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TWELFTH MEETING 

Monday. 16 January 1989. at 9h00 

Chairman: DR M. QUIJANO NAREZO 

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1990-1991: Item 6 of the Agenda 
(Documents PB/90-91 and EB83/5) (continued) 

REPORTS OF THE REGIONAL DIRECTORS ON SIGNIFICANT REGIONAL DEVELOPMENTS, INCLUDING 
REGIONAL COMMITTEE MATTERS : Item 7 of the Agenda (Documents EB83/16 Rev.l, EB83/17, 
EB83/19, EB83/20 and EB83/21) (continued) 

PROGRAMME REVIEW: Item 6.2 of the Agenda (Documents EB83/3, EB83/4, EB83/6, EB83/7, 
EB83/8, EB83/9, EB83/10, EB83/11, EB83/12, EB83/13, EB83/14, EB83/INF.DOC/2, 
EB83/INF.DOC/3 and EB83/INF.DOC/6) (continued) 

HEALTH SCIENCE AND TECHNOLOGY - DISEASE PREVENTION AND CONTROL (Appropriation section 4) 
(continued) 

Disease prevention and control (Programme 13) (continued) 

Programmes 13.1 to 13.5 (Document PB/90-91, pages 266-293) (continued) 

Professor FIGUEIRA SANTOS said that with regard to immunization (programme 13.1), 
WHO had remarkable accomplishments to its credit: the promotion of immunization with the 
help of public information material； guidance to countries on the basis of studies； 
assistance in the quality control of vaccines in their manufacture. Two major problems 
remained however, responsibility for whose solution lay primarily with countries 
themselves. The first was that of taking the vaccine to the child or vice versa, 
stemming from serious transport and communication difficulties in countries with large 
populations or with smaller groups in remote areas. Such logistical difficulties brought 
a cold-chain equipment problem in their train. 

The creation of the best possible conditions for clinical and laboratory diagnosis 
in cases where the immunization programme might not have been completely successful was 
also a matter of concern, especially in relation to mass campaigns which remained one of 
the necessary tools for promoting immunization until such time as the adequate 
infras truc ture was established in some countries. 

In the context of the difficulties he had outlined, the simplest possible procedure 
for administering vaccines remained a fundamental objective. Ideally, that would mean a 
single, oral dose, providing long-term protection. That, however, was still not the case 
for most vaccines in use, so that the question of developing technology continued to be 
very important. It was consequently reassuring to note that provision had been made in 
the proposed programme for improving existing vaccines and the technology for their 
manufacture. 

Similar problems also existed in connection with malaria. While WHO'S antimalaria 
programmes had proved very successful in the past, with advances both in vector control 
and the development of new drugs, there were many places where the former was an 
extremely difficult task, for instance in areas where large-scale migration had led to 
increased population exposure. That was compounded by the increasing resistance of 
patients to the drugs administered. So far the many hundreds of drugs under test had 
yielded poor results, and he hoped that trials of new drugs might be speeded up. Full 
use and further development of the latest technologies constituted the key to progress in 
the two programmes he had mentioned. 

Dr SHIMAO, commending the progress made in the Expanded Programme on Immunization 
(EPI) in recent years, said that to reflect its continued support, Japan would make an 
extrabudgetary contribution to the poliomyelitis eradication programme, particularly in 
the Western Pacific Region, and would strengthen research activities to improve the 
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vaccines required by the Programme. In that connection, he understood that a more 
heat-stable BCG vaccine than those currently available was being developed. 

Nothwithstanding the progress obviously made, it remained necessary to monitor not 
only the coverage of EPI but also its impact of EPI from the epidemiological standpoint； 
to that end, a system for both disease and programme surveillance should be established 
for EPI target diseases. In that connection, he expressed support for the draft 
resolution in document EB83/4, with the addition proposed by Dr Bart. 

Professor GIRARD unreservedly endorsed the draft resolution on the eradication of 
poliomyelitis, adding that more information should be provided both to professionals and 
to the general public and reviewed periodically on the basis of feedback. He concurred 
with Dr Bart on the budgetary difficulties which could be foreseen, and suggested that 
the coordination of bilateral and multilateral action was perhaps one of the keys to 
success. 

While the development of antimalarial research must be pursued, particular 
importance should be attached to the question of capacity for action at the local level, 
whether within the primary health care or other frameworks. In many places, it was quite 
possible to introduce appropriate, effective control programmes, but there was sometimes 
a lack of political will, organizational capacity and, in particular, trained personnel. 
For that reason he drew attention to the importance of the central core of appropriately 
trained individuals referred to in paragraph 27 of the programme statement on malaria in 
document PB/90-91. 

Those comments applied also to parasitic diseases (programme 13.4), and he shared 
the views of previous speakers concerning the burden which they imposed on health 
services. There too, he feared that operational activities might not match the research 
effort, whereas the two elements were in fact inseparable. 

It now appeared possible to implement effective strategies against Chagas‘ disease 
and leishmaniases, and he was consequently gratified to note that the Secretariat had 
reaffirmed the need to promote the development of those programme components. Practical 
measures were called for at all levels to coordinate that action and intensify it, and to 
speed up the transfer of new knowledge. He advocated the appointment of a coordinator at 
headquarters to examine the leishmaniases and Chagas‘ disease control programmes and 
determine the balance that should be struck between research and action-oriented 
elements. 

Dr KLIVAROVA (alternate to Professor Prokopec), praising the Expanded Programme on 
Immunization, asked whether the goal of 80% global immunization coverage within the next 
two years was realistic. In her view, given past performance, it was； but the final 
answer would remain with countries themselves and depend on adequate infrastructures. 

It seemed that currently available budgetary and extrabudgetary resources under the 
Programme were meagre in comparison with the tasks ahead. That applied, for instance, to 
poliomyelitis. Table 2 in Annex 2 of document EB83/4 showed that a further $ 53 million 
extrabudgetary resources would be called for by 1995 for the eradication of 
poliomeylitis. What were the prospects of obtaining those funds, so that the problem 
could be tackled realistically? 

Her third question concerned a malaria vaccine. There were new expectations that an 
effective vaccine could be prepared, although preclinical and clinical trials were still 
required before it could be put into use. When might such a vaccine be available? 

Dr BEKTIMIROV (Assistant Director-General), responding to the debate, said that the 
Board members' comments would be most useful for the future development of the 
programme. Several speakers had raised the question of the sustainability of the 
Expanded Programme on Immunization. That was a critical problem, which should be 
considered within the global strategy of health for all. There were three basic 
prerequisites for sustainability. The first was a political and financial commitment to 
EPI, and it was gratifying to note that in recent years immunization had come to be 
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recognized as a high priority by both national and international leaders. The second was 
public awareness. The third was external financial backing for many developing 
countries, which would require continuing support well into the twenty-first century, a 
long-term investment which must not be underestimated by the international community. 
The outlook was encouraging since international development agencies had been giving 
assurances that if developing countries placed immunization high OP their national 
agendas, outside funds would be forthcoming. The answer to Dr Bart's question as to 
whether countries had the infrastructure to sustain EPI was affirmative, since in most 
countries the Expanded Programme had been incorporated into primary health care, and 
there was increasing evidence that immunization services were being offered in most 
health facilities in both the private and public sectors. 

Another question which had been raised concerned the possibility of achieving 80% 
immunization coverage by 1990. While projections were always risky, he was optimistic. 
It should, however, be made clear that 80% was a global target for the population, and 
not for countries, some of which might be far from approaching that rate. In nearly all 
countries, far more could be done to increase coverage immediately, using existing health 
staff and health facilities. Many children receiving the first dose of vaccine failed to 
return for subsequent doses. Coverage levels of 60% for a third dose meant that close on 
80% of children were already in contact with health workers. With better education and 
follow-up, supported by social mobilization, the majority of those children could be 
fully immunized today. An example of the feasibility of the goal was the increase in the 
proportion of fully immunized children in the Philippines from 21% in 1986 to 62% in 
1987. An encouraging factor was that most of the unimmunized or only partially immunized 
children in the developing world were to be found in India, China, Nigeria, Bangladesh 
and Indonesia, all of which had a strong commitment to universal child immunization, and 
three of which had sound existing health infrastructure making high coverage levels 
possible. 

With regard to immunization campaigns and the strategy to be adopted, some questions 
had been raised about the effectiveness of national immunization days. Such days should 
be considered a complement to and not a replacement for immunization services offered as 
part of basic health services. Positive effects had been observed in several countries, 
especially in the Latin American Region, where coverage for measles and DPT vaccines had 
increased and drop-out rates had declined. The Programme's Global Advisory Group had 
recently advocated the use of immunization campaigns, especially in endemic and remote 
areas. Ensuring the cost-effectiveness of immunization days, a matter raised by Dr Bart, 
represented a difficult challenge, but WHO would be endeavouring to further standardize 
methods of assessing cost-effectiveness and conducting studies to improve the 
cost-benefit of immunization campaigns. 

In response to those who had pointed to the need to reduce the cost for vaccination, 
he said that the current cost of vaccination, as compared with the cost of treatment, was 
in fact rather low, and that vaccination technology was the most affordable, acceptable 
and effective method of controlling the six target diseases, in addition to representing 
an appropriate technology for developing and least developed countries. One way of 
reducing the cost of vaccination which was being studied by the vaccine development 
programme, and particularly the transdisease vaccinology programme, was to investigate 
the possibility of replacing three-injections DPT immunization with a single injection. 
Another avenue being explored involved the combination of several vaccines in a single 
vector, to obtain the same level of protection from several diseases. 

In reply to Dr Cabrai‘s comment that more emphasis should be placed on the control 
of measles, which caused more deaths than poliomyelitis, he said that there was no 
priority-ranking of the six target diseases. Poliomyelitis was simply the only one which 
could be eradicated with existing technology, which was not available for measles. Up to 
25% of measles cases were reported among children below the age of nine months, and an 
improved vaccine was therefore needed in order to launch an initiative similar to that 
undertaken for poliomyelitis. WHO was currently conducting research on effective 
vaccines for children under the age of nine months, and he could therefore reassure 
Dr Cabrai that measles was not being neglected. 

The question of the need to immunize pregnant women against neonatal tetanus raised 
by Dr Aashi was a complex issue that depended on local conditions. Where delivery 
services were good and immunization coverage high, pregnant women would already have been 
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immunized properly in childhood and would not require further immunization. However, if 
conditions were poor and the immunization history of pregnant women was not known they 
should be immunized. 

In reply to the question of simplifying vaccine administration raised by Dr Figueira 
Santos, he said that a meeting was planned on that subject, within the framework of the 
vaccine development programme, for June 1989. 

Referring to programme 13.3 (Malaria), he emphasized that WHO shared the concern of 
Member States at the deterioration of the situation and was aware of the many 
difficulties faced by countries in trying to make organizational changes that would give 
their malaria services the flexibility and technical competence needed to cope with new 
problems. He agreed with Dr Savel'ev, Dr Bart, and Mr Srinivasan that the malaria 
problem was linked to the process of development and was therefore affected by what the 
latter had termed intersectoral contradictions of economic development. Under such 
conditions, success could not be expected from large-scale campaigns, whether by spraying 
or mass treatment, but would have to be sought through in the implementation of long-term 
national policies adapted to the development process. WHO was therefore concentrating 
its efforts on providing technical guidance to enable endemic countries to strengthen and 
reorient health service staff and community health workers to adapt and apply national 
malaria-control strategies. 

There was no doubt that there would be new technological developments and that a 
malaria vaccine would become available in the not too distant future. So far, trials of 
vaccines had produced both encouraging and disappointing results. Vaccines had been 
shown to induce antibodies in vaccinated volunteers which provided marginal protection 
against malaria, but further research would be needed to develop new types of vaccine, 
and it would still be some time, perhaps 5-10 years, before any effective vaccine became 
available. 

Some countries were still using outdated strategies and were wasting money 
administering vertical programmes. Efforts were being made through retraining to 
reorient their approach to malaria control with the aim of integrating malaria control 
activities into primary health care. That was one of the reasons why the budget 
allocations to the programme had been reduced in several regions. The funds had been 
transferred to primary health care programmes for specific use in the control of various 
diseases, including malaria. 

Referring to programme 13.2 (Disease vector control) he said that although the 
programme was still important, the funds available had declined and extrabudgetary 
support was limited. With the support of Member States and extrabudgetary funding from 
certain nongovernmental organizations, it was hoped to improve vector control activities 
at the country level. There was a special group within WHO which considered questions of 
intersectoral cooperation. The issue of disease vector control and the environment was 
being examined by that group. 

Referring to programme 13.4 (Parasitic diseases) he said that he would welcome the 
appointment, suggested by Professor Girard, of a coordinator at headquarters responsible 
for the leishmaniases and Chagas‘ disease control programmes. 

Dr HENDERSON (Expanded Programme on Immunization) joined the previous speaker in 
thanking Board members for their comments and suggestions. 

He had rioted the correction made to the progress and evaluation report 
(document EB83/4) concerning China, made by Mr Song Yunfu. He saw no objection to the 
amendments proposed by Dr Bart and Dr Cabrai to the draft resolution contained in 
document EB83/4. 

Dr Bart and others had commented that the cost projections provided might be too 
low. He did not disagree - they were intended only to indicate order of magnitude. 
However, the projected need for US$ 600 million in outside support each year during the 
coming decade was based on a cost of US$ 20 per fully immunized child and not US$ 10, the 
basis used for current costs. 

The significant cost element in the 1990s would be the cost of new or improved 
vaccines to be added to national programmes, which might be substantial, and would test 
the will of the international community to provide life-saving, cost-effective and 
cost-beneficial technologies to the disadvantaged populations of the world. There were 
likely to be cost increases before the cost-savings alluded to by Dr Bektimirov could 
come into effect. 
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Dr Bart, Mr Srinivasan and others had asked about the validity of WHO'S coverage 
data and, in particular, Dr Bart had asked about the correlation between data obtained 
from routine national reporting systems and those from immunization coverage surveys. As 
indicated in the footnotes to Table 1, Annex 1, document EB83/4, some data, for example 
for China, had been obtained through surveys. Surveys tended to show higher coverage 
than was indicated through routine reporting systems, as the latter did not generally 
include immunization given through the private sector or by private or voluntary groups. 
Nationally representative surveys were, however, expensive, and routine reporting would 
provide the best tool for national managers for monitoring programme coverage. 

Because the Expanded Programme on Immunization was one of the most simple of WHO's 
initiatives, its information needs were also among the most simple. In the past decade, 
much time and effort had been invested in working with national programme managers to 
agree on the data needed for national management and to develop systems which permitted 
the sharing of those data between the national and regional levels and the regional and 
global levels. Although the data remained far from perfect, they were among the best 
health data available within WHO. 

In the coming decade, information would be to the programme what the cold chain had 
been in the past decade. Much more time and effort would be devoted to system 
development and the training of national and WHO staff to use computer-based management 
information systems which would effectively serve the needs of national immunization 
programme managers and provide the means for monitoring the Expanded Programme on 
Immunization at the regional and global levels. Such systems would need to be one 
element integrated within more comprehensive systems for other areas of primary health 
care. However, information was no solution to the problems of management. Good 
information did not produce good management； rather, good management permitted the 
development of effective information systems. Better information for primary health care 
as a whole called for better management of primary health care as a whole. 

WHO was committed to using the Expanded Programme on Immunization as a building 
block for primary health care. Immunization services could only be sustained if 
delivered as one element of more comprehensive health services provided through the 
primary health care infrastructure. Dr Cabrai‘s description of a national strategy which 
directly supported the development of the primary health care infrastructure, while at 
the same time promoting a limited number of more narrowly defined programmes was in line 
with WHO's own thinking. Primary health care as a whole clearly needed the support of 
the individual programmes. The poliomyelitis eradication initiative should be viewed in 
that context. It was a difficult challenge and a magnificent venture but, important as 
the initiative was in itself, the major rationale behind it was to bring increased 
managerial and financial resources to the support of national immunization programmes, to 
raise coverage for all Expanded Programme on Immunization vaccines to at least 80%, to 
improve the surveillance of all the target diseases, to establish a network of diagnostic 
laboratory services, and to strengthen training, social mobilization, community-based 
rehabilitation services, and research and development. The poliomyelitis eradication 
initiative was not in conflict with efforts to control or eliminate the other target 
diseases, but rather would help in strengthening the Expanded Programme on Immunization 
as a whole and reinforcing its contribution to primary health care. It was hoped to 
control measles and eliminate neonatal tetanus on the way to the eradication of 
poliomyelitis. He was confident that if the international community understood that, the 
resources needed for poliomyelitis eradication would be forthcoming. 

Thanks to WHO's vision in establishing the Expanded Programme on Immunization in 
1974, the dream which had then seemed impossible to many, was now in the process of being 
realized - the provision of immunization to all children of the world within a few short 
years. The vision remained bright and the commitment strong and he looked forward to a 
decade of achievement ahead. 

Dr NAJ ERA-M0RR0ND0 (Malaria action programme) agreed with Dr Bart and 
Professor Girard that efforts were needed to re-establish the cores of specialists needed 
to guide malaria-control activities within primary health care. 

In order to encourage and collaborate in the implementation of technical guidance, 
WHO was concentrating its day-to-day action on the strengthening and coordination of 
malaria training, promotion and support of operational research, validation and 
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consolidation of field experiences, and collaboration in the control of epidemics, 
including the coordination of technical and economic inputs. 

In the field of training, since 1982, WHO had collaborated in the organization of 
six international courses in English and four in French, attended by 177 participants 
from 68 countries； during 1989 two courses in French and one in English were planned. 

He shared Dr Blackman's concern at the lack of support to the programme, but could 
not agree that WHO had been inactive in the past. Between 1970 and the formulation of 
the new strategy in 1978, WHO had been the only international organization giving support 
to antimalaria activities. WHO was painfully aware of the scepticism of donor agencies； 
it had been the fate of malaria control to attract the attention of donors only in 
emergencies during epidemics or in the over-optimism following the introduction of a 
technological innovation. Nevertheless, WHO's efforts to attract extrabudgetary funds 
were meeting with some success. The history of the Malaria Special Account showed that 
while contributions had flooded in at the rate of US$ 2.9 million per year between 1957 
and 1963, they had dropped dramatically to an average of only US$ 216 000 per year 
between 1964 and 1977. Since the formulation of the new strategy in 1978, annual 
contributions had averaged US$ 2.4 million, and, since 1984, important contributions to 
the account for unspecified purposes had been received initially from Japan and more 
recently from Italy. Those funds permitted global supporting activities such as 
advocacy, training and the validation, consolidation and dissemination of experiences. 
The needs were still far in excess of resources, but there was a renewed donor's interest 
and WHO intended to strengthen efforts in the quest for extrabudgetary funds. There was 
no easy solution to the malaria problem. There was no doubt that new technological 
improvements would become available and it was likely that a malaria vaccine would be 
developed in the not too distant future. However, the tendency for malaria to increase 
at the frontiers of development would always make accessibility the key issue. It was 
important to be alert to the need for sustainability in order to resist the lure of 
over-optimism and the expectation of miracles or panaceas. As Dr Cabrai and Professor 
Girard had said, reduction in infant and maternal mortality resulting from malaria and 
improved birth-weight in endemic areas would make an important contribution to the health 
of the population and to the development and acceptance of the primary health care 
system. Under those circumstances, it should not matter whether those activities could 
properly be considered as malaria control. 

Dr GODAL (Director, Special Programme for Research and Training in Tropical 
Diseases), in reply to Dr Klivarová, said that vaccine development had been under way for 
the last 20 years and had been intensified over the last ten years as new technologies 
had become available. The first vaccines to reach clinical testing had been based on the 
simplistic concept that a small piece of protein from the sporozoite would elicit 
antibodies that would be protective against malaria. It had become evident through 
research that that concept was too simplistic and that composite vaccines, which elicited 
a composite immune response including lymphokines and cytotoxic T-cells as well as 
antibodies, would be needed in order to have any chance of producing a good level of 
immunity. It was therefore not surprising that the first vaccines had given 
disappointing results in humans. Work was now proceeding on more complex vaccines 
against the sporozoite, liver- and blood-stage antigens and antigens related to 
transmission-blocking immunity. In 1988, investigators in Colombia had reported very 
promising results in humans with a composite blood-stage antigen vaccine. Studies were 
now being undertaken to confirm those results in other laboratories. Unfortunately, 
vaccine development was similar to drug development, where only one out of every ten 
compounds to reach clinical testing was likely to become a useful disease-control tool. 

Over the current biennium the allocation for the Special Programme's malaria field 
research activities had been increased by $1 million or 40%. The increase had been used 
largely for epidemiological studies in different parts of the world, including 
Latin America, because there was a need to understand better the epidemiological 
situation and mechanisms of transmission in order to develop new control strategies. In 
Africa, the work was focused on childhood mortality. A report late in 1987 had indicated 
that 25% of deaths in children under 5 years of age in sub-Sabaran Africa were due to 
malaria. Studies were aimed at identifying risk factors particularly relevant to that 
childhood mortality, and intervention studies to identify new control strategies to deal 
with the problem. 
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The situation with regard to chemotherapy had changed with the global spread of 
chloroquine-resistance. There were a number of new compounds with potential for 
counteracting the problem. Mefloquine was in the final stage of testing; it was being 
tested in pregnant women. A new drug, halofantrine, had been registered although owing 
to certain problems it was not yet ready for use in control programmes. Arteether, a 
drug based on the Chinese substance qinghaosu, was likely to reach clinical trials in the 
next year. The Special Programme was also supporting work on optimal utilization of 
existing drugs in combination, particularly to deal with problems in Africa at the lowest 
possible cost. Furthermore, exciting new results had been obtained at the basic level in 
relation to the reversion of chloroquine-resistance in parasites using verapamil, a drug 
used for hypertension, and other related compounds. In conclusion, while vaccine 
development should still be regarded as a high-risk, high-benefit venture, there was 
steady progress in the area of chemotherapy which augured well for coping with clinical 
chloroquine-resistance. 

The CHAIRMAN called the attention of the Board to the draft resolution on the 
Expanded Programme on Immunization contained in paragraph 8.1 of document EB83/4, which 
read as follows : 

Expanded Programme on Immunization 

The Executive Board, 
Having considered the report of the Director-General on the Expanded Programme 

on Immunization； 

1. ENDORSES the plans outlined for the Programme for the coming decade, including 
the plan of action for the global eradication of poliomyelitis by the year 2000； 

2. RECOMMENDS to the Forty-second World Health Assembly the adoption of the 
following resolution: 

The Forty-second World Health Assembly, 
Noting the report of the Director-General on the Expanded Programme on 

Immunization and the Executive Board's discussion on the report； 
Appreciating the accomplishments of the Programme to date, including the 

provision of immunization services to over half the children of the developing 
world, the prevention of some 1.9 million deaths of children in developing 
countries from measles, pertussis and neonatal tetanus and the prevention of 
over 200 000 cases of poliomyelitis each year; 

Recognizing, however, that full immunization coverage has not yet been 
achieved in all countries and that over 3 million deaths from the above 
diseases and over 200 000 cases of poliomyelitis preventable through 
immunization continue to occur each year； 

Aware that further challenges need to be addressed during the decade of 
the 1990s with respect to: 

-achieving and sustaining full immunization coverage with all EPI 
antigens in all countries； 
-controlling the target diseases, including the global eradication of 
poliomyelitis by the year 2000, the reduction of measles by 90% compared 
with pre-immunization levels and the elimination of neonatal tetanus by 
1995; 
-introducing within routine national immunization services new or 
improved vaccines as these become available for public health use； 

1 Document EB83/4. 
о Document А42/.. 
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-promoting other primary health care practices which are compatible with 
the EPI delivery system and target populations； and 
-research and development in support of the above. 

1. RECALLS resolution WHA41.28 which committed WHO to the global eradication 
of poliomyelitis by the year 2000 and, inter alia, emphasized that eradication 
efforts should be pursued in ways which strengthen the development of the 
Expanded Programme on Immunization as a whole, fostering its contribution, in 
turn, to the development of the health infras truc ture and of primary health 
care ； 

2. ENDORSES the plans outlined in the report for the Programme for the coming 
decade, including the plans for the eradication of poliomyelitis； 

3. URGES all Member States to continue their vigorous pursuit of the aim of 
providing immunization services for all children of the world in the hope that 
coverage levels for the EPI antigens will surpass 80% in all countries/areas by 
the end of 1990 and that levels of 90%, in the context of comprehensive 
maternal and child health services, can be achieved by the year 2000； 

4. THANKS the international community (including other organizations of the 
United Nations system, multilateral and bilateral development agencies, private 
arid voluntary groups and individuals) for their continuing support, giving 
special recognition to UNICEF as WHO's major partner in the Expanded Programme 
on Immunization, and congratulating Rotary International, under its 
"Polio-Plus" initiative, for its success in fund-raising and in obtaining the 
personal involvement of thousands of its members in support of national 
immunization programmes； 

5. WARNS that both developing countries and outside collaborators will need 
to increase their investments in immunization if full immunization coverage is 
to be achieved and sustained during the decade of the 1990s and if the targets 
for the reduction in the number of cases or for the eradication of diseases 
which have been set for poliomyelitis, measles and neonatal tetanus are to be 
achieved; 

6. ENCOURAGES them to make these investments, noting the special demands 
which the poliomyelitis eradication initiative is now making on WHO 
extrabudgetary resources； 

7. REQUESTS the Director-General: 

(1) to pursue the actions outlined in his report pertaining to the 
achievement and maintenance of full immunization coverage, control of the 
target diseases, introduction of new or improved vaccines, and promotion 
of other primary health care practices and research and development; 
(2) to pursue the action outlined in resolution WHA41.28 with respect to 
the eradication of poliomyelitis； 
(3) to continue to seek from extrabudgetary sources the contributions 
required to support these activities； 
(4) to continue to keep the Health Assembly informed of the progress of 
the Expanded Programme, including progress in the eradication of 
poliomyelitis by the year 2000. 

The DEPUTY DIRECTOR-GENERAL recalled that two amendments had been proposed to the 
draft resolution recommended for consideration by the Forty-second World Health 
Assembly. Dr Bart had proposed an amendment to operative paragraph 2 suggesting the 
insertion of the words, improving surveillance to provide accurate assessment of 
programme progress；" after the words •• - controlling the target diseases, including the 
global eradication of poliomyelitis by the year 2000, the reduction of measles by 90% 
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compared with pre-immunization levels and the elimination of neonatal tetanus by 1995;", 
in the fourth preambular paragraph of the resolution recommended for consideration by the 
Forty-second World Health Assembly. 

Dr Cabrai had proposed a further amendment in the form of a new operative 
paragraph 4 to read as follows : "4. ASKS the regional committees to promote the 
establishment of national disease reduction targets for all diseases included within 
national immunization programmes, even if such targets are geographically limited, paying 
special attention to locally defined populations at risk;". The subsequent operative 
paragraphs would be renumbered accordingly. 

Dr MONEKOSSO (Regional Director for Africa) said that the Regional Committee for 
Africa had proposed disease reduction targets for geographical areas such as districts or 
for target population groups, for example, certain age groups. While he agreed with the 
spirit of the amendment proposed by Dr Cabrai, it might be better formulated to avoid any 
possible misinterpretation. 

Dr HYZLER (alternate to Sir Donald Acheson) said that, as he had had occasion to 
remark in the past, it was difficult for Board members to give detailed consideration to 
proposed amendments when they had not been circulated in writing. 

It might be preferable for the new ideas raised by the Board to be considered in 
detail by the Extended Programme's Global Advisory Group before they were submitted to 
the Health Assembly. 

Dr RODRIGUES CABRAL agreed with Dr Hyzler that it might be appropriate for the 
Programme's Global Advisory Group to discuss the technical possibilities for establishing 
disease control targets or to consider whether conditions for establishing such targets 
existed. He sought an assurance that, if that were the case, the Executive Board would 
be informed of the outcome of such discussions. 

He had tried to word his proposed amendment in a way that would give regional 
committees the opportunity to determine their own definitions of geographically limited 
areas or specific groups at risk. As Dr Monekosso had said, the Regional Committee for 
Africa had already set some targets with respect to neonatal tetanus. But there were 
also possibilities for developing other targets, such as measles control in urban areas, 
or reduction in measles mortality in displaced populations, which were problems faced in 
many African countries. He would be prepared to withdraw his proposed amendment if it 
was considered unsound on epidemiological grounds. 

Dr HYZLER (alternate to Sir Donald Acheson) argued that, in general, when any global 
programme was drafted, the programme should be examined by its global advisory body, if 
such existed, before submission to the Board or to the Health Assembly. The Health 
Assembly would then take its decision, acting on the views and recommendations of the 
advisory body. Such a procedure should apply, for example, to the plan of action for 
global poliomyelitis eradication. 

Mr VIGNES (Legal Counsel) considered that the Board had full authority to adopt 
resolutions on any subject. It could seek the advice of any advisory body if it so 
wished, but was not required to do so. 

The DIRECTOR-GENERAL said that Dr Hyzler had raised a fundamental and sensitive 
issue in commenting on the relationship between the advisory bodies of programmes, and 
the Executive Board and the World Health Assembly, which were the constitutional 
governing bodies of the Organization. The plans outlined for the programme that were 
referred to in the draft resolution before the Board had already been reviewed by the 
Programme's Global Advisory Group and the Advisory Group's views had been taken into 
consideration. The resolution as adopted by the World Health Assembly would, of course, 
be referred to the Advisory Group. It was not necessary for any advisory body to 
intervene between the Board and Health Assembly as regards recommendations made by the 
Board. 

Dr HENDERSON (Expanded Programme on Immunization) said that EPI had been operating 
in accordance with the principles suggested by Dr Hyzler. The report contained in 
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document EB83/4 had been reviewed by the Programme's Global Advisory Group which had also 
reviewed the poliomyelitis action plan (Annex 2 to document EB83/4). In addition, an 
informal consultation on polio eradication had been held before the action plan had been 
brought before the Global Advisory Group. It was intended that the polio action plan 
would continue to be reviewed by a specialized group that would act as advisers to the 
Global Advisory Group. The two amendments to the resolution seamed to be consistent with 
the orientation of the programme and were unlikely to pose any problem to the Advisory 
Group. Not only did the Board and the Health Assembly have the authority to make changes 
but it was also useful to be able to introduce new concepts without necessarily referring 
back to an advisory body. 

The CHAIRMAN invited the Board to adopt the draft resolution, as amended, subject to 
the editorial changes required to meet the point raised by Dr Monekosso. 

The resolution, as amended, vas adopted.丄 

Dr BART (adviser to Dr Wallace) said that questions remained concerning the 
implications of the proposed budget for the programme on malaria, especially relating to 
certain changes at country and regional level. The proposed cuts, especially for Africa 
and the Eastern Mediterranean, appeared to contradict the clear indications of the 
resurgence of malaria. 

Dr MONEKOSSO (Regional Director for Africa) said that Dr Bart's comments were 
perfectly justified and required an explanation. In the African Region, on the advice of 
the expert committee, malaria control was being subsumed in part under primary health 
care since 1985； before any solid success had been achieved there had been a 
recrudescence of malaria, although that might not have been responsible for the current 
problems in malaria. In addition, the senior officer responsible for malaria had had to 
divert his attention to AIDS. The increasingly grave situation with regard to malaria 
had only become apparent after the preparation of the proposed programme budget, too late 
even for consideration by the Programme Committee in October 1988. Some adjustments 
would therefore have to be made. At a purely bookkeeping level, there had been a 
transfer of funds from malaria to the vector control programme. It was proposed to 
appoint a full-time malaria adviser in the Regional Office, following the retirement of 
the previous adviser, and it was hoped that a post could be transferred from another area 
to deal with the urgent matter. It was hoped that the Board would accept that initiative 
which would mean an increase of some US$ 200 000 for malaria. It was also hoped that the 
Regional Director's development programme might be used to reinforce work on malaria. 

The reason for the current resurgence of malaria was not entirely clear. It might 
not be entirely economic； it might possibly be immunological, since the disease was 
occurring as an epidemic in populations that had not previously been subject to epidemic 
malaria. 

Consideration would be given to primary health care approaches； simple measures 
that families could take had not been sufficiently emphasized, for example, covering 
babies' beds with nets during the night. It was hoped that progress would be made with 
regard to resistance. 

The international community had responded very fast to the requests of countries 
that had had to deal recently with major malaria problems, notwithstanding efforts at 
regional level. Although reductions in the budget at country level were relatively small 
in the African Region there was a need to arouse greater awareness of the problem among 
Member States. 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean) said that the 
country-level reduction for the Eastern Mediterranean was over US$ 1.5 million, as shown 
on page 283 of the proposed programme budget. Rather than indicating a lack of interest 
or activity in malaria control, it meant that countries were devoting more of the 

1 Resolution EB83.R2. 



EB83/SR/12 
page 12 

national budgets to malaria control. The amount contributed by WHO to country budgets 
for any particular disease was only a small percentage of national expenditure for the 
implementation of programmes. In two countries of the Region severely affected by 
malaria, Somalia and Sudan, 50% of the regular budget had been allocated to primary 
health care, but quite a substantial proportion of that was devoted to malaria. It was 
not yet possible to show exactly how much was being spent on malaria. Extrabudgetary 
resources were expected, especially for Sudan and, after the situation was settled, 
Afghanistan. 

There had only been a minimal increase in the budget for regional and intercountry 
activities and those were mainly training and meetings. Overall, there was unlikely to 
be a need for changes in the proposed budget. 

Dr KO KO (Regional Director for South-East Asia) said that the epidemiological 
situation in South-East Asia depended mainly on the situation in India, because of the 
size of that country. From some 10 million reported positive cases in the Region a 
decade earlier recorded cases had fallen to less than three million, of which some 
2.5 million were in India. Although there might be some under-reporting, the trend gave 
rise to optimism. The regional budget as a whole had not decreased - there was some 
increase at country level. But the inter-country budget had decreased because of the 
freezing of one post due to financial problems. There was good collaboration with the 
divisions concerned at WHO headquarters, as well as various bilateral aid agencies. 
However, serious problems were likely to arise in future unless concerted action was 
taken to counteract the current complacency felt by many countries, as well as to deal 
with drug-re s i s tant Plasmodium and insecticide-resistant mosquitos. Some bilateral 
agencies were withdrawing support from malaria programmes, and replacement resources had 
to be sought. While in general favouring an integrated approach, he felt that the Board 
should bear in mind that many malaria programmes had collapsed because of over-hasty 
integration. If country-level commitment declined and support from donor agencies 
decreased, a very grave situation could arise within four or five years. 

Dr BART (adviser to Dr Wallace) said that the Board should take heed of Dr Ko Ko's 
warning of a future resurgence due to both parasite and vector resistance, and take 
preventive action. In particular, too much was expected from the primary health care 
system. Integration with the primary health care system was to have taken place during a 
late consolidation/early maintenance phase； the primary health care system had not been 
intended to bear the brunt of epidemics. At present, however, there were focal epidemics 
and, in some countries, a substantial resurgence. What could then realistically be 
expected from the primary health care system? Integration should not be pursued 
unthinkingly. 

Primary health care was being used as a blanket term covering various budget items. 
It should be possible to analyse the relationship between investment in primary health 
care and the various programme activities. He asked that further information on the 
positive responses taken in the African Region be presented to a forthcoming meeting of 
the Programme Committee. 

Professor FIGUEIRA SANTOS supported Dr Bart. Primary health care would not solve 
the particular problem of malaria. Antimalarial measures taken in the past to solve the 
problem were no longer effective. More had to be done and a new technology had to be 
found, and additional budgetary provisions would be required both for research and for 
the application of existing knowledge. 

He said that while he understood there was a need to limit the number of tropical 
diseases studied in order not to spread resources too thinly, he wondered whether 
hepatitis could be included in programme 13.5 bearing in mind the extrabudgetary funds 
allocated to that programme and in view of the special characteristics of the disease in 
certain areas and the fact that it was not well understood. 
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Diarrhoeal diseases (programme 13.6) 
Acute respiratory infections (programme 13.7) 
Tuberculosis (programme 13.8) 
Leprosy (programme 13.9) 

Mr FURTH (Assistant Director-General) said that in response to the recommendation by 
the Programme Committee that consideration should be given to increasing the allocation 
for a number of key programmes, the Director-General had proposed the addition of two 
regular budget posts at global and interregional level under programme 13.8, 
tuberculosis. That programme would therefore have five posts at headquarters in 
1990-1991, as compared with the current three posts. 

Professor DENISOV said that unfortunately diarrhoeal diseases continued to figure 
among the major causes of morbidity and mortality, particularly among children under 
five. Nevertheless, in recent years a great deal of scientific research had been carried 
out on the subject, and not without success. The development of new oral remedies, 
including remedies that could be prepared at home, had contributed to a considerable 
extent to that success. However, that was only a beginning, since diarrhoeal diseases 
still posed a very acute problem. He hoped that epidemiological research would be 
extended as a basis for formulating more effective strategies for their treatment. 

He asked to what extent WHO was participating in the development of the latest 
methods for rapid diagnosis and adequate treatment of acute respiratory infections. The 
problem of the presence of fungi in the development of bronchial and pulmonary diseases 
was so important in view of the widespread use of antibiotics that the time had perhaps 
come to establish a special research group on the role of fungi in the pathology of 
respiratory diseases, particularly in children. 

The tuberculosis danger had been written off too early, even in developed countries, 
where the disease still posed a health problem. The changes in the programme budget 
which the Director-General had decided to make after the discussions in the Programme 
Committee were therefore to be welcomed. Efforts should be made not only to develop new 
and effective tuberculosis vaccines, but also to explore the connection between 
tuberculosis and AIDS, particularly in the African Region. That would be a completely 
new area of work which would require the most careful attention. 

In the tuberculosis programme presentation on page 305 of the programme budget 
document, very uneven treatment had been given to the different regions : the description 
of programme activities for the Western Pacific was nearly equal in length to the 
treatment given to activities in Africa, the Americas and South-East Asia put together. 
The Secretariat might wish to comment on that discrepancy. All the other points in the 
programme had his full support. 

Dr RODRIGUES CABRAL expressed his agreement with the comments contained in the 
summary of the report of the External Review Group of the diarrhoeal diseases control 
programme (document EB83/INF.DOC./2) concerning the accelerated implementation of that 
programme at the country level. He also noted with satisfaction that an acceleration of 
the diarrhoeal diseases programme was one of the main components of the African Region's 
health-for-all strategy. Everyone, it seemed, agreed that the diarrhoeal diseases 
programme should have high priority. 

He wished to stress the importance of research on the so-called КАР (knowledge, 
attitudes and practices) projects. Experience in Mozambique had shown that such proj ects 
yielded excellent results for the appropriate reorientation of case management and for 
the development of the strategy for health information activities. For example, it had 
been ascertained that oral rehydration therapy was not so much a problem for mothers as 
for health workers, many of whom had been found to have an inadequate knowledge of oral 
rehydration techniques. The main problem with the mothers had been not oral rehydration 
itself, but the ability to identify signs of dehydration and the appropriate moment to 
take their children to the health centre. The lesson that had been learnt would be 
useful for the management of both the diarrhoeal diseases and acute respiratory 
infections programmes, since in both cases it would be necessary to reflect on the role 
of parents in identifying the stage where medical intervention was needed. Action should 
also be taken to strengthen the link with nutrition and other activities designed to 
reduce infant mortality rates. For example, experience in Mozambique indicated that a 
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change-over from vegetable soups to cereal-based porridges had a tremendous impact. It 
would also be necessary to disseminate more widely the information on the interaction 
between improved case management and vitamin A supplementation, particularly for 
extremely vulnerable undernourished children. 

It had been suggested that the diarrhoeal diseases programme and the acute 
respiratory infections programme should be integrated. If that were done, great care 
would have to be taken, since the treatment of acute respiratory infections required 
considerably more medical knowledge and intervention than the control of diarrhoeal 
diseases, and a too rapid development of the community-based approach associated with the 
strategy for diarrhoeal diseases control might be accompanied by an over-simplified 
approach in the acute respiratory infections programme. Was he perhaps being 
over-pessimistic in that respect? 

In any case, the acute respiratory infections programme needed to be strengthened 
and accelerated, at least in the developing countries, where it was an essential 
component of any kind of strategy to reduce infant mortality. The Secretariat was to be 
congratulated on the proposals contained in paragraph 26 of the programme presentation 
concerning the development of reliable and inexpensive equipment for use in district 
hospitals. However, if sufficient interest was to be aroused among health workers, the 
training activities proposed for the programme should be extended beyond acute 
respiratory infections to include distressing childhood respiratory conditions such as 
asthma. WHO should make every effort to mobilize extrabudgetary resources for 
country-level activities. 

A serious development for the tuberculosis programme was the association between 
tuberculosis and HIV infection: there was an increased percentage of HIV infection among 
tuberculosis patients, while pulmonary tuberculosis had appeared in HIV-infected 
patients. Those two points were of crucial importance for the use of the already scarce 
resources for the tuberculosis programme in regions such as Africa. The information 
regarding the increased incidence of HIV infection among tuberculosis patients had 
apparently been derived from studies made in New York. He wondered whether reliable 
extrapolations could be made for the large numbers of tuberculosis patients in India and 
elsewhere. Some clarification of that point would be appreciated. The action proposed, 
in paragraphs 21, 24 and 25 of the programme presentation, at the global and 
interregional level was extremely important and should be more specifically highlighted 
in the annual statement which the Director of the Global Programme on AIDS made to the 
World Health Assembly. Also, the Regional Director for Africa might wish to explain what 
plans there were to deal with the problem posed by the association of tuberculosis and 
AIDS in his Region. 

Lastly, the programme presentation in the programme budget document contained no 
reference to WHO'S collaboration with the International Union against Tuberculosis. That 
was perhaps a little unfair, since in the case of other programmes mention was usually 
made of the activities undertaken in conjunction with the relevant nongovernmental 
organization. 

Dr SADRIZADEH, commenting on the diarrhoeal diseases programme, said that it was 
commendable that by the end of 1987 operational plans had been formulated by 96 countries 
covering 98% of the total population of the developing countries. However, taking into 
account the fact that at the end of 1986, according to data on country programmes, only 
23% of cases of diarrhoea among children had been treated by oral rehydration, the target 
set for 1995 - coverage of 70% of all cases of diarrhoea in children by oral rehydration 
therapy - seemed rather ambitious. The same applied to the 50% target for the reduction 
in diarrhoea mortality, since that target was, after all, also related to expectations 
for rehydration therapy. 

The time was ripe to place more emphasis on the preventive aspects of the programme, 
such as the promotion of breast-feeding and appropriate weaning practices, the 
continuation of feeding of children during diarrhoeal attacks, the provision of safe 
drinking-water and excreta disposal facilities, and personal and domestic hygiene. 
Efforts should be made to strengthen the link between the diarrhoeal diseases programme 
and other programmes such as those for environmental health, EPI and nutrition. Member 
States should be urged to introduce relevant material into the curricula of medical and 
nursing institutions, taking advantage of the sets of training materials developed by 
WHO. 
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Dr SHIMAO welcomed the priority given to tuberculosis at the most recent meeting of 
the Programme Committee and the Director-General‘s decision to increase the budget for 
the tuberculosis programme at the global and interregional level. The tuberculosis 
situation might worsen as a result of the AIDS epidemic, particularly in Africa, and the 
AIDS-related trends in tuberculosis would therefore have to be monitored. However, in 
the contrcl of tuberculosis itself, several important problems remained unsolved, such as 
patients' compliance with treatment； in many developing countries the treatment 
completion rate was around 20%-30%. The only way to improve that rate was to integrate 
the treatment service into primary health care, with appropriate supervision and 
technical guidance, and to strengthen patients' health education. 

Another important factor was the introduction of short-course chemotherapy into the 
national tuberculosis programme. In countries where private practice existed, rifampicin 
was used only for a short period on an irregular basis, and there was a risk of 
resistance to rifampicin - not only acquired but also primary. Under such circumstances 
the budget reductions at national and regional levels might be reconsidered since there 
was a need to activate tuberculosis programmes in many regions and countries. 

He understood that the regional budget for tuberculosis in the Western Pacific 
Region included the budget for the WHO/Japan international tuberculosis course held in 
Tokyo for the benefit of the Western Pacific Region and of the world as a whole. The 
Regional Director elect for the Western Pacific might care to comment on that point. 

Dr BLACKMAN said that accurate reporting on diarrhoeal diseases and acute 
respiratory infections was essential to the development of appropriate control 
strategies. The target of reducing the number of deaths from childhood diarrhoea in 
developing countries by 50%, or 3.4 million, by 1995 seemed overambitious in the light of 
the current strategy, which emphasized curative, not preventive aspects. Oral 
rehydration therapy was of great significance, but it had its limitations. In Guyana the 
environment of most of the children who died from diarrhoeal diseases or acute 
respiratory infections constantly exposed them to various types of infection; they were 
usually suffering from malnutrition and so their resistance was poor. Survival was 
determined not necessarily by the state of hydration but rather by the immune status. 
Such factors were not considered in the current approach to treatment of the diseases. 

As far as prevention was concerned, the areas in his country with the highest 
incidence of diarrhoeal diseases and acute respiratory infections, were those where the 
physical infrastructure - namely, provision of pure water and sanitation facilities - was 
non-existent. In order to combat those diseases, the problems of inadequate 
infras truc ture must be overcome； if they were not, the incidence of diarrhoeal disease 
and acute respiratory infection was expected to increase over the next five years. That 
was why, in his view, the target for the diarrhoeal diseases programme was not 
realistic. In that connection, he endorsed the comments made by Dr Bart about pure water 
and sanitation. 

Acknowledging the Director-General‘s comment that supplies and equipment made 
available in some regions had been used for purposes other than that for which they had 
been intended, he said it should not be assumed to be the case in all countries. 

In many communities in the developing world, epidemiological evaluations, which were 
a necessary first step towards the solution of health problems, had not even been carried 
out. WHO should give consideration to problems which had become critical in specific 
communities with a view to developing a consistent approach to their solution. At times, 
lack of information contributed to exaggeration or under-estimation of difficulties. In 
that regard, he referred to Professor Kallings‘ remark to the effect that some water 
supply systems already in place were not working because of problems that could easily be 
corrected. 

Noting that the overall allocation for diarrhoeal diseases in the regular budget had 
been decreased by 10.77%, he requested statistics on the allocation for the Region of the 
Americas in 1990-1991. 

The CHAIRMAN appealed to members of the Board to direct their comments to specific 
programme statements and budgetary allocations and to make them as brief as possible. 

Dr NTABA said that the four disease control programmes under discussion had high 
priority in the health portfolios of many developing countries. Comments had already 
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been made about the deteriorating situation regarding control of certain diseases in a 
number of countries and the need to pay more attention to such problems. Many affected 
countries were doing just that: for example, malaria was being given priority in efforts 
to reduce morbidity and mortality in his country, and considerable resources were being 
spent on combating it. Yet that expenditure was not matched by provisions in the 
programme budget document. Similarly, the figures on the tuberculosis programme might be 
misleading, because they showed significant reductions in WHO's allocations but did not 
reflect the resources committed by countries. 

If the programme budget document was to serve as a barometer for the priority given 
to disease control activities, ways must be found of reflecting the total financial 
allocations made by Member States. He fully agreed with Mr Furth that it would be 
difficult to incorporate such information in the document, but thought it was important 
to do so, to avoid giving donor countries the wrong impression about the commitment of 
Member States. Monitoring and evaluation at the district level in the African Region, 
for example, might serve as a useful framework for the inclusion of that type of 
information. 

WHO had always emphasized the importance of intersectoral cooperation in primary 
health care, and he believed it was equally important to pay attention to linkages 
between various programmes within the health sector itself. Such an approach clarified 
the relationship between diarrhoeal disease control and community water supply and 
sanitation. It made it obvious, for example, that it was useless to implement a 
tuberculosis control programme in conditions of urban overcrowding and inadequate 
housing, and that in any community the provision and use of sanitation facilities would 
not be entirely successful when people were without even the most basic form of housing. 
Many donors showing a great interest in water, sanitation and disease control projects 
were extremely reluctant to support housing initiatives. WHO would have to encourage 
them to offer support in new areas where initiatives were complementary to the more 
popular health activities. 

Dr MEDINA SANDINO, referring to the heavy impact on dependence of control of 
diarrhoeal diseases, acute respiratory infections and tuberculosis on hygiene and 
sanitation, social and economic conditions and education, said the importance of an 
intersectoral approach to such control could not be overemphasized. For acute diarrhoeal 
diseases, which continued to be the primary cause of infant mortality in many countries, 
each case must be regarded as an emergency: in addition to educational and preventive 
techniques, prompt treatment at every stage of the disease should be ensured, for it 
might facilitate reduction of the high rates of related mortality and morbidity. The 
establishment of standards for treatment of diarrhoea at each stage of the disease had 
been an important achievement. WHO should continue to emphasize the need for health care 
personnel to be knowledgeable about the treatment of specific types of diarrhoeal 
disease, for the greater the expertise of health workers at all levels, the better the 
chances of reducing the incidence of the diseases. 

It was important to recall that acute respiratory infections placed a heavy burden 
on facilities for provision of health care to children in both the developing and the 
developed countries. The integration of treatment of acute respiratory infections with 
all health care services for children should continue to receive priority. In that 
context, establishment of standards for treatment at various stages of the disease, and 
promotion of adequate use of antibiotics, were of great importance. The misuse of 
antibiotics could inexorably lead to the development of resistance； consequently, the 
importance of training, and of monitoring patients along with appropriate use of 
antibiotics should not be overlooked, and the effect of antibiotic use on the development 
of resistance should be monitored in the context of educational and preventive 
activities. 

She supported the remarks made by Dr Shimao concerning adequate treatment of 
tuberculosis. 

Dr BART (adviser to Dr Wallace) said he was somewhat perplexed by the Chairman's 
call for members to focus their comments on the budgetary implications of the various 
programmes. At the most recent meeting of the Programme Committee, members had been given 
the same advice and informed that they would be encouraged to speak on the substance of 
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programmes at the Executive Board. In response to the Chairman's appeal, however, he 
would simply state that the diarrhoeal diseases control programme was adequately 
financed, with an appropriate mix of regular and extrabudgetary funds. 

The CHAIRMAN said he had not meant to discourage Board members from addressing all 
aspects of the programme statements, which covered programme targets, the health 
situation and activities carried out in various countries, in addition to financial 
arrangements. He had merely wished to draw attention to an unfortunate tendency towards 
theoretical and repetitive comments. 

The DEPUTY DIRECTOR-GENERAL added that the discussion in the Programme Committee 
had, of necessity, focused on global and interregional aspects of the programmes. With 
the broadening of the discussion, at the Board's meetings, to cover regional aspects as 
well, the interplay of programmes and their financial implications could now be addressed 
to great benefit. 

Dr AHOOJA (adviser to Mr Srinivasan), referring to the programme statement on 
leprosy, said the multidrug approach covered only approximately 30% of the total number 
of registered cases. Better coverage was needed if the aim of providing 75% of the 
population in endemic areas with effective leprosy control measures was to be achieved. 
Multidrug therapy offered real hope, and its success should be built on to obtain 
complete control of the disease by the year 2000. 

It was important to consider the human rights of those afflicted with leprosy, but 
the only truly effective measure was to ensure that the disease, and the physical 
disabilities it created, were eliminated He was therefore concerned over the reduction 
of allocations in the programme budget for that item. Such action might create the 
impression that less emphasis was being given to the fight against leprosy, when in fact 
that fight had to be waged all the more vigorously. He would therefore urge the 
Director-General to give special attention to mobilizing extrabudge tary resources, 
through both the Special Programme for Research and Training in Tropical Diseases and the 
Leprosy Programme, with a view to supplementing the proposed allocations, in order to 
enable multidrug therapy coverage to be enhanced and its efficacy improved. 

Dr BEKTIMIROV (Assistant Director-General) said a number of speakers had referred to 
the importance of preventive measures in the control of diarrhoeal diseases and acute 
respiratory infections. He fully agreed, yet wished to stress that preventive measures 
were best suited to achieving long-term objectives, and that reductions in rates of 
mortality and morbidity could not be achieved through such measures alone : proper 
techniques, which currently involved forms of treatment of patients and measures to 
improve sanitation, also had to be applied. 

He fully agreed with Professor Denisov and other members who had emphasized the role 
of epidemiological research in the control of diarrhoeal diseases and acute respiratory 
infections, and noted that a scientific working group on epidemiology and disease 
prevention was currently endeavouring to design a control strategy. 

With regard to Professor Denisov's remarks about the need to improve diagnostic 
tools, he noted that a number of WHO's programmes at headquarters were concentrating on 
developing simple and rapid techniques for the diagnosis of acute respiratory infections, 
and special collaborative studies were being carried out for that purpose. A scientific 
working group was to be established within the diarrhoeal diseases control programme to 
provide funding for research, including research on diagnostic tests and the etiology of 
pneumonia in children. 

Concerning the linkages among the various programmes, he wished to assure members of 
the Board that a special section on precisely that subject was incorporated in every 
medium-term programme. In addition, interrelations with the nutrition programme had been 
the subject of a special agenda item during a meeting of the technical advisory group on 
acute respiratory infections. 

Intensive efforts were being made to develop close links between the Global 
Programme on AIDS and the Tuberculosis Programme. Two j oint meetings had already been 
held and joint activities were to be discussed in the near future. Some of the funding 
made available to support tuberculosis research and control measures had come from the 
Global Programme on AIDS. Referring to the comment made by Dr Rodrigues Cabrai on the 
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relationship between tuberculosis and AIDS, he said the evidence suggested that AIDS was 
one of the most important factors contributing to an increase of tuberculosis in 
developing countries, particularly in Africa. 

At the Board's eleventh meeting, Mr Srinivasan had referred to a strategy for 
eradication of leprosy. While the goal of eradication was certainly worth pursuing, 
current techniques permitted the application of such a strategy only in limited 
situations. Experience in recent years had shown that major reductions - of up to 80% -
in the prevalence of leprosy were feasible within a five-year period using well-organized 
programmes of multidrug therapy, but that subsequent reductions were likely to be 
relatively slow to develop. If and when an effective antileprosy vaccine became 
available, however, a strategy for eradication of leprosy would become a clear 
possibility. 

Dr MERSON (Diarrhoeal Diseases Control Programme) said Dr Rodrigues Cabrai had 
raised the important question of how best to implement programmes for the control of 
diarrhoeal diseases and acute respiratory infections at the country level, and had 
mentioned the comment made in the report of the external review group concerning the 
integration of such programmes. Since case management was the central strategy of both 
programmes, they now had a common administration within WHO. The intention was to learn 
from the experience gained within the Diarrhoeal Diseases Control Programme in developing 
and accelerating acute respiratory infection control programmes. Clearly, a common 
approach could be used - in training and evaluation, for example - but there were no 
plans to promote rapid and full integration of programmes at country level, for some of 
the very reasons mentioned by Dr Rodrigues Cabrai. It was necessary first to gain 
experience in the implementation of national acute respiratory infection control 
activities. In training materials and other areas, stress was being placed not only on 
pneumonia but also on asthma and upper acute respiratory infections. 

Dr Sadrizadeh and Dr Blackman had suggested that the established targets for the 
Diarrhoeal Diseases Control Programme might be ambitious and had questioned the relative 
priority given to case management and preventive strategies. Those topics had been 
considered by the Programme's External Review Group and the Technical Advisory Group. It 
was important to realize that the case management strategy was not simply predicated on 
oral rehydration therapy: it also involved feeding the child during and after diarrhoea, 
appropriate use of intravenous therapy and antibiotics and treatment of children with 
persistent diarrhoea. It was hoped that such a comprehensive strategy could reduce 
mortality from diarrhoea substantially. The Diarrhoeal Diseases Control Programme was 
working closely with experts in the fields of environmental health and family health to 
find the best ways of implementing preventive measures. Training materials had already 
been expanded, and research into behavioural aspects of maternal and child-care practices 
was being funded. 

If the current pace of implementation of national programmes were maintained and the 
case management strategy improved through research efforts, there was every reason to 
believe the targets outlined in the Programme Budget could be met. If the targets had to 
be revised, they would be; even if they were rather ambitious it was still worth trying 
to attain them. 

The meeting rose at 12h35. 


