCHP) drawn from the two organizations1 governing 
bodies was, for example, the only organ of its kind in the multilateral system. Begun as a 
coordinating mechanism between UNICEF and the Interim Board of WHO, JCHP had been charged, 
over the years, not only with reviewing common policies but also with encouraging new and 
important initiatives. It had, for instance, played a major part in the process which had 
culminated in the historic Declaration of Alma-Ata on primary health care and the attainment 
of health for all by the year 2000, which continued to be the central objective of WH0/UNICEF 
collaboration. 

At the secretariat level, collaboration had been frequent and close, exemplified by his 
own wide-ranging meeting of one-and-a-half days with Dr Mahler in 1980. Over the years WHO 
and UNICEF had participated together in many path-setting activities. The more dramatic 
examples had, of course, been the great campaigns against yaws, malaria and smallpox, but new 
standards were being set at present as the two organizations worked together to promote 
primary health care, with particular attention to matters most directly affecting children 
and mothers. The global Expanded Programme on Immunization (EPI) and Diarrhoeal Diseases 
Control (CDD) programmes pioneered by the World Health Assembly were now being strongly 
supported by UNICEF in some 80 countries, in terms of material and social mobilization. The 
impressive consequence was that the lives of several thousand children were already being 
saved each day. The Health Assembly1s hope that intensifications of such activities would 
serve as entry points for strengthening primary health care were being borne out in country 
after country. In the 1980s UNICEF had also sought to maintain and to step up its support 
for the entire primary health care sector. The WHO/UNICEF Joint Nutrition Support Programme 
(JNSP) was the largest joint programming exercise in the United Nations system. Combined 
efforts in the Joint Essential Drug Programme were resulting in a growing supply of 
appropriate, affordable medicines, as well as training, for sizeable populations that would 
otherwise suffer from diseases for which cures had long since been discovered. Similarly, 
WHO/UNICEF cooperation had contributed significantly towards achieving the goal of providing 
adequate clean water for all by the year 1990. The two organizations were now intensifying 
their joint efforts to control acute respiratory infections. Over the past 18 months UNICEF 
had signed four collaborative agreements with WHO for the attainment of common goals at the 
regional level. 
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Any reflection on the two organizations' mutual support in complementary endeavours must 
highlight the International Conference on Primary Health Care held at Alma-Ata in 1978, where 
the principles of primary health care had been codified after extensive preparatory work by 
JCHP. Needless to say, those principles remained the core of the two organizations1 joint 
work, although many of them were still under-implemented despite the progress made in recent 
years. 

For him, the achievements of the Alma-Ata Conference were a personal as well as a world 
health landmark. As some members of the Board might know, his father, Dr John B. Grant, had 
been a pioneer in international public health, setting up the first department of public 
health in China, and later helping to establish the first public health training institution 
in India. During his own childhood, household guests had included such now legendary figures 
as Dr Ludwik Rajchman, then head of the Health Secretariat of the League of Nations and later 
the founding chairman of the Executive Board of UNICEF, and Dr Andrea Stamper, who was later 
to be the first President of the World Health Assembly. They had shared the conviction that 
modern health knowledge must be made available to all, and not just to a few, and that the 
attainment of that goal required the involvement of many sectors, and not just the health 
sector. He recalled how Dr Stamper had made strong statements on land reform and on the need 
to ensure that peasants had the basic income required for food and education as well as for 
health, and he could still remember the two of them discussing basic principles which, 
45 years later, were to be embodied at Alma-Ata as the underlying principles for the 
achievement of Health For All through Primary Health Care. 

Three of those principles were particularly memorable. The first was that the use made 
of medical knowledge and techniques for health protection depended on social organization. 
In the China of the 1930s, for example, the immediate social problem had been that of how to 
bridge the enormous gap between existing knowledge and its use in the community setting. The 
second principle was that a vertical medical system could not be truly effective, or even 
stand by itself, unless it was integrated in other activities in a concerted attack on the 
problems of health, development and social reconstruction. In that connection his father and 
his associates had emphasized the need to increase income through such means as new 
agricultural practices and land tenure. They had all stressed the need for basic literacy 
and education and their potention for synergism with health activities. The third principle 
was that successful organization implied reliance upon economically practical strategies for 
serving the entire population rather than just the relatively well-off. Working together 
with the Chinese, those early public health figures had helped with the establishment of 
experimental urban and rural districts to bring the benefits of health knowledge to all and 
had introduced the practice of mobilizing villagers themselves as workers in such areas as 
health education, vaccination, water testing and purification, and first aid. 

The Alma-Ata Conference had seen a historical codification of those basic principles. 
Their acceptance had been of tremendous importance, but they had not yet been implemented as 
much as they ought to be. Otherwise, there would not be more than 1000 mothers still dying 
daily in childbirth and more than 20 000 children still dying daily from two such readily 
preventable causes as dehydration from diarrhoea and the six EPI target diseases. 

The world in which WHO and UNICEF were now operating had undergone major changes since 
the health-for-all challenge had been assumed in 1979. Two of those changes were 
particularly striking and made the case for primary health care even more compelling. One, 
of course, was the dramatic change in the global economic climate and the consequent need for 
major adjustments by most countries and by most institutions• The first years of the 1980s 
had seen a worldwide shift from a strong and growing economy that could end many of the 
deprivations of poverty and offer new opportunities for all people to affirm their role and 
rights in society, to a world in which economic progress had slowed or, in many countries, 
had actually been reversed, and in which the number of persons suffering from hunger and 
malnutrition - mainly women and children - had increased. 

It was quite possible that the 1980s would be remembered as "the decade of rude 
awakenings". More change was being forced upon more institutions - whether governments, 
corporations, international organizations or families - than perhaps at any other time in 
recent history. Even the seemingly most secure and stable had been compelled to relinquish 
previously held expectations of invulnerability and to adjust to new realities. Thus most 
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countries, rich and poor, had been forced to make massive alterations in their assumptions, 
and for many, including the United States of America from which he came, farther rude 
awakenings still lay ahead. Particularly unfortunate was the fact that reports from country 
af ter country indicated that women and children had been bearing a disproportionate burden of 
the recession and of the adjustment to it, ranging from the loss of employment and income to 
often particularly severe cut-backs in government support services for mothers and children. 

The cut-backs and adjustments which many countries were undertaking reflected in part 
the severe constraints imposed by the international economic system and in part the manner in 
which countries had reformulated their policies in response to those pressures. "Must we 
starve our children to pay our debts?" was the stark way in which President Nyerere of 
Tanzania had posed the issue, described by the World Health Assembly in May 1986, in less 
dramatic terms, as "... the crisis facing the world economy [which] endangers the chances of 
reaching the goal of health for all by the year 2000". 

The reply to President Nyerere1 s question must be an emphatic "No", even though in 
actual practice it was all too often still "Yes, we must starve our children". UNICEF1s 
experience was that there must be a two-pronged response to the situation. First, the 
importance of social investment for the overall future of a country must be vigorously 
defended, so that the social sectors were not subjected to disproportionate cut-backs, as had 
all too often been the case. In that connection, the Health Assembly had also called upon 
international financial organizations to "... apply criteria of social justice in formulating 
adjustment policies in order to avoid a deterioration in the health of the people". 

He was pleased that there was growing evidence of an international consensus, at least 
in rhetoric, in support of the view that alternatives must be formulated. For example, in 
his address to the Economic and Social Council in July 1986, Mr Jaques de Larosière, the then 
Managing Director of the International Monetary Fund, had stated: "Adjustment that pays 
attention to the health, nutritional and educational requirements of the most vulnerable 
groups is going to protect the human condition better than adjustment that ignores them. 
This means, in turn, that the authorities have to be concerned not only with whether they 
close the fiscal deficit but also with how they do so". 

Of equal if not greater importance, because the power to act lay substantially with 
them, was the need for the social sectors to restructure themselves so as to give priority to 
those programmes that produced the most benefit for the most vulnerable. The opportunity to 
re-order priorities within the health sector was perhaps best illustrated by a statement made 
by Dr Mahbub-ul-Haq, then Pakistani Minister for Finance, Planning and Economic Affairs, at 
the annual meeting of the World Bank and IMF in October 1985, in which he had said: "Must we 
spend a good part of our development budgets to provide facilities for the rich and 
privileged? I discovered from my own experience that it took only the postponement of one 
expensive urban hospital to finance the entire cost of an accelerated immunization and health 
care programme for all our children". 

It was obvious that primary health care assumed even greater importance in such 
circumstances. Ideally, ways should be found to expand primary health care activities even 
in times of retrenchment； a growing number of countries were actually doing so, probably 
finding it politically sound as well. Mention might be made of Indonesia as another 
encouraging example of "adjustment with a human face". Confronted with sharply reduced oil 
revenues, it had had to retrench in health as well as in other sectors, but, by cutting back 
on new hospital construction, it had managed to significantly expand its funding to speed up 
EPI coverage and to provide multipurpose health posts to meet the EPI, CDD, growth 
monitoring, family planning and pre-natal care needs of small children. 

The challenge which now had to be faced was to move from a consensus on principles for 
better adjustment practices to concrete action. The adjustment process must be broadened so 
as to include a minimum lower level for the coverage of basic human needs: the health, 
education and social sectors must be restructured to meet those needs and, from a broader 
standpoint, the economy must be restructured so as to emphasize employment and action which 
resulted in both increased output and more income for the disadvantaged. 
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A further factor that had had a profound impact since the Alma-Ata Conference was the 
growing realization that the economic and technical developments of recent years had vastly 
increased the capacity to communicate, particularly with the world's poor. For example, in 
Egypt, one family in 80 had owned a television set in 1979, whereas now four out of five 
families owned one. Almost every village had a primary school. More generally, thousands of 
farmers1, women1 s and other organizations had come into existence, and since the Alma-Ata 
Conference millions of health auxiliaries had been trained. The international community had 
also developed a new perception of what could be done with programme communication as a 
powerful tool for educating and mobilizing. 

The new capacity could make it possible to use newly developed, improved or rediscovered 
low-cost/high-impact medical techniques and knowledge for accelerating the application of 
primary health care principles. UNICEF had seen in that approach the potential for a Child 
Survival and Development Revolution (CSDR) which could also serve as a tool for the advocacy 
of primary health care in general. The actual medical techniques included immunization 
against six child-killing diseases, oral rehydration therapy, a return to the practice of 
breastfeeding with proper weaning, growth monitoring, female literacy, food supplementation, 
and family spacing. As a result of the combination of the new capacity to communicate and 
the introduction or réintroduction of those practices, the mid-1980s had seen in many 
countries a sharp expansion of the immunization and oral rehydration therapy programme in 
particular. The use of vaccines designed to combat the EPI target diseases had trebled sin"^ 
1983. 

Experience was showing the validity of the the World Health Asembly1s conclusion that 
the intensification of CDD activities - and, he would add, EPI activities - could become an 
entry point for primary health care when consciously programmed to do so. In the spirit of 
Alma-Ata, it was being found that those activities had the effect not only of accelerating 
the measures taken to improve the health of tens of millions of children but also of 
advancing generally the principles of primary health care in four major areas. 

First, one result of CSDR in a growing number of countries had been greater political 
support for public health and child health priorities, which were now receiving greater 
attention from statesmen, decision-makers and opinion-makers, with the side benefit that the 
new political commitment could potentially facilitate multisectoral cooperation for child 
health activities and attract additional funding for them. 

Second, it was being found that the mobiliization of virtually an entire society to 
promote universal child immunization and oral rehydration therapy was possible. Heads of 
State, governors, teachers, the mass media, religious leaders and common citizens played an 
active role, and their participation could subsequently be extended to other primary health 
care priority areas. 

Third, there were strong linkages among the various sectors of society. In several 
countries, success with EPI had led to the establishment or strengthening of primary health 
care structures in areas like education, water supply and sanitation, in support of which 
nongovernmental organizationsэ too, had made valuable contributions. It was being found 
that, through a concerted national effort, the behaviour of parents could be changed so that, 
for example, when a child was dying of diarrhoeal dehydration, parents knew how to give oral 
rehydration therapy, or a mother would breastfeed her child for the proper length of time and 
wean it onto foods of appropriate nutritional value, or parents would insist on their 
children being fully immunized. That type of change in behaviour had far-reaching 
implications for those affected, who not only acquired specific techniques for maintaining 
health and saving other people's lives, but were also stimulated by personal participation in 
community processes which improved their own lives. Change in behaviour was a key element 
for achieving the goal of health for all, and social mobilization a very potent means of 
effecting that change. 

A fourth major outcome had been the unprecedented and growing commitment to 
international cooperation for child health and survival. Active partners now included not 
only WHO, UNICEF, the World Bank and UNDP, as was to be expected, but also major bilateral 
aid agencies, religious organizations, and a wide range of key private organizations such as 
the International Pediatrics Association, the League of Red Cross and Red Crescent Societies, 
and the World Federation of Public Health Associations. 
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As a society organized itself to ensure that the health benefits of the 1980s were made 
available to the entire population, the alliances so formed grew and were strengthened. As 
the networks created were put to use, they not only accelerated the advancement of primary 
health care and of basic services generally, but also became an invaluable foundation for 
progress in a broad range of additional areas of social endeavour, including population 
stabilization and the promotion of the status of women, literacy, nutrition and sanitation. 
Resources for the improvement of health were being multiplied by unleashing the tremendous 
but under-utilized potential implicit in the participation of recipient populations. 

If necessity was the mother of invention, the current economic crisis might be said to 
have given birth to the new potential for social mobilization as a means of reaching the most 
neglected. The severe conditions which the international community was facing could actually 
serve to accelerate the application of the principles developed at Alma-Ata. In short, the 
world was experiencing unique times in terms both of economic hardship and of the possibility 
of significantly improving the lives of masses of poor people. It was therefore especially 
important that WHO and UNICEF, working together, should reaffirm their support for the many 
urgent activities designed to achieve the common goals of health for all and child survival 
and development. 

WHO and UNICEF had a wonderful complementarity. In performing its task of assisting the 
world's children, UNICEF endeavoured to deal with the needs of the whole child, which 
extended to areas beyond health. It worked directly with ministers of planning, ministers of 
education and ministers of social affairs, as well as with ministers of health. WHO, on the 
other hand, was concerned with the health needs of the whole of the world1 s population, 
extending into many realms beyond UNICEF1s areas of concern for the child and its family 
situation. The fact that children and mothers stood at the vital point of intersection 
between the work done by the two organizations served to enhance each organization1 s own 
commitment and resources in a formidable manner. Each, through its experience, provided the 
other with lessons that could be learnt only through working alongside a worthy partner. The 
acceleration of EPI and ORT activities was showing that, with political will and the 
mobilization of social resources, major action to achieve health for all by the year 2000 was 
possible, even in times of financial restraint. UNICEF stood ready to work with WHO to that 
end. 

The CHAIRMAN, speaking on behalf of all members, thanked the Executive Director of 
UNICEF for his vigorous address, which had revealed his deep personal involvement in 
improving the lot of children throughout the world. UNICEF and its Executive Director were 
undoubtedly among the greatest advocates for children everywhere. The Executive Director had 
also reassured the Board of the active role UNICEF played in supporting the strategy for 
health for all by the year 2000. 

He was sure that the six members of the Board, who would be attending the meeting of the 
UNICEF/WHO Joint Committee on Health Policy in a few days time had been particularly 
interested in the statement, and the Committee would be addressing in detail a number of the 
issues mentioned. 

From his own experience in Thailand, he realized how important and helpful it was for 
organizations such as UNICEF and WHO to join forces together with the governments and peoples 
in a continued effort to develop national abilities to improve the health of children and 
mothers. Gratitude should also be expressed for UNICEF*s endeavours in areas other than 
health; in short, its achievements over the 40 years of its existence deserved the warmest 
congratulations. 

Wishing UNICEF a successful future in the common cause of improving the health and 
we11being of the world*s children under its strong and committed leadership, he welcomed the 
assurance given by the Executive Director that UNICEF and WHO would continue to collaborate 
to the maximum possible extent, 

Mr GRANT (Executive Director, United Nations Children's Fund) said that he had observed 
the situation in Thailand over the years, and it had been a heart-warming experience to see 
what it had been possible to achieve in the field of primary health care； the two 
organizations were engaged in what was a truly great endeavour. While there had been many 
disappointments, he was convinced that, over a broad sweep of time, the achievement could 
only be described as remarkable. 
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The DIRECTOR-GENERAL, on behalf of the WHO Secretariat, thanked the Executive Director 
of UNICEF for his visit. As some members of the Board were aware, he himself had a long 
personal history of collaboration with UNICEF dating back to the post-war years, through the 
Scandinavian Red Cross, and in Latin America and India. 

He stressed the basic sincerity which was a fundamental characteristic of both UNICEF 
and WHO. While there might at times be a feeling that they were over-committed, and for that 
reason over-reacting, it seemed to him that that was as it should be in a family; in his 
view, UNICEF and WHO belonged essentially to the United Nations family, rather than to a 
system. In a family, disagreements were virtually always productive, and both organizations 
were fortunate in consistently holding entirely open debates at all levels of operation as to 
how best they could support the developing countries in implementing their own activities and 
in facing up to their own destiny. That was the joint focus of action which they shared. 

The Executive Director's attendance at the present meeting was a symbolic testimony to 
the type of sincerity which never weakened in endeavouring to achieve a better methodology 
for the complementary activity of the two organizations at every level. He believed that 
Member States could to a greater extent rest assured that they would derive ever-increasing 
benefit from their contributions to organizations such as UNICEF and WHO. 

2. PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1988-1989: Item 7 of the Agenda 
(Documents PB/88-89 and EB79/4) (continued) 

PROGRAMME REVIEW: Item 7.2 of the Agenda (continued) 

HEALTH SYSTEM INFRASTRUCTURE (Appropriation Section 2; document PB/88-89, pages 67-104 
(continued) 

Health manpower (programme 5) (continued) 

Consideration of a draft resolution 

The CHAIRMAN drew attention to a draft resolution on the promotion of balanced health 
manpower development, proposed by Dr Quijano and Dr Grech, and reading as follows: 

The Executive Board, 

Having been informed of the conclusions of the Conference on health manpower out of 
balance; conflicts and prospects, sponsored by the Council for International 
Organizations of Medical Sciences (CIOMS) and held in Mexico in September 1986; 

Considering that well-balanced health manpower development is crucial for Member 
States to implement national strategies for health for all; 

Recognizing that the disproportionate growth of highly trained manpower, 
particularly physicians and dentists, in relation to other categories of health 
personnel, and the subsequent under-utilization and unemployment of skilled 
professionals, will hinder the achievement of health for all; 

1. THANKS CIOMS for having organized the conference on this critical issue; 

2. REQUESTS the Director-General to transmit the highlights of the conference,1 
together with the comments of the Executive Board, to the Fortieth World Health Assembly; 

3. RECOMMENDS to the Fortieth World Health Assembly the adoption of the following 
resolution: 

The Fortieth World Health Assembly, 

1 XXth CIOMS Conference on health manpower out of balance: conflicts and prospects, 
Acapulco, Mexico, September 1986. 



Having considered resolution EB79.R". and the highlights of the conference 
sponsored by the Council for International Organizations of Medical Sciences 
(CIOMS) on health manpower out of balance； 

Aware that health manpower development appropriate to people's health needs 
and social and economic circumstances is essential for the attainment for health of 
all； 

Concerned that, while shortage of certain categories of health manpower is 
still a problem in many countries, an increasing number of Member States have an 
over-supply of certain categories of health professionals, leading to their 
under-utilization, unemployment and migration to other countries； 

Recognizing that over-supply of manpower is only one manifestation of health 
manpower imbalances, which include discrepancies between, on the one hand, the 
quality, numbers, types, functions, and distribution of health workers, and, on the 
other, a country1 s needs for their services and its ability to employ, support and 
maintain them； 

Recalling that imbalances in health manpower exist in almost all countries and 
are due to socioeconomic and political factors, and therefore urgent preventive and 
corrective actions are needed at national level in order to cope with current 
economic stringencies and not to retard the attainment of health for all; 

1. THANKS the Government of Mexico, its various agencies, CIOMS and the other 
nongovernmental organizations which co-sponsored the conference for their material 
and technical support； 

2. URGES Member States： 

(1) to undertake, as a matter of priority, the strengthening of their 
national health manpower policies and systems, and ensure that they respond 
fully to the strategies for the achievement of health for all through primary 
health care； 

(2) to develop sufficient relevant information about health manpower, a set 
of reliable and feasible national norms and indicators based on accessible 
data, and nationally appropriate mechanisms to identify and monitor changes； 

(3) to reorient education and training of health manpower to respond fully to 
local needs； 

(4) to ensure that manpower is not only adequately planned for and trained, 
but also skilfully managed to ensure its most effective utilization; 

(5) to employ measures urgently, when actual imbalances occur, to restrict or 
adjust the production of health manpower in order to bring the supply and 
distribution into line with expected future demand for services, bearing in 
mind the country’s ability to support such services； 

3. REQUESTS the Director-General： 

(1) to cooperate with Member States in strengthening their national health 
systems consistent with the strategies for health for all； 

(2) to promote urgent research into the fast-growing problem of health 
manpower imbalances and the exchange between Member States of relevant 
information and indicators concerning such imbalances； 

(3) to intensify efforts to cooperate with all relevant national and 
international agencies to stimulate awareness, promote balanced health 
manpower development, and encourage prompt measures to deal with imbalances 
when they arise. 
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Dr HAPSARA supported the resolution recommended for adoption by the Health Assembly, but 
wished to suggest two minor amendments. He proposed that, in the final preambular paragraph, 
the words "in almost all countries" should be amended to read "in many countries". 
Furthermore, operative paragraph 2 (4) should be amplified by the addition, at the end of 
that sub-paragraph, of the words "including the improvement of career development and 
incentive schemes". 

Sir John REID also supported the draft resolution, but felt that, in respect of the 
final preambular paragraph, the words "a failure of manpower planning and" should be inserted 
before the words "socioeconomic and political factors". 

Professor MENCHACA recalled that the 1986 conference in Mexico had emphasized, among its 
recommendations, the shortage of health personnel in many developing countries. There was no 
specific reference to that point in the draft resolution, nor was there any reference to the 
paradox of the "brain drain" of qualified personnel from the developing to the developed 
countries. It would be desirable, in his view, for the draft resolution to cover both those 
aspects. 

With regard to operative paragraph 2 (5), he considered the words "restrict or" as 
superfluous, since the intent was covered by the word "adjust". 

Dr QUIJANO accepted the amendments submitted by Dr Hapsara and Sir John Reid. With 
regard to the comments made by Professor Menchaca, he pointed out that the conference had not 
in fact adopted any specific recommendations. Regarding the paradox arising out of the 
unduly high production of health personnel, in particular physicians and dentists, as 
compared with inadequacies in the final distribution, he did not think that it would be 
appropriate to mention that within the scope of the present draft resolution, although he did 
not dispute that such a situation existed. 

Professor MENCHACA said that he himself had not attended the conference in Mexico but he 
had been informed by participants of their concern on a number of points. He had also 
consulted the press release issued by WHO on that conference, which had covered the points 
discussed, including the low level of health personnel in poor countries, with health 
resources being concentrated in the most favourable areas. Reference had also been made to 
the "brain drain". In 1972 the developed countries, which had 1 746 000 physicians, had 
gained 118 000 through immigration and lost only 52 000 through emigration, whereas the 
developing countries, with 615 000 physicians, had gained 14 000 through immigration and lost 
67 000 through emigration. The situation was similar in respect of nursing personnel. 

It seemed to him, accordingly, that any discussion on the balanced development of health 
manpower could not ignore the situation existing in the developing countries, and that a 
resolution aiming at promoting balanced health manpower in general should take that factor 
into account. The shortage of medical resources became even more acute when certain 
specializations were considered, and the position was further aggravated by the inadequate 
deployment of health manpower resources in all, or at least the majority of, countries. 

Dr QUIJANO believed that the general point made by Professor Menchaca was in effect 
covered by the fourth preambular paragraph, which read "Recognizing that over-supply of 
manpower is only one manifestation of health manpower imbalances ••• He would not, 
however, press that point. 

Professor MENCHACA considered that the disproportionate over-supply of highly trained 
health personnel in comparison with other categories of health manpower, which meant that 
full use was not always being made of trained personnel, did indeed constitute an obstacle to 
the achievement of health for all. However, there could be no doubt that by far the greatest 
obstacle was the actual shortage of physicians in many developing countries. He would 
therefore request the со-sponsors of the draft resolution to consider reanalysing the draft 
resolution so that a consensus could be reached• 

The DEPUTY DIRECTOR-GENERAL wondered whether it would meet the point if, in operative 
paragraph 2 (5), the words "the production of health manpower" were amplified to read "the 
production and deployment of health manpower". 
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Professor MENCHACA thought that, in order to save time, 
pursue the discussion of the draft resolution further at the 
it at a later opportunity. 

The CHAIRMAN suggested that a working group, made up of 
resolution, together with Dr Hapsara and Professor Menchaca, 
reconciling the various proposals made. 

It was so agreed. 

Disease prevention and control (programme 13; document PB/88-89, pages 195-268) 

Immunization (programme 13.1) 

Dr HAPSARA, referring to paragraph 6 of the programme statement relating to disease 
prevention and control, asked what the prospects were for the new breakthroughs offered by 
recent developments in the fields of molecular biology and biotechnology, mentioned in the 
latter part of that paragraph. 

It was known that, of the six EPI target diseases, measles caused the highest worldwide 
mortality, and he asked what constituted the most difficult constraints in respect of the 
efforts being made. 

Paragraph 18 of the programme statement on immunization indicated that there seemed 
every reason to expect that, simply by reinforcing existing health services, a coverage with 
EPI vaccines of 60% to 70% would be achieved in developing countries by 1990. That might be 
so, but it nevertheless remained to be determined how such a strengthening could be effected 
satisfactorily in all developing countries by 1990; most of them faced problems or 
constraints connected with the lack of political and managerial capability for enhancing 
active community involvement in health activities, health system research and financial 
support. 

Concerning paragraph 19 (3) of the programme statement, he emphasized the need for full 
cooperation by those responsible for EPI in the regions, together with their counterparts, in 
the strengthening of health services based on primary health care. 

Dr FERNANDO said that high coverage of the target groups by EPI vaccines was one of the 
j丄ny goals of the programme by 1990. One difficulty faced by developing countries was the 
maintenance of the cold chain. He asked how effective solar refrigerators were, and whether 
they were suitable for use in the developing countries and in remote areas. He also asked 
for details in respect of kerosene refrigerators, and when more heat-stable vaccines were 
likely to be available for general use? 

Professor MENCHACA said that the programme still deserved priority, since, despite the 
progress accomplished in the majority of regions, a wide range of differences in coverage 
still existed, both between regions and even between countries of the same region. It seemed 
unthinkable that every year millions of children died or were incapacitated as a result of 
diseases that could have been prevented by immunization, and that more rapid progress was not 
being made towards the EPI goal of total coverage for all children throughout the world. 
Should not children clearly be the first to enjoy equal benefits in the health field? 

Linking EPI with primary health care and community action should make it possible to 
effect considerable financial savings. Nevertheless, it was essential that national health 
authorities should aim for the achievement of total and effective coverage, eliminating 
drop-out. 

Support should continue to be given to countries for the establishment and maintenance 
of the cold chain. Mention had been made of difficulties encountered in Africa, which had 
led to some failures in the results of the African Immunization Year. Investments in 
immunization were not only justified by the direct benefit to the child population, but also 
by the subsequent savings they made possible in national health services and in the reduction 
brought about by immunization in the number of handicapped persons, who were a burden on the 

it would be preferable not to 
present stage, but to reconsider 

the sponsors of the draft 
should meet with a view to 
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family and on society. Notwithstanding those considerations, it remained impossible for many 
developing countries to commit themselves without outside support. Consequently, WHO should 
continue to strengthen its collaboration with UNICEF, which was very active not only in 
support of immunization, but also in the promotion of breastfeeding and oral rehydration. 

It might serve as an encouragement to others to point out that Cuba was successfully 
pursuing an immunization campaign with a triple viral vaccine against measles, mumps and 
rubella, with a coverage of over 2 million children. A mass national antirubella vaccination 
programme had been launched for all women of fertile age; the immunization of 
1 200 000 women had begun and would be completed by August 1987. Such developments should 
stimulate further efforts in the knowledge that the requisite action could make it possible 
to achieve the results and goals set. For a single country to fail would be a source of 
distress to the international community as a whole. 

Dr BART (adviser to Dr Young) said that EPI was a model of good management, with 
carefully-established targets at country level, surveillance to monitor change, and 
systematic stimulation of technology in the delivery of a programme which was extraordinarily 
cost-effective. EPI had one of the highest priorities in both developed and developing 
countries. Globally, more than three million children died of vaccine-preventable diseases, 
and yet fewer than 20% of children were fully immunized and drop out rates from the first to 
the third attendance for immunization with diphtheria-pertussis-tetanus (DPT) vaccine were 
unacceptably high. The stated goal of the EPI was to provide immunization for all children 
in the world by 1990. The designation of 1986 as African Immunization Year had certainly 
stimulated the acceleration of programmes in some countries. As indicated in paragraph 12 of 
the programme statement, the problems were more extensive in Africa than in other regions and 
yet the Region planned a 23% decrease in the real budget for EPI. Other regions planned 
similar cuts for 1988-1989: 12% for the South—East Asia Region; 34% for the European 
Region; and 13% for the Eastern Mediterranean Region. He wondered how the 1990 objectives 
would be achieved when, as indicated in paragraph 18, coverage with a third dose of DPT 
vaccine was less than 15% in 16 of the least developed countries that accounted for some 10% 
of developirig-world infants (excluding China). Was it reasonable to consider providing a 
library for the African Regional Office when support for immunization was being cut by nearly 
25%? Consideration should be given to reallocating resources to EPI especially in the 
African Region. 

Professor RAKOTOMANGA said that the proposed budget allocation to EPI was fully 
justified and should perhaps be increased in the future. Although it was a good idea to 
undertake intensive campaigns to immunize the entire population of a country in a short time, 
they required great enthusiasm on the part of the government and the people - enthusiasm that 
had to be maintained. Any decrease in EPI might spell disaster for the future. It was 
essential to ensure a continuity in activities. 

WHO should encourage countries to find ways of becoming more self-reliant so that in 
future they would require less external assistance. It might well take a long time to 
achieve that objective, but a start should be made. 

Mr SONG Yunfu recalled that the six target diseases of EPI were the main causes of 
mortality and morbidity among children and that the Programme was therefore not only highly 
significant but economically most relevant. He endorsed the activities planned for 1988-1989 
and welcomed the statement by the Executive Director of UNICEF. The progress made by WHO and 
UNICEF was, thanks to their close cooperation, very encouraging. 

Paragraph 17 of the programme statement drew attention to activities being undertaken in 
China, where it was hoped to achieve the target of 80% coverage of children by 1990. The 
planned assistance of UNICEF and WHO in achieving such an ambitious goal was greatly 
appreciated. 

Dr GRECH said that EPI continued to be one of the most important of WHO1s programmes, 
deserving of the highest priority. It offered an effective means of achieving a dramatic 
reduction in the incidence of the six target diseases besides acting as an excellent 
stimulant to the development of national health infrastructures, particularly in developing 
countries. The targets were ambitious but they were within reach and were well worth the 
necessary investment. Considerable progress had already been made, but there was no room for 
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complacency, as the reviews by the EPI Global Advisory Group and the Director-General had 
shown. In the light of those reports, greater emphasis should be given to the integration of 
immunization activities with maternal and child health services, to coverage of the 
disadvantaged in urban areas and to the reduction of drop-out rates to ensure better, coverage 
with multidose vaccines. Immunization programmes were eminently suited to evaluation and 
should therefore be monitored at regular intervals so that WHO might always be in a position 
to solicit support from other agencies concerned in the global immunization campaign, 

Dr MARUPING stressed the importance of building up equitable and strong infrastructures 
for the delivery of EPI in order that activities would be continued beyond the current phase 
of acceleration, when the Programme was receiving considerable attention and support. There 
was a lingering concern that activities might not be sustained. 

In Lesotho, coverage of 65% had been achieved by 1986 thanks to the help of WHO and 
UNICEF. However, there was still a long way to go before the 1990 target was achieved. 
Thanks to successful evaluation and monitoring of the Programme, it had proved possible to 
attract considerable assistance from bilateral agencies. 

Dr QUIJANO said that, taking an optimistic view, allocations for the Expanded Programme 
were probably adequate and it should not be forgotten that the area was one that attracted 
considerable extrabudgetary funding. In addition to UNICEF many nongovernmental 
organizations were regularly cooperating in the Programme. 

He hoped that the technology for small solar-powered refrigerators could be developed 
quickly in order to solve cold-chain problems, particularly for those countries with a large 
surface area. 

Dr TOURE (Director, Programme Management, Regional Office for Africa) agreed with 
previous speakers that EPI was an important and fully justified programme. The main problem 
was one of implementation. At the Regional Committee held in Lusaka in 1985 it had been 
decided to designate 1986 as African Immunization Year in order to stimulate the activities 
required to attain the targets set for 1990. There were two aspects to be considered: 
(1) the progress made in implementing the Programme; and (2) the acceleration of activities 
following the designation of African Immunization Year. 

As regards the former, EPI was being implemented in virtually all countries in the 
Region, although in a variety of ways. Some countries were implementing programmes in their 
capital cities which were too costly to extend to the whole country. Others were reinforcing 
vertical programmes that were not integrated with other health services. Some countries had 
appealed to various outside agencies which were running programmes that were often of a 
restricted nature, perhaps limited to an area where they were assured of dramatic success. 
In 22 of the 45 countries of the Region, EPI covered the whole of the country. In 
39 countries immunization activities were integrated with primary health care or maternal and 
child health services, a trend that conformed with the regional health-for-all strategy and 
should therefore be encouraged. The implementation of the Programme had been accelerated 
through a number of approaches, such as, mobile teams and intensive campaigns, and was being 
monitored by means of a series of indicators developed at the global level and modified 
according to national and regional needs. 

Among the vaccines used in the Programme, only the BCG vaccine was produced within the 
region - by two countries - the remainder had to be imported. Programmes covering vaccine 
quality control had not seen much progress because of the substantial financial resources 
required and because of the lack of qualified personnel and technical knowledge, although 
some quality control of locally-produced BCG vaccines was being undertaken, WHO and UNICEF, 
the main providers of vaccines for the region, had jointly established quality control for 
those vaccines. 

As had already been stated, a number of immunization campaigns had failed because of 
lack of attention to the cold-chain. WHO and UNICEF had tried to improve the situation by 
establishing training seminars and providing material assistance. In some cases, although 
the cold-chain existed, there was a lack of fuel or of money to purchase fuel to keep it 
running. There was also a lack of adequate supervision - the logistics often left much to be 
desired. Solar-powered refrigerators were being used in Zaire and that was the subject of an 
evaluation by WHO. 
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As regards the acceleration of EPI, 27 countries had responded to the declaration of 
African Immunization Year by launching accelerated programmes and 21 countries had set up 
national committees. The detailed plans of action needed to implement programmes were in 
preparation in 32 countries. In 26 they had been developed for implementation in the period 
1986-1989. Since the creation of the Programme in 1977, more than 28 000 workers had been 
trained at all levels• In 1985-1986, 33 countries had established evaluation programmes and 
39 countries had undertaken 142 surveys of coverage. In the same period there had been an 
intensification in the production of materials to increase awareness of the programme, using 
the mass media, etc., and African Immunization Year had been the focus for national 
activities in the health field. Initial results for the Year were encouraging with regional 
coverage currently standing at around 40% - it was considerably above that in some countries 
such as Tanzania, Zimbabwe and the Congo. 

Adequate implementation of EPI required large resources. He stressed the importance of 
collaboration and international coordination. In addition to UNICEF, many other 
organizations were collaborating with WHO and their help in the Region was greatly 
appreciated. 

Sir JOHN REID, referring to the question raised by Dr Bart, observed that paragraph 25 
of the programme statement indicated that the provisions at regional and intercountry levels 
had considerably decreased in the African Region because activities were to be coordinated 
and developed with programme 13.13 (Other communicable disease prevention and control 
activities). However, the reduction listed under programme 13.1 amounted to US$ 293 000, 
while the figure listed for programme 13.13 was only US$ 164 000. He requested an 
explanation of the apparent net decrease of US$ 129 000, 

Mr ABI-SALEH said that the Expanded Programme on Immunization had been clearly analysed 
and the activities for 1988-1989 had been well defined. In view of the importance of the 
Programme, he hoped that the appeal for cooperation between ministers of health, 
nongovernmental organizations and other organizations concerned would bear fruit. Welcoming 
the close cooperation between WHO, UNICEF and other organizations and the extrabudgetary 
financing, on which WHO relied so heavily, he pointed out that WHO should continue to play a 
leading role in the Programme, in order to avoid any difficulties regarding responsibility 
for implementation. 

Dr HENDERSON (Director, Expanded Programme on Immunization), responding to Dr Hapsara*s 
intervention, said that although there was enormous potential for the development of new 
vaccines and better ways of using old vaccines, the Programme was not hostage to new 
technology. Present technology was entirely adequate for the targets to be attained and the 
main challenge was to apply tools already in hand. 

Many of the specific constraints affecting the Programme in the African Region mentioned 
by Dr Touré also applied to other regions• In his view, the constraints were not so much 
financial as human, relating to problems of managing, supervising and supporting front-line 
workers and communities in the delivery of services. Dr Hapsara had asked how health 
services were to be strengthened. Because EPI could be evaluated so specifically, the 
demonstration of errors and failures in that programme would indicate how concrete help could 
be provided. A single example might illustrate that point. The sterilization of needles and 
syringes was currently quite inadequate - a concern that would be underlined during the 
discussion on AIDS. It was absolutely essential to correct that deficiency as soon as 
possible• That could be achieved if everyone visiting a health facility observed the 
sterilizing techniques being used and took concrete steps to correct them as necessary. Such 
direct supervision could be applied to many other aspects of EPI and indeed to other 
programmes. An insistence on performance with better supervision and monitoring would bring 
an enormous improvement in the functioning of health services. 

While solar-powered refrigerators would be useful in certain specific situations, it 
should be appreciated that a wholesale switch to their use required an enormous change in the 
entire logistic and management system required for their support. They were expensive and 
the training and support required from the central level were quite different from what was 
needed for current systems. He would be happy to supply Dr Fernando with details regarding 
kerosene-powered refrigerators. Although heat-stable vaccines might become widely available 
in the future, the cold-chain had to be capable of maintaining the most fragile of the 
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vaccines currently available, so that until all vaccines were heat-stable, a good cold-chain 
would be needed• The maintenance of a good cold-chain was dependent on good management, 
i.e., correct and regular ordering, transport and storage of vaccines, rather than simply on 
the means of refrigeration itself. As with all other primary health care programmes, good 
management was the most important aspect of maintaining the cold-chain. 

In answer to Dr Bart and Sir John Reid, he said that he was not in a position to explain 
the decrease in the regional and intercountry allocation to the Programme since that decision 
had been made by the Regional Directors. The fact that EPI had been successful at the 
country level, even though much remained to be done, might have suggested that it would not 
suffer as much as others from a cut in resources. He would stress, however, that money was 
not the main problem; if all the staff in WHO and at country level were more forceful in 
insisting that the Programme1 s goals should be attained, it should be possible to do so with 
the existing resources. 

Dr VAN WEST-CHARLES said he had presumed that given the global objectives there would 
have been some dialogue between the Director of EPI and the Regional Directors before the 
programme budget allocations were decided; he wondered whether that had, in fact, been the 
case. 

Dr NAKAJIMA (Regional Director for the Western Pacific) said that the regional and 
country allocations were relatively low because EPI relied to some extent on global resources 
from headquarters. For example, certain staff costs were borne by the global programme and 
headquarters was recruiting a few associate experts in several countries as well as at the 
regional level. There was a continuous dialogue between headquarters and the Western Pacific 
Regional Office. As far as country allocations were concerned, it was not usual for UNICEF's 
contributions to be recorded under "Other sources"; very close cooperation was enjoyed with 
UNICEF at the country level. It should be appreciated that UNICEF was responsible for 
supplying almost all the vaccines for developing countries in the Region, especially the 
South Pacific island countries. There was continuous evaluation not only of coverage but 
also of the impact of the Programme, together with that of other programmes, such as the 
control of diarrhoeal diseases through oral rehydration therapy. In the Western Pacific 
Region, including China, immunization coverage was about 20%, which corresponded fairly 
closely to primary health care coverage and reflected the difficult geographical and 
heterogeneous nature of the Region. There were several constraints to immunization coverage, 
including the quality of vaccines - there had been some failures with the pertussis vaccine 
in some areas and problems with the cold-chain for the measles vaccine. The cold-chain was 
now generally better organized and used several means including solar- or kerosene-powered 
refrigerators and systems involving portable electric generators which made ice packs； 
efforts had been made to ensure regular and more rapid transport of vaccines. The logistics 
were just as important as the technology itself. He hoped that coverage could be extended 
rapidly, if not to 80%， certainly to 50—60% within a very short period. 

The CHAIRMAN said that there appeared to be a consensus that the Expanded Programme on 
Immunization was of high priority. At the end of the programme review, members would have 
the opportunity to identify activities of high priority that might be considered for 
receiving additional budget support from the Director-GeneralTs Development Programme. 
Members might wish to refer EPI for further consideration at that time. 

The DIRECTOR-GENERAL, in answer to Dr van West-Charles, said that his Introduction to 
the programme budget had addressed some of the problems arising from WHO1s structure which 
made it difficult to ensure good communications within the Organization. However, as 
Dr Nakajima had indicated, there was indeed a dialogue between headquarters and the Regional 
Directors. As Dr Henderson had said, if everyone had the right kind of commitment and 
attitude towards maximizing the use of the resources available, the success of EPI would be 
assured, and if such a commitment could be achieved for all the priorities defined by the 
Health Assembly, any structural constraints could be pushed aside to allow the optimum use of 
resources• Over the years, the Executive Board had tried to encourage such a process, since 
the Organization's major concern was action at the country level. 

Dr Bart had asked a very specific question regarding the substantial decreases in the 
resources allocated to the Programme in the African Region, which had not been answered. He 
wondered whether all those concerned in the Region, including the WHO representatives and 
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those at the Regional Office and the subregional offices had been properly trained and 
attuned to giving adequate priority to the programme and to its successful implementation 
with reduced resources. There was no reason why that should not be possible but it was 
difficult to answer Dr Bart with certainty, particularly in view of the fact that coverage 
was far from satisfactory in many parts of the Region. He hoped that Board members would 
have the opportunity of addressing that question directly to the Regional Director for Africa 
when he was able to attend the Board at a later meeting. 

Dr VAN WEST-CHARLES said that, although he was sure that the behavioural changes 
referred to did in fact exist, he wondered how the structure could be changed in the limited 
time available. 

The DIRECTOR-GENERAL replied that he would not re-open the issues raised in his 
Introduction to the programme budget because the fundamental surgery had been performed by 
the Board and the Assembly in the past in order to enable WHO'S very complex regional 
structure to function reasonably well within those constraints. Tremendous progress had been 
made, although the Organization was indeed engaged in a race against time. In any case, WHO 
must realize that many of the activities that could have been well justified under normal 
circumstances might not be so at present； nevertheless, he thought that WHO could count on 
the Board1s support and its monitoring of activities as originally discussed at the regional 
committee or country level. It would therefore seem that the chemistry was gradually being 
improved, although it would of course be desirable to catalyze that chemistry even further, 
so that attitudinal changes could come about even more quickly. Significant advances had 
been made over the past two years, and he was sure that if the Board really wanted to 
understand how to get the best out of WHO, it would exert on the Secretariat, on the 
different structures of the Organization and oil Member States the pressure that would 
increasingly lead to the attitudinal changes that had been manifesting themselves recently. 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean), referring to one of the 
issues raised during the debate, said that, in his Region at least, an excellent dialogue 
existed between headquarters and the Regional Office, which understood each otherfs positions 
quite well. The Regional Office received support from headquarters on technical as well as 
financial matters and enjoyed very good relations with UNICEF and with other agencies and 
organizations. He further believed that most Member States had taken disease prevention and 
control as a top priority, so that he was not really worried about the decrease in the amount 
of funds for the programme. 

Dr Sung Woo LEE pointed out that the regular budget estimates for disease prevention and 
control showed a 5.08% real decrease in comparison with 1986-87, amounting to some 
US¿ A 292 000. Programme 13.13 (Other communicable disease prevention and control 
activities) showed an increase of US$ 2 950 000, which might be accounted as an additional 
"loss" to the remainder of the programme. On the other hand, the importance of preventing 
and controlling, for example, diarrhoeal and parasitic diseases in the developing countries, 
particularly in the tropical belt, was amply substantiated in paragraph 3 of the programme 
statement. He therefore considered that some readjustment of the allocations within the 
proposed programme was called for. 

Disease vector control (programme 13.2) 

Professor MENCHACA stressed the need to promote action to stimulate and support the 
coordination of programmes between neighbouring countries, in order to increase the potential 
of vector control measures. It would indeed be irrational to neglect international 
cooperation and to seek to limit the campaign for combating disease vectors to certain 
countries and to exclude their neighbours. WHO should therefore continue to coordinate the 
regional and intercountry efforts by applying integrated vector control systems, including 
environmental sanitation activities. 

Malaria (programme 13.3) 

Dr FERNANDO said that malaria was currently a real problem in most developing countries, 
which were now not even thinking of eradicating the disease, but were wondering how they 
could control it. While most malaria control programmes tended to be vertical, the necessary 
impetus could not be brought to them unless the cooperation of the general health services 
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and other sectors was ensured. The resistance of householders to spraying was increasing in 
several countries, and failures in drug compliance - to the extent of stopping the drugs 
immediately the fever went down - were also rampant. In addition, the avoidance of the use 
of primaquine for subjects potentially deficient in glucose-6-phosphate dehydrogenase caused 
a lot of problems for the programme. The resistance of vectors to insecticides and of 
parasites to drugs was also increasing, resulting in the need to use more expensive and 
sophisticated insecticides and drugs which developing countries could hardly afford. Those 
countries regarded the vaccines that were under experimental production as a ray of hope, and 
he asked whether the Secretariat could provide information on when a such a breakthrough was 
likely to occur, when the vaccines would be available for use, and whether, with the 
infrastructure and resources available in the developing countries, malaria could be 
controlled or eradicated by the use of vaccines. 

Dr QUIJANO said he was pleased to see that in the Region of the Americas the regular 
budget allocation had been more than doubled for regional and intercountry activities. In 
his opinion, an important task of WHO was to emphasize the training of medical entomologists 
for the necessary research, since they were in short supply in most countries. 

Dr NAJERA-MORRONDO (Director, Malaria Action Programme) said he shared Dr Fernando1s 
concern about the increasing problems of malaria control. At the recently held meeting of 
the Expert Committee on Malaria, it had been stressed that the problem lay not so much in the á 
availability of technologies but in how to convey them to the periphery; that entailed the ‘ 
need for considerable reorganization and shifting of responsibilities between existing 
malaria programmes and the health services, in order to arrive at an integrated development 
of the infrastructure in close interaction with malaria specialists who should provide 
technical guidance for improved performance in malaria control. That should eventually lead 
to better management of malarial disease and a selected and improved control of transmission 
whenever that was necessary. There were indeed great hopes for the development of a malaria 
vaccine but it was not yet possible to set a date for its availability. The role that a 
vaccine would play in malaria control would depend very much on its characteristics. The 
malaria action programme was trying to prepare for the speedier development of the field 
research that would be needed to identify the potential of vaccines as they emerged from the 
research programme. It had also collaborated with agencies supporting vaccine research and, 
in collaboration with the tropical disease research programme, had prepared guidelines for 
the field testing of vaccines. Finally, he agreed with Dr Quijano concerning the enormous 
need for training medical entomologists； that was one of the areas in which training would 
have to be strengthened in collaboration with the vector biology and control programme, and 
great efforts were being made to support and coordinate institutions and resources that could 
contribute to the training of medical entomologists. 

Parasitic diseases (programme 13.4) 

Dr BELLA said he had noted with great concern the reduction in the programme for 
combating parasitic diseases； with a real decrease of over 31% of the budget, that programme 
seemed to be among the WHO activities most seriously affected. Moreover, it would be seen 
from page 301 of the programme budget document that the reduction in the programme for Africa 
was over 75%, although it was well known that parasitic diseases presented a real public 
health problem in the Region. For that reason, WHO had developed valid strategies for 
onchocerciasis, schistosomiasis, trypanosomiasis and a number of other parasitic diseases, 
and in 1983 the Health Assembly had adopted a resolution calling for the launching of a 
primary health care programme to combat African human trypanosomiasis. In that connection, 
he wished to have some information on the situation regarding the extrabudgetary funds 
provided for the programme for combating trypanosomiasis, a parasitic disease with respect to 
which WHO was on the point of achieving one of its most striking victories in certain parts 
of Africa. He appealed to the Director-General and the Board to take steps to ensure that 
WHO1s campaign against parasitic diseases in Africa should not be abandoned so soon. 

Dr DIALLO said that parasitic diseases still presented a major public health problem in 
the developing countries. Although his own country had benefited from the extension of the 
excellent onchocerciasis control programme, there was cause for concern at the large decrease 
in the resources allocated for the control of other parasitic diseases, particularly 
trypanosomiasis. The situation should be reviewed, since some African countries - including 
his own - needed national programmes for screening and monitoring trypanosomiasis, owing to 
the recrudescence of that serious disease. 
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Dr KOINANGE, referring to the statement in paragraph 24 to the effect that the marked 
decrease in allocations was the result of growing self-sufficiency in many countries, said he 
doubted whether that was a valid reason for decreasing the budget provision. 

Dr YOUNG said he would be interested to know more about the strategy behind the whole 
campaign against parasitic diseases and the reasons for the marked decrease in allocations, 
particularly for the African Region. 

Dr DAVIS (Director, Parasitic Diseases Programme) said he could only express his total 
agreement with Dr Bella, Dr Diallo and Dr Koinange with regard to the reduction of the budget 
for parasitic diseases. He further shared Dr Koinange1 s suspicion that the decrease might 
not be due to growing self-sufficiency at the country level. He himself was unaware of the 
reasons for the reduction, but in reply to Dr Young he wished to state that the general 
strategy for dealing with parasitic diseases was a marriage between the technology for the 
treatment of schistomiasis, intestinal parasites, onchocerciasis and so forth that was either 
available or anticipated over the next two or three years, together with screening for 
trypanosomiasis, with a delivery system to be based on primary health care. That concept was 
now in its infancy but was being extended and expanded in many countries and regions, and it 
was hoped at least to diminish morbidity by that method - for WHO did not really believe in 
the concept of total eradication of most of the diseases, but was developing the tools to 
contain thenu 

Dr DE RAADT (Trypanosomiases and Leishmaniases), replying to Dr Bella1s question 
concerning the funding of the trypanosomiasis control programme listed on page 458 under 
project number PDP 306, said that difficulties had been experienced in funding the programme 
at the international level, in contrast to funding at the national level, where the main 
expenditure and responsibilities lay. After four years of functioning at an expenditure rate 
of some US$ 340 000 to perform WHO’s task of stimulating programme activities, conducting 
training and ensuring technical follow-up, it was most disturbing to note that the 
extrabudgetary funds which had been the programme1 s main resource were now very hard to 
obtain. If the situation did not improve, he was afraid that in a few weeks or months the 
pace of the programme would have to be slowed down considerably. 

Tropical disease research (programme 13.5) 

There were no comments• 

Diarrhoeal diseases (programme 13.6) 

The CHAIRMAN drew attention to document EB79/11 and to the draft resolution at the end 
of that document• Dr Bart had proposed a revised version of that draft resolution, reading 
as follows: 

The Executive Board, 

Having examined the Director-General's report on the Diarrhoeal Diseases Control 
Programme； 

Recommends to the Fortieth World Health Assembly the adoption of the following 
resolution: 

The Fortieth World Health Assembly, 

Recalling resolutions WHA31.44 and WHA35.22; 

Having considered the Director-General1 s report on the Diarrhoeal Diseases 
Control Programme； 

1 Document EB79/11. 
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Having been informed (a) that, by 1985, 104 countries (83% of the 125 target 
countries) have national diarrhoeal diseases control programmes, (b) that access to 
oral rehydration salts has increased from 4% in 1982 to almost 33% in 1984, 
(c) that annual production of oral rehydration salts has risen from 60 million to 
270 million one-litre equivalent packets, (d) that more than 40 countries have 
conducted an evaluation of their progress in diarrhoeal diseases control programmes 
and (e) that the use of oral rehydration therapy may have prevented up to 
350 000 diarrhoea deaths in 1984, the last year for which data are available; 

1. EXPRESSES ITS SATISFACTION with the progress made in the implementation of 
national diarrhoeal diseases control programmes and in research to develop new 
approaches and tools for control; 

2. EXTENDS ITS APPRECIATION to the United Nations Children's Fund, the United 
Nations Development Programme, the World Bank, and other international, bilateral 
and nongovernmental agencies, for their continued collaboration in and support to 
the Programme； 

3. URGES Member States to intensify their diarrhoeal diseases control activities 
as a global priority for achieving health for all by the year 2000 and as an entry 
point for primary health care, giving special attention to activities that can have 
an immediate impact oil childhood mortality, while at the same time implementing 
interventions that can reduce diarrhoea morbidity; 

4V AFFIRMS that the establishment of an effective diarrhoeal diseases control 
programme is the best means of ensuring the recognition and control of epidemics of 
cholera; 

5. URGES RECOGNITION that an effective diarrhoeal diseases control programme must 
include careful planning, adequate health manpower training, effective 
communication and social marketing, adequate production and distribution of oral 
rehydration salts, and appropriate supervision, monitoring, evaluation and research; 

6. REAFFIRMS that oral rehydration therapy should consist of the administration 
of oral fluid, appropriate feeding during and after diarrhoea and referral when 
necessary, and that for the prevention of diarrhoeal diseases it is necessary for 
programmes also to stress improved nutrition, the use of safe water, good personal 
and domestic hygiene, and immunization, especially against measles； 

7. EMPHASIZES the need for continued adequate financial support to enable the 
Programme to carry out its planned activities and achieve its objectives； 

8. REQUESTS the Director-General: 

(1) to increase collaboration with Member States in strengthening national 
control programmes, especially through activities in training and evaluation; 

(2) to continue to support biomedical and health services research relevant 
to diarrhoeal diseases control; 

(3) to maintain close collaboration with the United Nations Children1s Fund, 
the United Nations Development Programme, the World Bank, bilateral and other 
agencies in carrying out Programme activities; 

(4) to make efforts to attract the necessary extrabudgetary resources to meet 
the requirements of the Programme； 

(5) to keep Member States, the Executive Board and the Health Assembly 
informed of the progress made in the implementation of the Diarrhoeal Diseases 
Control Programme. 
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Dr HAPSARA spoke appreciatively of the significant efforts already made towards 
diarrhoeal diseases control. He would suggest, however, that the main problem of the 
Programme was not lack of community participation, but rather the low willingness of health 
staff to use oral rehydration therapy; medical education curricula should therefore be 
improved with a view to enhancing education and training in that type of treatment. Finally, 
he supported the draft resolution in document EB79/11, but considered that in operative 
paragraph 3 stress should be laid on the important role of nongovernmental organizations and 
on intersectoral collaboration. 

Dr VAN WEST-CHARLES agreed with Dr Hapsara that the Diarrhoeal Diseases Control 
Programme was of the utmost importance, as the relevant morbidity and mortality statistics 
clearly showed. He was sure that there had been a decrease in hospital admissions since the 
introduction of oral rehydration therapy； what was less sure was whether the morbidity 
statistics had decreased - although mortality and institutional costs might have declined. 
As regards education, he agreed that health professionals needed to be reoriented, but 
thought that the approach to what was a perhaps deceptively simple method of therapy needed 
in-depth explanation to both health professionals and the community: it must be borne in 
mind that mothers had become familiar with the "magical" therapy of kaomycin. The time 
factor was a relevant aspect of the new approach. In the areas where the problems occurred, 
both water and soap were in short supply, and consideration must be given to maternal 
psychology in presenting the Programme: the physiological beliefits to the child must be 
explained. Education relating to the other aspects of the programme, such as basic hygiene, 
the washing of diapers and so forth, needed to be strengthened, for unless that was done and 
the reasons provided, the disease cycle could not be broken. He asked whether there were any 
cases where a government carrying out the programme had invested in water pumps for the 
communities concerned. The total success of the Programme must not be measured solely by a 
reduction of morbidity and mortality figures, but also by the increase in the provision of 
potable water. Research was welcome, but he wondered whether the investments in a total of 
362 research projects in 78 countries, mentioned in paragraph 10 of the programme statement, 
were really cost-effective or beneficial and whether research should not be more 
centralized. Paragraph 2.3 of document EB79/11 set out three main priority strategies for 
the Programme - improve nutrition, use of safe water and good personal hygiene for food 
safety. In measuring total success, the gauge should be not merely a statistical decline due 
to the use of oral rehydration therapy, but successful investment in the provision of water 
and better nutrition. 

Professor MENCHACA said that WHO should continue to give support to national programmes, 
with special emphasis oil the evaluation of results. Research into the part played by 
contaminated foodstuffs as one of the most widespread causes of diarrhoea in children was 
called for. Appropriate stress should also be laid on the establishment of scientific 
working groups at the regional level, promoting the multisectoral approach to research, 
giving support to national programmes, identifying problems constituting obstacles to the 
development of the programme and giving priority to the evaluation of the results. 

He fully supported Dr Bart's proposed revised draft resolution but wished to suggest a 
few minor amendments. Firstly, the words "as an entry point for" in the second line of 
paragraph 3 might be replaced by "as part of". Secondly, the wording of paragraph 5 might be 
changed to convey the meaning that careful planning, adequate health manpower training and so 
forth would lead to an effective diarrhoeal diseases control programme. Finally, in 
paragraph 6, the phrase concerning the prevention of diarrhoeal diseases should precede that 
referring to oral rehydration therapy, to emphasize that prevention was more important than 
the cure. 

Dr BART (adviser to Dr Young) applauded the efforts being made in the critical child 
survival programme. Experience had confirmed that oral rehydration therapy (ORT) could 
dramatically reduce mortality, promote child growth and sound nutrition, lessen morbidity, 
reduce hospitalization attendance and cost, and minimize the indiscriminate use of 
ineffective or harmful drugs. 

Many changes had been seen in the past few years leading to a better understanding of 
effective ORT - that it went beyond the treatment and prevention of dehydration to include 
continued feeding and referral to health centres for more severe cases. There was also a 
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better realization that diarrhoeal diseases control programmes must address the effective use 
of ORS through training, especially of physicians and other members of the primary health 
care delivery system, who had often been obstructive in the implementation of the desperately 
important programme. 

Other areas which needed to be addressed were management, supervision, monitoring supply 
and distribution, demand creation and sustainability. Prevention measures such as 
breastfeeding, personal hygiene and sanitation, nutrition and immunization against such 
diseases as measles were all key elements and complementary parts of the primary health care 
system. ORT required both an effective health system with adequate infrastructure and active 
participation by family members in order to succeed. ORT programmes could help to identify 
deficiencies in the primary health care system and could be a mechanism through which changes 
might be initiated. Thus, support for ORT could be an effective means of building a health 
infrastructure and supporting primary health care. 

In view of the interest in diarrhoeal diseases control expressed at the Thirty-ninth 
World Health Assembly, and in order to gain full recognition of the progress made and to 
support continued diarrhoeal diseases control efforts, he had proposed a revision of the 
draft resolution contained in document EB79/11. Dr Hapsara1s suggested amendment to 
paragraph 3 would be useful. His own version was based on the progress noted in the 
Director-General* s report and on the information recently shared at the Second International 
Conference on Oral Rehydration Therapy. He believed the adoption of the text would ‘ 
constitute an important additional incentive to a well-managed and aggressive programme. 

Mr SONG Yunfu noted the progress made in diarrhoeal diseases control and endorsed the 
activities proposed for 1988-1989. 

Document EB79/11, paragraph 2.1 referred to the use of antibiotics for treating cholera 
and shigella dysentery. He wondered whether mention should not also be made of the need to 
avoid bacterial infections during the use of antibiotics and of their possible abuse or 
misuse. 

In paragraph 2.8 of the same document, concerning oral rehydration, he was glad to see 
that by the end of 1985, 42 developing countries were producing ORS and, of those, 10 had 
achieved self-sufficiency. Information on the subject should be distributed more widely and 
the products should be made more attractive so as to be more readily accepted by mothers and 
children: perhaps that idea could be reflected in the draft resolution. 

Concerning paragraphs 2.10 to 2.14, covering evaluation, he said that WHO cooperation 
with Member States was important for achieving a better evaluation of the problem and 
assessing the progress made in national programmes. Exchanges in evaluation might be 
established at the country level. 

Dr DE SOUZA (alternate to Mr McKay) noted the statement in paragraph 9 of the situation 
analysis that in 1984, for children in developing countries below the age of five, access to 
ORS had been at least 33%, while coverage by ORT had been 12%. That information accorded 
with his own observations in one African country which he had visited during the past year, 
where he had found that ORS was held mainly at pharmacy level and not in the villages, i.e., 
that it was being treated as an essential drug and not getting to the places where it was 
needed. He would therefore stress the importance of the training of programme managers, 
referred to in paragraph 7 of the situation analysis, which needed to be improved especially 
at the country level. 

Noting with satisfaction the reallocation in the budget of resources from the regional 
and intercountry levels to the country level, he requested information about the distribution 
of those funds between the health services component and the research component at the 
regional and intercountry levels and also for a breakdown of the preventive vs curative 
interventions levels. 
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In document EB79/11, paragraph 2.5, he rioted that managerial and technical training were 
considered priority areas. However, the participants undertaking the supervisory skills and 
training courses had not been very highly representative of the countries identified for 
targeting in the development of their diarrhoeal diseases control programmes. Increased 
efforts in promoting the training of personnel from high priority countries were therefore 
called for. 

It was clear that, globally, access of populations to providers of ORS trained in their 
use was progressively increasing but in Africa, the region of highest diaarhoeal morbidity 
and mortality, the lowest access was reported. To improve that situation the direction of 
efforts and resources to Africa must be increased. 

Although the global minimum rate of access to ORS providers in the population of 
developing countries had been 33% in 1984, the estimated proportion of children below five 
years of age treated with ORS had been 8%, and if estimates for treatment with sugar-salt 
solution were included it was 12% - those figures excluding China. Since, therefore, the 
usage rate was significantly lower than the rate of access to an ORS provider, further 
operational research was required to identify constraints and to assess alternative 
interventions. Greater emphasis should be placed on the elucidation of traditional 
practices, knowledge and beliefs with regard to the etiology and management of diarrhoeal 
diseases, comparison of the effectiveness, including cost-effectiveness, and user acceptance 
of alternative interventions and assessment of the adequacy of national programmes in 
providing training for health workers and delivery of ORS supplies to the populations. 

Sir John REID said that the points he had intended to make had already been covered by 
previous speakers. He was especially interested in the question of the effective application 
of ORT and would suggest a small amendment to the draft resolution at the appropriate moment. 

Dr MARUPING welcomed the Diarrhoeal Diseases Control Programme, but pointed out that 
available information on its impact did not yet show much change in morbidity patterns, 
particularly where children under the age of five were concerned. 

In Lesotho, as a result of activities undertaken in February 1986, the programme had 
seen increasing acceptance and expansion. In the national referral hospital, it had been 
found that the greatest obstacle to success had been lack of training of the health personnel 
themselves and so the programme had started with such training. Then a unit had been 
established where children with diarrhoea, instead of having to wait for an initial 
consultation - during which time lives were unfortunately lost - were able to enter the unit 
at once. By August 1986, 1275 children under the age of five had passed through the unit 
where they had been assessed; treatment plans had been assigned to them on the basis of the 
WHO/UNICEF protocol. As a result, there had been 45 admissions out of the 1275 patients 
seen, and only two deaths: that constituted a significant improvement. 

The next step had been to disseminate the idea more widely through the country and, in 
the period under consideration, seven of the 18 general hospitals had instituted such units. 
The amazing result had been that during the peak season for diarrhoea, a number of hospital 
beds had remained empty. 

Two main areas, therefore, where programme support was required was the continued 
training of health staff and expansion of the DDC programme integrated with maternal and 
child health and using the primary health care infrastructure. Although she had spoken of 
Lesotho, a number of countries in the subregion were acting on the same lines and there was a 
considerable exchange of information on the subject. 

Dr FERNANDO said that, in keeping with the concepts and philosophy of primary health 
care, WHO should continue to encourage the use of home-based fluids in addition to ORS. In 
the South-East Asia Region, rice conjee, or gruel, had been used for that purpose for 
centuries. Unfortunately, the propaganda for ORS seemed to have been so effective that 
people appeared to believed that it should constitute the first line of treatment. 
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Mechanisms for closer cooperation between different agencies at country level should be 
strengthened, along the lines of the joint programme planning and monitoring activities 
carried out by WHO and UNICEF. 

He inquired whether hyperatraemia was so common, as many doctors feared, as to require 
particular care. He also inquired whether there were any advantages in the rice-based ORS 
used in Bangladesh as compared with the traditional ORS. He agreed that ORS should not be 
classified as a phamaceutical product but should be available in the villages for 
over-the-counter sale. 

Dr DE SOUZA (alternate to Mr McKay) suggested that greater stress should be placed in 
the resolution on prevention as well as control. 

The CHAIRMAN, in response to a suggestion by Dr Bart (adviser to Dr Young) that a small 
drafting group be set up to prepare a compromise text, suggested that it might be composed of 
those who had proposed amendments, namely: Dr Hapsara, Professor Menchaca, Sir John Reid, 
Dr Fernando and Dr de Souza, in addition to Dr Bart. 

It was so agreed. 

Dr MERSON (Diarrhoeal Diseases Control), responding to the debate, expressed 
appreciation of the comments made. 

In the Programme, it had been agreed to now give greater emphasis to reduction of 
morbidity in national programmes. The earlier emphasis on mortality had been undertaken on 
the advice of the ProgrammeT s Technical Advisory Group and with the knowledge that the tools 
were available which could have a rapid impact on diarrhoeal diseases mortality and 
associated malnutrition in children in many countries. The Programme was now committed to 
the reduction of morbidity and new training materials had been produced in which the 
strategies outlined in the documentation were contained. In addition, a scientific working 
group had been established at headquarters on epidemiology and disease prevention and was 
examining the most cost-effective ways of implementing the strategies• 

Many Board members had pointed to the problem of the resistance of physicians to the 
proper case management of diarrhoeal diseases. The Secretariat was aware of the problem and 
a number of initiatives were under way which it was hoped will lead to an improvement. They 
included development of a learning package for medical schools, focusing on departments of 
paediatrics and community medicine, seminars aimed at changing the curricula of nursing 
schools and a manual for pharmacists prepared in cooperation with the International 
Phamaceutical Federation. Efforts were also being made to promote the use of ORT in proper 
case management in developed countries, since many physicians from developing countries 
received their postgraduate training in those countries. 

Dr de Souza had raised the question of whether ORS should be classified as an essential 
drug. After discussion with the pharmaceutical unit it had been felt that it was best for 
quality control to maintain ORS as a drug, but that it should be allowed to be as widely 
available as possible, e.g. as an over-the-counter drug. That approach was being adopted in 
most countries. 

As regards the budget, about 60% of the resources were allocated to the health services 
component, and about 40% to the research component. At the country level, about 90% of the 
resources were allocated to the services component. At present, the greater part of the 
resources was being spent on the case management strategy, but it was envisaged that over the 
next few years more resources would be invested in morbidity reduction activities. In the 
African Region the 1986-1987 budget had been US$ 2.1 million and it was projected that in the 
1988-1989 biennium it would be at least ÜS¿ 2.7 million. 

The Secretariat had been following the question of the difference between access rates 
and use rates for ORT and had initiated a number of activities which it was hoped would lead 
to increased use of ORT, both home solutions and ORS. They included revision of the 
managerial training courses, production of a guide for diarrhoeal training units such as the 
one Dr Maruping had described, a manual on communication support for CDD programmes and 
guidelines for the selection of home solutions. Emphasis on supervision and monitoring at 
country levels was being continued. 
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He assured Dr Fernando that hyperatraemia was not a problem of ORT. It had been shown 
that even children with hyperatraemic dehydration were best treated by ORS and not by the 
intravenous method. In initial studies, the rice-based solution appeared to reduce 
diarrhoeal loss compared with the standard ORS, but further studies were needed. There was 
also the problem that such a solution fermented very rapidly and therefore had to be prepared 
frequently. Moreover, its efficacy in young infants had not been established. 

Acute respiratory infections (programme 13.7) 

There were no comments. 

Tuberculosis (programme 13.8) 

Professor FORGACS commented first on paragraph 3 of the situation analysis. He pointed 
out that ±n the industrialized countries there was indeed a decrease in the incidence of 
tuberculosis, but a relatively increased incidence among those whose lifestyle was generally 
harmful or who had psychosocial problems. Those groups, therefore, should be target groups 
for prevention and screening. 

In paragraph 8, two studies, in Togo and in Thailand, were mentioned, where evidence had 
been found that BCG vaccination prevented haematogenous dissemination rather than infection. 

I According to the Hungarian experience, BCG prevented infection rather than dissemination. 
Study of the factors responsible for that difference would be useful in highlighting the role 
of secondary factors influencing the effect of BCG vaccination. 

Dr VAN WEST-CHARLES said that the use of BCG immunization at birth was 
well-established. At one time revaccination at 10 to 11 years of age had been advocated, but 
he saw no reference to it in the document; he inquired whether it was still recommended or 
whether initial vaccination at birth was sufficient to protect the child into adulthood. 

Dr PIO (Communicable Diseases) said that he had noted Professor Forgács' comment oil the 
problem of tuberculosis in special groups in industrialized countries. 

It was clear that BCG did not prevent infection - or the implantation of the bacilli in 
the body - but prevented the consequences. 

There had been no controlled trials demonstrating the efficacy of revaccination, but the 
efficacy of primary vaccination was known to last for 10 to 15 years• There had been a 
general recommendation to give revaccination during school age, either at school entrance or 
at school leaving, and, in general, in the developing countries it was preferred at school 
entrance when higher coverage was more likely. After the results of the South Indian trial 
on BCG, in which vaccination of children between 10 and 14 years of age did not show 
protection, it was not now known what to recommend as regards revaccination in tropical 
areas. Two countries, India and Indonesia, had decided to cease vaccination at school age 
and to concentrate their efforts on BCG vaccination on infants, in whom it was sure that good 
protection would be achieved. 

The meeting rose at 12h30. 


