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Report by the Director-General 

The Director-General submits this report on eight meetings 
of expert committees and three meetings of study groups 
whose reports have been prepared in English and French since the 
eighty-third session of the Executive Board. For each report 
the background, contents and recommendations are described. The 
potential contribution that implementation of the recommendations 
can make to improving the public health situation in Member 
States and the implication for WHO'S programmes are also 
highlighted. 

The meetings of the eight expert committees and the three study groups and their 
reports are reviewed hereunder, in the following order: 

1. EPIDEMIOLOGY OF WORK-RELATED DISEASES AND ACCIDENTS 
Tenth Report of the Joint ILO/WHO Expert Committee on Occupational Health 

2. SALMONELLOSIS CONTROL: THE ROLE OF ANIMAL AND PRODUCT HYGIENE 
Report of a WHO Expert Committee on Salmonellosis Control 

3. HEALTH OF THE ELDERLY 
Report of a WHO Expert Committee 

4. MANAGEMENT OF HUMAN RESOURCES FOR HEALTH 
Report of a WHO Expert Committee on Health Manpower Management Systems 

5. APPROPRIATE DIAGNOSTIC TECHNOLOGY IN THE MANAGEMENT OF CARDIOVASCULAR DISEASES 
Report of a WHO Expert Committee 

6. MONITORING AND EVALUATION OF ORAL HEALTH 
Report of a WHO Expert Committee 

7. EVALUATION OF CERTAIN FOOD ADDITIVES AND CONTAMINANTS 
Thirty-third report of the Joint FAO/WHO Expert Committee on Food Additives 

8. DRUG DEPENDENCE 
Twenty-fifth report of the WHO Expert Committee 

1 In compliance with paragraph 4.23 of the Regulations for Expert Advisory Panels 
and Committees (WHO Basic Documents, 37th ed., 1988, p. 101). 

о In conformity with resolution EB17.R13, operative paragraph 4. 
3 
For easy reference, copies of these reports, either in their final form or in 

proof, are annexed to this report (for members of the Executive Board only). 
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9. SMOKELESS TOBACCO CONTROL 
Report of a WHO Study Group 

10. STRENGTHENING OF THE PERFORMANCE OF COMMUNITY HEALTH WORKERS IN PRIMARY HEALTH 
CARE 
Report of the WHO Study Group on Community Health Workers 

11. NEW APPROACHES TO IMPROVE ROAD SAFETY 
Report of a WHO Study Group 

1. EPIDEMIOLOGY OF WORK-RELATED DISEASES AND ACCIDENTS 
Tenth report of the Joint ILP/WHO Committee on Occupational Health 
Geneva. 1-7 September 19871 

1•1 Background 

The Joint ILO/WHO Committee on Occupational Health met to examine and discuss the 
epidemiological approach to work-related diseases and accidental injuries for the 
following reasons : (a) many diseases now recognized as being work-related have a rather 
complex etiology that can only be elucidated through sound epidemiological studies； 
(b) work-related accidents are multifactoral in nature, involving numerous environmental 
and human factors and requiring epidemiological research for their identification and 
control； and (c) good epidemiological data are essential to support decision-making in 
favour of improving the working environment and providing health care for workers. 

The main objectives of the meeting were therefore: to review the causes of 
work-related diseases, accidents, and injuries； to propose epidemiological approaches 
for investigations； and to make appropriate recommendations. 

1.2 The report 

The report covers the epidemiological study of work-related diseases and accidents 
separately. In the chapter on work-related diseases it addresses the problems inherent 
in epidemiological research aimed at identifying and quantifying the work-related 
etiology of three diseases, namely, chronic nonspecific respiratory disease, 
cardiovascular disease, and musculoskeletal disorders. These were selected as examples 
because: (a) they are often work-related; (b) they have a diverse multifactoral 
etiology, and (c) they are common disorders. On the other hand, classical occupational 
diseases were deliberately omitted in the review, since the causative factors in the 
workplace can be easily recognized. As regards the methodological aspect, the report 
places particular emphasis on: "occupational etiological fraction" or the strength of 
any given etiological factor in the exposed population (section 2.1.1 of the report)； 
"indicators of morbidity" (section 2.1.2); and "measures of exposure" (section 2.1.3). 

In the chapter on work-related accidents, the Committee points out that no reliable 
global figure for the number of work-related accidents is available, even for fatal work 
accidents. The report provides a critical review of the existing recording systems on 
work-related accidents and outlines the main problems underlying the present statistical 
collection of data. It further proposes a limited set of data to be collected on all 
fatal accidents, and argues the need for reporting near-accidents as well as "dangerous 
occurrences". 

1 WHO Technical Report Series, No. 777, 1989. 
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The report also examines the essential infrastructure for epidemiological studies 
and emphasizes the need to quantify the economic cost of work-related accidents. Lastly, 
it discusses the dissemination and utilization of epidemiological information at national 
and international level and in the enterprise, respectively. 

1•3 Recommendations 

The Committee recommended that, in each country, efforts should be made to assess 
the magnitude of the problem of work-related diseases and accidents. These efforts 
should be supplemented by others aimed at developing research to measure objectively the 
environmental and human factors that serve as risk indicators and at identifying 
effective strategies for preventing and controlling the known risk factors, as well as 
efforts aimed at improving the techniques for assessing the health impact and economic 
consequences of work-related diseases and accidents. 

At all levels of data collection, measures should be taken to ensure that the 
collected data are of adequate quality, in terms of completeness and attention to 
nomenclature and classification. At the national level, systems for the collection of 
data should be developed to give priority to the collection of data on work-related 
accidents with a fatal outcome or with serious consequences to the health of individuals 
or the community. Accurate information on occupation should be incorporated into death 
certificates as a routine measure. Statutory provisions for reporting on "dangerous 
occurrences" should be considered. In the enterprise or industry, emphasis should be 
given to collecting more data than are required at the national or international level. 
Particular attention should be paid to specific hazards in the industry or enterprise 
concerned. 

The Committee's recommendations at the international level included one to the 
effect that WHO and ILO should consider cooperating with national governments, when 
requested, to undertake research and training and to develop educational materials, 
standard reporting models, and guidelines for the identification and prevention of 
work-related diseases and accidents. As a priority, WHO and ILO should consider 
developing a programme addressing the issue of standardized systems for reporting 
work-related diseases and accidents. 

1.4 Significance for public health and implications for WHOy s programme 

The Expert Committee report highlights how epidemiology can be a helpful tool in 
identifying problems, establishing objectives, defining strategies, mobilizing the 
multidisciplinary resources needed for improving work conditions and the work 
environment, and promoting workers' health. It shows how the development and promotion 
of workers' health has reached a point where the application of epidemiological methods 
is necessary to improve the existing reporting systems for work-related diseases and 
accidents, to facilitate field investigations for the extent of their relation to work, 
and to identify causal factors so that appropriate control measures can be introduced. 
By means of such applications, countries can clearly assess the magnitude of the problem 
of work-related diseases and accidents, identify the high-risk occupational groups and 
specific hazardous industries, study the health impact and economic consequences of 
work-related diseases and accidents, and formulate and evaluate appropriate control 
strategies for work-related diseases and accidents. 

An epidemiological approach to work-related diseases and accidental injuries cannot 
be adopted without developing the essential infrastructure to include trained personnel 
with knowledge of epidemiological techniques and tools, reliable and comprehensive data, 
a suitable social environment, as well as appropriate financial and administrative 
resources. In addition to promoting the timely application of an epidemiological 
approach, WHO will assist Member States, when requested, through its workers' health 
programme and in collaboration with the ILO and the International Commission on 
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Occupational Health, in research and training and the development of educational 
materials, standard reporting models and guidelines related to work-related diseases and 
accidents. 

2. SALMONELLOSIS CONTROL： THE ROLE OF ANIMAL AND PRODUCT HYGIENE 
Report of a WHO Expert Committee on Salmonellosis Control 
Geneva. 22-29 September 1987广 

2•1 Background 

Salmonellosis is the most widespread zoonosis in animals and the most frequently 
transmitted between animals and man. Human salmonellosis represents 60% to 80% of all 
reported cases of foodborne diseases. Through its zoonoses programme, WHO aims to 
strengthen the veterinary public health concept of salmonellosis control in its Member 
States in cooperation with FAO and other international organizations and various 
institutions. While the veterinary public health concept has had some success against 
certain zoonotic diseases such as rabies, brucellosis, anthrax, Rift Valley fever or 
equine encephalitis, a steep increase in the incidence of salmonellosis has been recorded 
in recent decades, even in countries with relatively well-developed surveillance, animal 
diseases control and food hygiene services. 

о 
The WHO Expert Committees on Parasitic Zoonoses and on Bacterial and Viral 

Zoonoses3 dealt with general aspects of hygiene and the planning and management of 
complex intersectoral programmes at national level. The critical trend of enteric 
bacterial zoonoses showed, however, the principal weaknesses of existing systems of 
hygiene, monitoring and regulations along the whole food chain starting from animal feed, 
the environment, and production in the agricultural sector. This called for the meeting 
of an expert committee to deal specifically with this zoonotic disease. 

The task of the Expert Committee was : (1) to review salmonellosis control in terms 
of the veterinary public health aspects of food hygiene, with particular emphasis on 
epidemiological trends and the application of new and existing methods of prevention; 
and (2) to consider possibilities for intersectoral cooperation in salmonellosis control 
in agriculture, food processing, the environment, and the home. 

2.2 The report 

The report reviews specific and other measures aimed at preventing and controlling 
salmonellosis in farming, in contacts with companion animals, in veterinary practice and 
during slaughtering and meat product processing. These technical considerations are 
complemented by managerial guidance for intersectoral cooperation and community 
participation (section 11). The report also covers advances in basic research in 
bacteriology, pathology, antigenicity, epidemiology, as well as progress in diagnosis and 
surveillance. 

The Committee noted that efforts to prevent human salmonellosis are less marked in 
animal production than in food control； the responsibility has slipped in recent decades 
from the farming to the food processing industry and the consumer. This trend has been 
paralleled in many Member States by a dramatic increase in the incidence of human 
salmonellosis. In view of the disquieting epidemiological development, the report 
analyses in particular the causal relationships between changing patterns in agriculture, 
technology, trade and consumption. 

Since salmonellosis is primarily an animal pathogen, all animals, including pets, 
play an important role in the epidemiological cycle of human infection. Raw food of 

1 WHO Technical Report Series, No. 774, 1988. 
2 WHO Technical Report Series, No. 637, 1979. 

1 WHO Technical Report Series, No. 777, 1989. 
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animal origin, and contaminated food of non-animal origin, are the major source of 
salmonella infection in humans. The report also examines the important role of 
industrially prepared mixed animal feed. 

In the USA as many as four million persons may be affected by salmonellosis 
annually, and data from a study indicate that more than 18 000 hospitalizations and 
500 deaths may be associated with salmonellosis annually in that country, the annual 
economic burden being in the order of US$ 1200 million. 

A major reason for this alarming development has been the increasing concentration 
of meat production in areas of large-scale, "industrial" farming. Surface contamination 
of meat during slaughtering may be caused by intestinal contents of animals which are 
clinically healthy carriers of salmonellae, this being difficult to detect and control. 
Moreover, industrial "animal production", involving huge quantities of manure and slurry 
which leak into rivers and underground water, may cause the spread of salmonella in the 
environment. The report provides guidance to cope with this development in agriculture 
(section 5) and in preventing contamination during slaughtering and processing 
(section 6). Section 7 describes the risks occurring and the precautions to be taken 
when handling companion and other close-contact animals. 

Measures are discussed which, if applied individually or in combination, have been 
shown markedly to reduce contamination and infection, including precautions in 
international transfer of animals, animal products and feed (section 8), control of 
antibiotic resistance (section 9), veterinary measures to prevent transmission 
(section 10), and planning and management of control (section 11). Some measures have 
even resulted in the total elimination of predominating salmonella serovars. 

Managerial guidance for prevention and control of an infection of the complexity of 
salmonellosis must be considered an innovation. The emphasis is being placed on the 
application of systems research (see 2.4 below) and known control measures. 

The report also includes a list of addresses of international institutions, 
including the regional zoonoses centres and WHO and FAO/WHO collaborating centres, from 
which expert advice and other assistance can be obtained (Annex 4). 

2.3 Recommendations 

The report contains recommendations for (a) disease prevention and control and 
related education (section 12), and (b) research (section 13). 

The Expert Committee considers surveillance of salmonellosis and monitoring of 
salmonella contamination in agriculture and the food chain as an important source of 
information, but stresses that the absence of a surveillance system, especially in 
developing countries, should not preclude active veterinary measures aimed at the control 
of risk factors and the possible spread of zoonotic agents, including salmonellae. The 
potential contributions to primary health care of veterinary public health activities for 
the prevention of salmonellosis are listed in Annex 3 of the report. 

A great variety of technical and regulatory procedures are now available and 
recommended for the prevention and control of salmonella contamination in animals, their 
feed, animal food products, and wastes. These include (a) decontamination of feed by 
chemicals, heat, or irradiation; (b) animal vaccination; (c) the use of competitive 
intestinal microflora to suppress salmonella infection (with good results in this for 
chickens)； (d) breeding of specific pathogen-free animals； and (e) good animal 
husbandry practices and hygienic practices in the production and slaughtering/harvesting 
of meat, milk, eggs, and fish and other seafood. In view of the success of such 
veterinary public health measures, the possibility of reduced use of antibiotics on the 
farm was also mentioned. 
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The trend towards prevention of human salmonellosis by strengthening veterinary 
public health measures is also reflected in the list of recommendations for research 
(section 13), which cover the following areas : pathogenicity, resistance, the need for 
rapid and sensitive diagnosis, immunity and immunization in animals, decontamination 
procedures, improvement of slaughtering procedures, cost-effectiveness of measures, and 
the practical application of the "hazard analysis critical control point concept" 
(research recommendation 7 in section 13, and Annex 1) to commercial slaughterhouses and 
processing establishments for animal products. 

2.4 Significance for public health and implications for the Organization^ s programme 

Following the enormous progress in the control, or even elimination, of major animal 
infections and infestations (e.g., brucellosis, tuberculosis, trichinellosis, 
echinococcosis, and anthrax), the veterinary services of many Member States are now 
facing the increasing problem of intestinal animal infections transmissible to man such 
as salmonellosis, campylobacteriosis, listeriosis, toxoplasmosis and shigellosis. Their 
control calls for both specific agent-oriented diagnosis and control measures as well as 
strengthening of good hygienic practices. Experience in epidemiology and control 
indicates that all these infections can be brought under control in the livestock 
sector. The report reflects how the use of measures such as veterinary sanitation, good 
farming practice and proper ante-mortem and post-mortem inspection of food animals will 
be effective in the prevention and control of many zoonotic diseases, including 
salmonellosis, that may be transmitted to man through food of animal origin, by direct 
contact with animals, or as a result of environmental pollution by animal wastes. The 
report should thus help Member States to encourage the agricultural sector, the meat and 
dairy industry, and particularly the veterinary services, to consider their important 
role and responsibility in the protection of human health from salmonella infection. 

For WHO'S zoonoses programme, the development of a global network of cooperation in 
good husbandry practices is of the highest priority after rabies control. Activities 
relating to the prevention of salmonellosis will entail the collection of information on 
specific pathogen-free farming； coordination of laboratory and field research on 
salmonella vaccines in animals； and cooperation with leading research centres in the 
development of new techniques for slaughtering cattle, pigs and chickens. Systems 
research will be needed in developing countries to help mobilize all resources in the 
veterinary public health sector for the prevention of human salmonellosis. This will 
call for cooperation between specialists in animal health management and communication 
sciences. 

The problem of salmonella infection and contamination is becoming of increasing 
significance in developing countries. Moreover, it often has a negative impact on the 
supply of and international trade in products of animal origin. Efforts will be made to 
try to harmonize legislation and to adopt regulations to keep pace with the changes in 
animal production (farming and production of food of animal origin), trade in the 
products, and salmonellosis epidemiology. 

To achieve the above, WHO will have to strengthen even further the already well 
established cooperation with FAO, the International Office of Epizootics, the World 
Association of Veterinary Food Hygienists and the International Union of Microbiological 
Societies, as well as with other international organizations and institutions, in order 
to obtain the broad basis of expertise and action required to deal with the complex task 
of preventing human salmonellosis. 
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3. HEALTH OF THE ELDERLY 
Report of a WHO Expert Committee 
Geneva. 3-9 November 1987^ 

3•1 Background 

In 1982, the Thirty-fifth World Health Assembly in resolution WHA35.28 requested the 
Director-General "to submit a report to a future Health Assembly on the social, health 
and other technologies that Member States can employ, in different socioeconomic 
situations, to improve the social, mental and physical wellbeing of the elderly". An 
Expert Committee on the Health of the Elderly was convened as a preparatory step to 
summarize knowledge in the area of health care of the elderly and to consider what 
countries could do to strengthen primary health care for the elderly. An earlier Expert 
Committee in 1973 had examined the planning and organization of geriatric services. 

3.2 The report 

The report first considers the basis for national action in relation to health of 
the elderly, definitions of "the elderly", and reviews the growth of the elderly 
population of the world. 

The Committee reviewed the health and status of the elderly with particular 
reference to progress in specific areas such as prevention of falls and osteoporosis； 
sight; hearing; mental health; incontinence； stroke； and iatrogenic disorders. 
Health care of elderly people at various levels of the health care system is described. 
The report also covers education for the care of the elderly and the balance between 
measures to improve pension income and the provision of services. 

3.3 Recommendations 

The recommendations of the Expert Committee included the following: 

-the elderly should be recognized as a specific group for the purposes of planning 
services in which a gerontological approach should be encouraged and where 
individual variation among the elderly should be recognized and respected; 

-health care services for the elderly need to be fully integrated with primary 
health care； 

-the informal context of support, most often the family, remains central to the 
care of the elderly. The primary function of formal care is to back up the 
informal support in order to keep older people in the community whenever feasible； 

-institutional long-term care services should be provided only after other 
alternatives have been competently explored; 

-health promotion and disease prevention play important roles in preventing 
disability in the elderly; 

-geriatric and gerontological information should be a part of the education of all 
health professionals. Education should include practical information and skills 
as well as theory; 

the mass media should be used more effectively to improve care of the elderly; 

in planning housing and public facilities (such as public transport), special care 
should be taken to use designs that accommodate independent use by older people； 

1 WHO Technical Report Series, No. 779, 1989. 
2 WHO Technical Report Series, No. 548, 1974. 
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-decisions on resource allocation should be made on the basis of need rather than 
age; 

-innovation in the provision of health care for the elderly throughout the world 
should be documented and the experiences evaluated and successes shared; 

-efforts should be made to develop standard population survey instruments that 
measure the levels of physical and mental function and the degree of social and 
economic dependence of old people in different environments and cultural and 
socioeconomic settings. Such instruments, used after careful attention to sample 
design, would allow for the establishment of international data bases for the 
planning of health and other services which respect the needs of the elderly and 
show understanding of the aging process. 

3•4 Significance for public health and implications for the Organization's programme 

The report highlights significant advances in biology, care of the elderly, and 
social policies towards the elderly, since the meeting of the previous WHO Expert 
Committee in 1973. In biology, the progress appears to have been in studies of the 
processes underlying Alzheimer's disease, of the genetic mechanisms of aging, and of the 
role of the immune system. Strategies for the care of the elderly have been affected by 
the momentous shift that is occurring in the balance of aging throughout the world: by 
the year 2000 two out of three elderly people will be living in developing countries. 
One of the greatest advances in care has been the wider appreciation that many of the 
illnesses and disabilities that were formerly considered inevitable in the elderly are 
remediable. More emphasis is being given to home care as an alternative to institutional 
care, and home environments and housing are considered to have a central place in 
strategies for changing the pattern of long-term care services. One of the major 
challenges to be faced is that of assuring and improving the quality of long-term care. 

The most pressing issue in the field of social policy is that of ensuring adequate 
incomes for the elderly. To improve the functional capacities of the elderly by 
appropriate modification both of their health and of the environment seems more feasible 
than to change their behaviour, although evidence is emerging of the benefits of stopping 
smoking and taking exercise. 

The recommendations of the Expert Committee have been reflected in WHO's programme 
for health of the elderly, which will support approaches leading to the wellbeing of aged 
persons through : 

-support to Member States in the formulation and implementation of policies 
promoting the wellbeing of the elderly; 

-collection of data and dissemination of information important for decision-making, 
service planning and policy formulation, 

-cooperation with national programmes in organizing comprehensive care systems for 
the elderly, including training components； 

-promotion of research directed towards the wellbeing of the elderly; 

-development or adaptation of technology appropriate for the elderly in developing 
countries； 

-encouragement of multilateral international collaboration for the wellbeing of the 
elderly. 
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4. MANAGEMENT OF HUMAN RESOURCES FOR HEALTH 
Report of a WHO Expert Conmiittee 
Geneva. 3-9 November 1987z 

4.1 Background 

While most developed and some of the developing countries have met their production 
targets for the various categories of health worker, many countries are seriously 
affected by imbalances in their distribution, by their ineffective utilization, and by 
their low productivity and poor motivation. Resolution WHA40.14 adopted by the World 
Health Assembly in 1987 urges Member States "to ensure that manpower is not only 
adequately planned for and trained, but also skillfully managed, including the 
improvement of career development and incentive schemes, to ensure its most effective 
utilization". 

The convening of the Expert Committee provided the first opportunity to discuss the 
management of the health workforce as a specific issue, although its critical importance 
had been recognized by an earlier Expert Committee. The main task was to discuss and 
compare action taken by countries and WHO over the past few years, to identify problems, 
seek solutions, and exchange experience in order to promote improved management of health 
personnel, especially at national and district levels. 

4.2 The report 

The report first lists the problems of highest priority in health personnel 
management and their main causes. These are grouped as follows : wastage of human 
resources, ineffective use of personnel, poor motivation and low productivity, and the 
dichotomy between the private sector and the public sector. It then outlines the scope 
and context of health personnel management, its definition, components and principles. 
The report continues with a section on the setting in which health personnel management 
must be seen, including the influence of society and culture, bureaucracy and 
organizational design, influence of legislation and the economics of health personnel 
management. The two sections that follow touch upon issues in, and approaches towards, 
better health personnel management, and present 15 strategies for action designed to deal 
with the problems and issues identified by the Expert Committee. 

The report briefly reviews the role of WHO, and past and current efforts to improve 
health personnel management, and concludes with ten recommendations aimed at improving 
the management of health personnel. 

4.3 Recommendations 

The major conclusions and recommendations of the Committee are: 

-that a variety of measures should be taken to create awareness among high-level 
decision-makers and policy-makers of the importance of personnel management； 

-that ministries of health should establish or strengthen units or committees at 
all levels for the purpose of coordinating all activities related to the 
development of human resources for health, including their management； 

1 In keeping with the change in terminology in the classified list of programmes 
for WHO'S Eighth General Programme of Work, the Expert Committee decided to change its 
title from "Health Manpower Management Systems" to "Management of Human Resources for 
Health". 

2 WHO Technical Report Series, No. 783, 1989. 
1 WHO Technical Report Series, No. 777, 1989. 
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-that training in personnel management should be introduced both in on-the-job 
training for managers in service, as well as in undergraduate/basic and 
postgraduate/post-basic curricula； 

-that relevant health systems research should be incorporated into training and 
service institutions with the aim of influencing decision-making related to 
management of health personnel； 

-that the capabilities of national institutions involved in promoting, implementing 
and evaluating activities to improve health personnel management should be 
strengthened; and that a network of such institutions should be formed for the 
exchange of experience and expertise. 

4.4 Significance for public health and implications for the Organization^ s programmes 

To date, countries have given the lion's share of their attention to planning and 
production - two of the three main components of human resources development. The third 
component - management - has been relatively neglected. This neglect is understandable 
since, in their efforts to establish a credible national health system to achieve health 
for all, many countries faced the immediate problems of ensuring the supply of health 
workers and gearing their skills to new programmes and activities. The emphasis has 
consequently been on planning and on the volume and content of training. 

The Expert Committee drew attention to the fact that the area of management can, 
however, no longer be ignored. It is becoming increasingly apparent that the best 
designed plans, coupled with the most effective training programmes, will have little 
impact if the staff cannot be employed as intended; without proper management, careful 
plans and expensive training may be wasted. Although no systematic study has been 
undertaken to estimate the extent of wastage of resources in the health services, there 
is little doubt that it is considerable； it has been said to be as high as 50% of all 
national resources. If even half of the waste is due to low productivity and poor 
utilization of personnel, it seems quite feasible to save 10% of the resources by 
improving the management of health personnel. 

The health workforce is the largest and most important resource of the health 
infrastructure； as much as 60%-80% of health service budgets is being spent on 
personnel. Current trends show a marked slowing if not a reversal of economic growth in 
most countries. Paradoxically, while governments are being forced to reduce expenditure, 
they are under pressure to expand health services and make them both accessible and 
"affordable"• This makes it particularly urgent to get good value for money, and the 
conflicting pressures of limited funds and increasing demands can be reconciled only by 
improving the productivity of the health services, with attention naturally being turned 
to the most costly component, personnel. 

The Expert Committee's report will assist Member States to review health personnel 
management practices and, using the proposed strategies and recommendations, help promote 
and strengthen personnel management through a systematic application of sound management 
principles and techniques. WHO's activities in the field of health personnel management 
will be reinforced in the light of the Committee's recommendations. 

5. APPROPRIATE DIAGNOSTIC TECHNOLOGY IN THE MANAGEMENT OF CARDIOVASCULAR DISEASES 
Report of a WHO Expert Committee 
Geneva. 23-30 November 1987 1~ 

5.1 Background 

The importance of cardiovascular disease as a cause of morbidity and premature 
mortality in industrialized countries and their emergence as a public health problem in 
developing countries has been well recognized by the Health Assembly, particularly since 

1 WHO Technical Report Series, No. 777, 1989. 
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the adoption of resolution WHA29.49 in May 1976. While the overall objectives of the WHO 
cardiovascular diseases programme are to prevent and control cardiovascular diseases in 
the community, one of the specific tasks of the programme is to monitor advances and 
developments in technology for the management of cardiovascular diseases. Major advances 
in cardiological diagnostic and therapeutic techniques have taken place in recent years. 
The Expert Committee was therefore convened to "assess the indication for, and the 
limitations, costs and effectiveness of, various diagnostic techniques in the management 
of cardiovascular diseases in both developing and developed countries"; and to make an 
authoritative statement on their appropriateness at different levels of the health care 
system - primary, secondary or tertiary - and at different stages of development of the 
overall health care system, taking also into account the availability of resources. 

5.2 The report 

The first chapter, on general considerations, reviews the conditions that determine 
whether or not a given diagnostic technology is appropriate. A list of eight main 
factors is provided for assessing "the appropriateness of a diagnostic technology" from 
the standpoint of a physician's concern for the interests of an individual patient, 
followed by an additional 13 factors reflecting the standpoint of a health facility or 
system. The body of the report, in the 15 subsections of section 3, provides a guide to 
"specific cardiovascular diagnostic and evaluative technologies", with a concise 
explanation of the techniques, their clinical applications, the sensitivity and 
specificity of information yielded, safety, costs of equipment, costs of disposables, 
vulnerability of equipment to breakdown, costs of spare parts, and the types of skilled 
manpower and facilities required to use the equipment effectively. In the subsequent 
section - including those special issues of importance to paediatric cardiology, and 
those of concern for developing countries - are considered, together with traditional 
medicine applications, and screening methods for population studies. 

Practical guidance is given in section 5 on availability of diagnostic technology, 
with a two-page table showing which of the techniques for cardiac and vascular diagnosis 
and evaluation listed in sections 3.1-3.15 are recommended at various levels of the 
health care system for three illustrative systems with different degrees of development 
and resource availability. 

5•3 Recommendation 

The Committee emphasized that the use of technology is an adjunct to, and not a 
substitute for, the physician's responsibilities. Greater, and more objective, 
consideration must be given to the appropriateness of technology and equipment before 
selections are made. When choosing appropriate diagnostic technologies developing 
countries should take into account their infrestructurai constraints, extremes of 
climate, poor communications, and limited availability of spare parts and service. In 
developed countries increasing concern about cost containment underscores the importance 
of the appropriate selection and use of technology. Decisions on the appropriateness of 
a technology in a specific setting should be based upon careful consideration of the 
principles and concepts contained in the report, bearing in mind any changes in the 
technology that may have taken place since the preparation of the report. 

5.4 Significance for public health and implications for the Organization's programme 

Advances in diagnostic technology have yielded major benefits in the treatment and 
prevention of cardiovascular diseases. The report of the Expert Committee can thus 
provide Member States with authoritative guidance on the uses and limitations of 
currently available techniques for the diagnosis, assessment, and management of 
cardiovascular diseases. It concentrates on factors that can help gauge the 
appropriateness of specific techniques, ranging from the simple to the highly 
sophisticated, in a range of different clinical settings. Throughout, emphasis is placed 
on the importance of considering realistically both the needs of patients and the demands 
on resources when comparing the promise of technology with costs and long-range 
performance. The report thus provides a means of determining the appropriate use of 
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technology by an adequate appreciation of cost-effectiveness and validated efficacy of 
equipment and diagnostic methods, so that health resources may be distributed more 
effectively. The application of the recommendations in the Expert Committee's report 
will thus contribute in no small way to the accomplishment of health for all by the year 
2000. 

In accordance with the objectives of its cardiovascular diseases programme, WHO will 
continue to monitor advances and developments in technology for management of these 
diseases. 

6. MONITORING AND EVALUATION OF ORAL HEALTH 
Report of a WHO Expert Committee 
Chiang Mai. Thailand. 8-14 December 19871 

6•1 Background 

Since 1965, WHO'S oral health programme has been placing particular emphasis on 
forming an adequate information base to enable oral health services to develop 
appropriate strategies, plans and programmes for action. Early work was on 
epidemiological methods and surveys and the development of the global oral data bank. A 
logical follow-up was to elaborate a standard approach to the information requirements of 
oral health services, the collection of data from clinical records, and the application 
to such data of a treatment prescription and planning system . Work along these lines 
was interrupted when WHO became involved in studies on alternative delivery, training and 
recording systems, especially in relation to a community oral health care model which was 
being field-tested in Chiang Mai, Thailand. It also became obvious that a whole range of 
compatible versions of a standard approach were needed, from a manually-managed, minimal 
data set to machine-managed, comprehensive applications. 

With the continuing change in prevalence of oral diseases, the development of 
different approaches to care and the broadening of the scope of oral health personnel, 
the importance of well-managed clinical data has increased markedly, both in the clinic 
and in the community. Much of the information required for planning and programming is 
in future likely to be gleaned from such records than from surveys. 

The task of the Expert Committee was to identify the essential elements of 
monitoring and evaluation and to provide clear guidance for the development of detailed 
procedures to which all Member States could refer in establishing satisfactory systems. 

6.2 The report 

Using the WHO essential oral health care model (section 1), which is based on the 
primary health care concept, the report first reviews a broad range of factors 
fundamental to oral health care information management (section 2), and then considers 
monitoring and evaluation needs for the care of special groups (section 3), for 
monitoring the cost and quality of oral health care (section 4), and for monitoring oral 
health programmes in general (section 5). Drawing upon the experience with the community 
care model for oral health in Chiang Mai, examples are given of basic recording and 
reporting systems of interest and use to communities and individuals, administrators and 
clinical care providers (section 5.6). The Expert Committee also identified further 
health systems research needs for oral health (section 6). 

6•3 Recommendations 

The Expert Committee affirmed that a health-oriented approach to regular monitoring 
and evaluation of any oral health programme was essential. Such an oral health system 
should be based on the "Oral Health Status and Intervention Index" and should be 
compatible with computer technology. Any monitoring for an oral health system should be 

1 WHO Technical Report Series, No. 777, 1989. 
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sensitive enough to identify the risk factors and should become a powerful tool in 
determining the requirements for oral health personnel. Emphasis was placed on systems 
of oral health care applicable at the primary health care level. Appropriate training of 
personnel was also identified as an urgent need in curriculum reconstruction. 

A vital role for WHO resulted from involvement of the whole dental profession 
through its partnership with the International Dental Federation, providing opportunities 
for greater influence in countries inadequately covered. It was also recommended that 
oral health care should be "non-invasive11 (recommendations 14 to 17). Other areas 
recommended for WHO action included health systems research, especially as regards 
further methods for integrating oral health into primary health care systems, and the 
development of a standard for recording and monitoring trends in oral health status. 

6.4 Significance for public health and implications for the Organization's programme 

The report calls for informed action to help oral health care services to adjust to 
changing patterns of oral health, and is significant for the whole range of oral health 
status and care. Assuming that Member States will accept the standards which WHO 
produces for monitoring and evaluation of oral health, or that they develop approaches 
similar to those recommended in the report, the basis is provided for a fundamental 
reorientation of oral health services, both preventive and curative, as well as for the 
future production of personnel appropriate to those services. There should thus be 
progressive development and use of modern data systems in oral health services, not only 
in recording and monitoring, but also in the related areas of planning, programming and 
training. 

WHO has already initiated action on the Committee‘s recommendation that a practical 
teaching manual on the proposed oral health status and monitoring system should be 
developed; a first draft prototype of the system as it relates to minimal needs has been 
produced. Work on this will continue over the next year with the aim of producing a set 
of procedures, relevant to each level of care, from which Member States can make 
appropriate choices to suit their particular requirements. 

7. EVALUATION OF CERTAIN FOOD ADDITIVES AND CONTAMINANTS 
Thirty-third Report of the Joint FAO/WHO Expert Committee on Food Additives 
Geneva. 21-30 March 19881 

7•1 Background 

As a result of the recommendations of the first Joint FAO/WHO Conference on Food 
Additives, held in September 1955, there had been 32 previous meetings of the Joint 
FAO/WHO Expert Committee on Food Additives. The thirty-third meeting was convened in 
accordance with recommendations made at the thirty-first meeting. The Expert 
Committee carries out systematic toxicological evaluations of food additives and 
elaborates specifications for identity and purity to serve Member States of FAO and WHO 
and to the Codex Alimentarius Commission in the control of chemicals in food and on 
related health matters. Since its mandate was extended to include food contaminants,^ 
the Expert Committee has also evaluated a number of food contaminants, including residues 
of veterinary drugs. 
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The members of the Expert Committee invited by WHO were primarily responsible for 
reviewing the toxicological and related data and for estimating, where possible, 
acceptable daily intakes (ADIs) and formulating other toxicological recommendations for 
compounds on the agenda. The members of the Expert Committee invited by FAO were 
primarily responsible for reviewing the analytical procedures used for measuring food 
additives and for reviewing data relating to the identity and purity of food additives 
for the establishment of specifications. 

7.2 The report 

The presentation of the report is similar to that of previous reports. Following a 
section on general consideration, comments on specific food additives and contaminants 
are provided. This includes summaries of the toxicological evaluations that were 
performed by the Committee and information on specifications for the substances on the 
agenda, which includes : one antioxidant, two flavouring agents, one flour- treatment 
agent, one food colour, two sweetening agents, one thickening agent, and miscellaneous 
other additives. The toxicological and related information that were reviewed and served 
as the basis for the evaluations are published in a separate volume in the WHO Food 
Additives Series. The specifications for identity and purity are published by FAO. 

A relatively large number of contaminants were also evaluated. These included 
aluminium, inorganic arsenic, cadmium, b i s(2 -e thylhexy1) phthalate, iodine, 
methylmercury, and tin. Provisional tolerable weekly intakes (PTWIs) were established 
for all of these contaminants except for iodine, for which a provisional maximum 
tolerable daily intake was established. The term "provisional" is used in these 
endpoints to emphasize the tentative nature of the evaluations in view of the paucity of 
reliable data on the consequences of human exposure at these levels. 

The report also includes revision of certain specifications, and recommendations for 
further toxicological studies and other information. In addition, a method for setting 
priorities for the safety review of food flavouring ingredients is included. An 
extensive and detailed table summarizing the main conclusions reached by the Committee, 
including ADIs and other endpoints of assessment, is included as an annex to the report. 

7•3 Recommendations 

The report contains a number of recommendations for further work by the Committee as 
well as specific recommendations to FAO and WHO. Among the latter, it recommended that 
FAO and WHO should encourage the development of food consumption surveys that will 
provide more accurate estimates of the intake of food additives and contaminants than do 
the dietary surveys commonly employed at present, which are intended for nutrient 
evaluation. 

7.4 Significance for public health and implications for WHO1s programme 

The present and previous reports of the Expert Committee emphasize the public health 
significance of the risk assessment of chemicals released into the environment, 
specifically into the food supply, and give an indication of the complexity of the risk 
assessment process, which includes : assembling and analysing all the relevant data; 
interpreting studies of carcinogenicity, mutagenicity, teratogenicity, and 
epidemiological, and other factors； extrapolating effects observed in experimental 
animals to humans； and assessing risk to humans based on available epidemiological and 
toxicological data. 

While all Member States have to face the problem of assessing these risks, only a 
few scientific institutions can undertake such assessments at this stage. This 

1 WHO Food Additives Series, No. 24 (Cambridge University Press), in press. 
2 FAO Food and Nutrition Paper, No. 38, 1988. 
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underscores the importance of providing all Member States with valid information on these 
matters. This work is also vital to the Joint FAO/WHO Food Standards Programme in its 
standard-setting activities. 

Provision has been made in WHO'S programme budget for the 1990-1991 biennium for 
three meetings of the Joint FAO/WHO Expert Committee on Food Additives to permit the 
continued expansion of its work on veterinary drug residues in food. Two meetings will 
be held in the biennium, on veterinary drugs and one on food additives and contaminants. 

8. DRUG DEPENDENCE 
Twenty-fifth report of the WHO Expert Committee on Drug Dependence 
Geneva. 18-23 April 19881 

8.1 Background 

At the request of the United Nations Commission on Narcotic Drugs, and to fulfil its 
obligations under the international drug control treaties, WHO convened the Expert 
Committee to review 14 single substances in the category of sedative-hypnotics, opioid 
agonist-antagonist analgesics, and stimulants and miscellaneous other drugs. The aim of 
the meeting was : (1) to recommend whether any or all of the 14 substances required 
international control, and if so, under which convention and at what level； (2) to 
recommend to WHO any improvement that might be made to the guidelines for the review of 
substances for rescheduling or de scheduling; and (3) to recommend to WHO any other 
technical activity that would promote the rational use of psychoactive substances. 

8.2 The report 

The report describes the steps taken by the WHO Secretariat to obtain information on 
the substances under consideration. The Expert Committee reviewed 14 single substances 
and the findings of the review were presented in a standard format. 

For the opioid agonist-antagonist analgesics, the report provides a general 
explanation of the criteria used for scheduling, including a discussion of the mechanisms 
of pharmacological actions that influence drug-seeking behaviour and dependence, on which 
the Committee's evaluation is based. 

8•3 Recommendations 

The Committee recommended, inter alia, that every effort should be made to urge all 
countries, whether signatories to the relevant Convention or not, to stop producing 
methaqualone and to ban its import or export (see section 8.4 below), and requested the 
Director-General to submit the following recommendations to the Secretary-General of the 
United Nations : 

-buprenorphine, an opioid agonist-antagonist analgesic, should be placed under 
Schedule III of the Convention on Psychotropic Substances, 1971； 

-pemoline, a stimulant of the central nervous system, should be placed under 
Schedule IV of the Convention on Psychotropic Substances, 1971. 

The Committee‘s general recommendations included: (a) a request to WHO to develop 
procedural guidelines for the review of substances to remove a drug from control entirely 
or to subject it to stricter control； and (b) a recommendation that WHO should further 
develop the necessary methodologies to obtain essential data on the utilization of 
psychoactive drugs. 

1 WHO Technical Report Series, No. 777, 1989. 



EB84/2 
page 12 

8.4 Significance for public health and implications for the Organization^ s programme 

The international drug control treaties (the Single Convention on Narcotic Drugs, 
1961, as amended by the 1972 protocol, and the Convention on Psychotropic Substances, 
1971) were created by the United Nations system to allow the use of narcotic drugs and 
psychotropic substances where needed, but at the same time to prevent their non-medical 
use and the associated public health and social problems. WHO's recommendations on the 
need for international control of such a drug or substance are an important step in the 
implementation of these treaties, indicating which substances are capable of producing 
public health and social problems. Thus the reports will serve the interests of 
countries in safeguarding the health of their people from the non-medical use of the 
specific drugs reviewed, but at the same time to facilitate efforts to make these 
available when needed. 

In this instance, recommendations for the control of buprenorphine, a useful 
analgesic, will encourage authorities to ensure that health professionals take care when 
prescribing the drug. Recommending pemoline for control under Schedule IV of the 
Convention on Psychotropic Substances, 1971, will help in reducing its appearance in 
illicit traffic, but it will still be available to members of the health care professions 
for use. 

Among the sedative-hypnotics that were reviewed, methaqualone stands out as a drug 
which has created public health and social problems in nearly all countries. It is today 
legally available in 33 countries and a total of 20 tons is produced yearly. The 
Committee recommended to the Director-General of WHO to urge all Member States to stop 
producing methaqualone and to ban its import or export. Furthermore, countries now using 
methaqualone for medical purposes should be strongly encouraged to end such use so as to 
reduce the need for its legitimate production anywhere in the world. 

9. SMOKELESS TOBACCO CONTROL 
Report of a WHO Study Group 
Geneva, 1-6 June 1987丄 

9•1 Background 

Current forms of "smokeless tobacco" include, besides tobacco for chewing and snuff, 
the "smokeless cigarette" and tobacco-containing gum and tooth-paste. There is mounting 
concern at the extent of the death and disease their use causes throughout the world, 
particularly in certain developing countries, and at its recent resurgence among young 
people in major industrialized countries. While such use is traditional in some 
countries, particularly in South-East Asia, it is now being intensively promoted by the 
tobacco industry in industrialized countries where it either had not previously existed 
or had declined markedly in recent years. The experience in some developing countries 
where tobacco-chewing is traditional indicates that it is a major cause of oral cancer 
and tooth decay. Resolution WHA39.14 adopted by the Thirty-ninth World Health Assembly 
in 1986 clearly affirmed that "the use of tobacco in all forms is incompatible with the 
attainment of health for all by the year 2000"; action was therefore needed immediately 
to deal with this danger to health. Further action is now needed if smokeless tobacco 
use is not to spread to yet more countries and reach proportions comparable to cigarette 
smoking. 

The WHO Study Group was convened to summarize existing knowledge concerning the 
prevalence of smokeless tobacco use and its harmful health effects, as well as to make 
recommendations and propose strategy guidelines for governments to control such use where 
it already existed and otherwise to prevent the emergence of a new threat to health. The 
report should be considered in conjunction with three Expert Committee reports on: 

1 WHO Technical Report Series, No. 777, 1989. 
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1 2 smoking and its effects on health, controlling the smoking epidemic, and smoking 
control strategies in developing countries. 

9.2 The report 
The Study Group expressed alarm at the well financed, highly sophisticated marketing 

programmes that transnational manufacturers have recently initiated to promote "smokeless 
tobacco" worldwide. Within the past 20 years there has been a sharp increase in its 
production and sale in some developed countries, and its use has now been taken up by 
large numbers of teenage and young adult males. The report establishes that the 
increasing spread of the use of smokeless tobacco is a serious health problem; it was 
the Group's opinion that, if governments did not act now, tens of millions of children 
would become dependent on nicotine through smokeless tobacco. 

The report first reviewed the chemical constituents of tobacco； unadulterated 
tobacco contains more than 2500 identified constituents, which are mostly toxic, 
carcinogenic, irritating and otherwise harmful. 

The harmful health effects associated with the use of smokeless tobacco are then 
presented. These are different from those caused by cigarette smoking, but no less 
dramatic. The evidence of causality is strongest for cancers of the oral cavity, but use 
of smokeless tobacco has also been shown to increase the risk of cancer of the pharynx, 
larynx and oesophagus, as well as oral mucosal effects in the form of oral leukoplakia 
and other oral lesions； and dental effects including tooth decay, gingival recession and 
periodontal disease. Other health effects linked to the swallowing of nicotine include 
increased risk of cancer of the pancreas and urinary tract, cardiovascular effects linked 
to nicotine, higher prevalence of peptic ulcers, and fetal toxicity. In addition, the 
nicotine in smokeless tobacco produces addiction in users as strong as that from tobacco 
smoking. 

The report reviews the prevalence, patterns and trends of smokeless tobacco use in 
the developing countries in Africa, Asia and the Eastern Mediterranean. In the 
industrialized world, smokeless tobacco is already being used to an alarming extent in 
North America and Scandinavia. Tobacco companies have recently opened offices to promote 
sales in Australia, China, France, the Federal Republic of Germany, Hong Kong, Israel, 
Italy, Japan, Switzerland and the United Kingdom of Great Britain and Northern Ireland. 

A number of products which deliver nicotine to users but are not smoked have 
recently been developed and introduced. Examples include a smokeless "cigarette11 
containing a spongy plug impregnated with nicotine, a cigarette-like device that contains 
nicotine but produces no tobacco smoke, and a tobacco-containing chewing-gum. However, 
nicotine chewing-gum, although a type of nicotine-delivering device, if used under 
appropriate control, is a safe and effective therapeutic device to help smokers stop 
smoking. 

The overall strategies required to control smokeless tobacco use were identified. 
Essentially, these were the same as those advocated for controlling the smoking epidemic, 
namely: data collection; legislation, regulation and restrictive measures to control 
manufacture, import, promotion and sale； taxation and price policies； health warnings； 
restrictions of use in public places and places of work; education and information; and 
"cessation approaches". 

1 WHO Technical Report 
2 WHO Technical Report 
3 WHO Technical Report 
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9.3 Recommendations 

The Group recommended that governments should: 

-make use of existing legal instruments or existing regulatory powers to control 
smokeless tobacco, or formulate an appropriate policy aimed at the enactment of 
relevant legislation; 

-strictly restrict or - particularly, in countries with no established smokeless 
tobacco habit - ban altogether the manufacture, importation, sale and promotion of 
smokeless tobacco products before they are introduced into the market or become 
established; 

-increase taxes on smokeless tobacco products, and, where feasible, allocate a 
proportion of the revenue obtained from taxation for "preventive health" 
programmes； 

-provide no subsidies for smokeless tobacco production; 

-prohibit sales of smokeless tobacco to minors and from vending machines； 

-ban or restrict the use of smokeless tobacco in public places and workplaces. 

The Group also recommended that WHO should: inform Member States about smokeless 
tobacco； develop educational programmes and act as a "resource centre" for the 
dissemination of information and publications on smokeless tobacco control strategies, 
and make liaison with governmental and nongovernmental organizations to coordinate 
international smokeless tobacco control programmes. 

9.4 Significance for public health and implications for the Organization's programme 

Some of the public health implications of smokeless tobacco in some parts of the 
world can be gauged from the following statistics. In the Indo-Pakistani subcontinent, 
about 100 million people use smokeless tobacco. In Africa, the prevalence of use ranges 
from 4% to 30%, depending on age, sex and survey location. In the United States of 
America less than 1% of young males, mostly in the rural areas, used smokeless tobacco in 
1970, but by 1985 the proportion had risen to 25% and spread mostly to the urban areas. 
About 12 million young Americans now use smokeless tobacco. Use in Sweden has followed a 
similar trend of rapid increase among young males, from practically nil in 1955 to 29% in 
1986. The dangers to public health of such rapidly increasing use are obvious. 

The report therefore issues an urgent call for action on the part of governments to 
ban, or at least to curtail firmly, the use of smokeless tobacco before it is too late. 
In particular it calls for a "pre-emptive ban" on the promotion, importation and sale of 
smokeless tobacco in order to prevent the encroachment of this new habit in those 
countries where it does not yet exist. The report urges decision-makers and those 
responsible for public health to act immediately, through legislative and other measures, 
to stop the increasing use of these products and to counter the aggressive, inventive, 
and targeted marketing practices by transnational manufacturers. 

In view of this emerging new public health threat, WHO has reoriented the scope and 
activities of its "smoking and health" programme to include all forms of tobacco use. 
Accordingly the programme has been renamed "tobacco or health". In line with the 
recently adopted plan of action on tobacco or health for 1988-1995, submitted in response 
to resolution WHA41.25 adopted by the Health Assembly in 1988, WHO's programme will focus 
on three main lines of action, namely: (a) assistance to Member States in developing 
national tobacco control programmes； (b) advocacy of measures for control of the use of 
smokeless tobacco ； and (c) the establishment of a "clearinghouse" as a resource centre 
for the collection, consolidation and dissemination of technical information, and 
information on trends in tobacco consumption and tobacco-related diseases, and in 
legislative and educational approaches to control. 
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10. STRENGTHENING THE PERFORMANCE OF COMMUNITY HEALTH WORKERS IN PRIMARY HEALTH CARE 
Report of the WHO Study Group on Community Health Workers 
Geneva. 2-9 December 19871 ~ 

10.1 Background 

Countries have established or strengthened programmes for the training and 
deployment of community health workers (CHWs), particularly since the International 
Conference on Primary Health Care held in Alma-Ata in 1978. While, on the whole, such 
programmes have been successful, problems have arisen, both of a conceptual and 
operational nature. WHO has thus been working with Member States to find solutions to 
these problems. Activities in this area have included interregional studies on the 
functioning of CHWs, the organization of meetings and workshops to examine ways of 
overcoming problems being encountered, and direct collaboration with Member States. An 
example of the latter is an ongoing research and development project in 13 countries on 
strengthening the performance of CHWs. Prominent events have included a workshop on 
CHWs, held in Jamaica in 1980, which reviewed the first results of an interregional 
study; an interregional study and workshop on CHWs, held in Manila in 1983； and an 
interregional conference on "Community health workers: pillars for health for all", held 
in Yaoundé, Cameroon, in 1986. WHO has also published a number of documents on the 
subject, including "The primary health worker" (1980), which was followed by a revised 
edition (1987) entitled "The community health worker"• and "National experiences in the 
use of community health workers, a review of current issues and problems" (1983)• These 
publications and the reports of meetings have been widely distributed. 

The Study Group was convened to review the experiences of countries in the 
utilization of CHWs in primary health care； to identify problems encountered; to draw 
conclusions on the contribution of CHWs to health systems based on primary health care； 
and to recommend strategies for future action. 

10.2 The report 

After an introduction the report begins with a review of the place and role of CHWs 
in national health systems (section 2) and a general description of the present 
situation. It points out that CHW programmes are in crisis in many countries, not only 
because of economic problems but also owing to other weaknesses； eight areas of weakness 
are singled out and reviewed in detail (section 3): minimal policy and organizational 
commitment; poorly defined functions； poor selection; deficiencies in training and 
continuing education; lack of support and supervision; uncertain working conditions； 
"underdetermined" cost and sources of financing; and lack of monitoring and evaluation. 
The report identifies strategies for action (section 4) for each of the eight areas, and 
reaches general conclusions (section 5) on the CHW movement. 

The Study Group concluded that its review of the literature and discussion of 
experiences in CHW programmes left no doubt that CHWs play a critical role in the 
promotion of people's health and that they can be effective agents of health 
improvements. The Study Group also concluded that the failures of CHW programmes can be 
attributed to inadequacies in their planning and implementation, not to failings of 
individual CHWs or to the "CHW concept". With notable exceptions, the programmes have 
not received the support they needed. Failure was inevitable when CHW programmes were 
approached as piecemeal development projects and organized as vertical programmes 
unrelated to national and district health systems. 

10•3 Recommendations 

The recommendations of the Study Group to countries (section 6.1) address the eight 
areas of weaknesses identified in section 3. The Group stressed that countries should 
give CHW programmes the necessary attention and establish or further strengthen district 
health systems for effective CHW programmes. 

1 WHO Technical Report Series, No. 777, 1989. 
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Recommendations to WHO (section 6.2) include intensification of its efforts in 
collecting, synthesizing and disseminating information and experiences of CHWs, increased 
support for the establishment of CHW programmes and the strengthening of existing ones, 
as well as support to operational research on CHW schemes in the context of district 
health systems, including such aspects as community involvement, supervision, cost and 
financing, training, continuing education and measures to prevent "attrition" of CHWs. 
Finally, the Study Group recommended that WHO should encourage greater understanding and 
support from health professionals, whose behaviour, comments or attitudes have not always 
been supportive of programmes for community health workers. 

10•4 Significance for public health and implications for the Organization^ s programme 

The value, importance and effectiveness of CHWs have long been recognized; they 
have been referred to as the "pillars" for health for all. The report provides a global 
review and assessment both of the concept of utilization of CHWs in primary health care, 
and of practice, ten years after the Alma-Ata Conference of 1978, and almost halfway from 
there to the year 2000. It draws attention to the fact that many national CHW programmes 
are in a state of crisis and that renewed national and international efforts are needed 
to support programmes in the context of district health systems based on primary health 
care. 

The report dispels the major misconceptions about CHWs - for example, that the 
specific functions of CHWs can only be decided by the unique local and national 
circumstances in which each programme operates - and affirms that properly planned and 
supported CHW programmes can effectively increase primary health care coverage； that 
CHWs should have a combination of service functions (curative, preventive, promotive) and 
developmental functions (helping to mobilize communities for health development)； and 
that their most important role is to serve as instruments of community participation in 
health development, thus increasing primary health care coverage and efficiency. The 
report can thus provide Member States with a useful tool to help in the planning and 
implementation of CHW programmes. 

The report's assessment and recommendations will also guide WHO's "advocacy role" 
and its collaboration in this area. Efforts will focus on the following four areas: 
advocacy and support to strengthen CHW programmes； "research and development" for CHW 
programmes in the context of district health systems, in particular in the areas of cost 
and financing, supervision, and logistics； collection, synthesis and dissemination of 
national experiences in the use of CHWs in primary health care； and contacts with groups 
of health professionals, nongovernmental organizations and others to increase 
understanding and elicit support for CHW programmes from health workers at all levels. 

11. NEW APPROACHES TO IMPROVE ROAD SAFETY 
Report of a WHO Study Group 
Geneva. 14-18 December 19871 

11•1 Background 

Countries can be roughly divided into three categories according to their accident 
situation and their achievements in increasing traffic safety. The first category 
includes most of the industrialized countries which had taken firm steps by the 
mid-1970s, at the time of the energy crisis, to reverse the trend of increasing numbers 
of road accidents. They have succeeded to some extent in stabilizing the situation 
although there are signs that it may be starting to deteriorate again. The second 
category includes countries at an intermediate level of development, that are 
experiencing a rapid increase in numbers of car owners, and where traffic safety 
programmes have been formulated and implemented since the beginning of the 1980s with 
varying degrees of success. In most of these countries road accidents are among the 
major causes of mortality, especially among the young. The third category includes 

1 WHO Technical Report Series, No. 777, 1989. 
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mostly developing countries, where traffic accidents are of increasing concern, but where 
the leading causes of mortality are still related to communicable diseases or nutritional 
problems, and where no policy or programme to improve traffic safety has yet been 
formulated. However, injuries due to motor vehicle accidents in these countries have 
striking consequences on health in terms of disabilities and use of scarce health 
services. The average cost of traffic accidents in these countries is estimated at 1X-2X 
of the gross national product. 

The WHO International Conference on Road Traffic Accidents in Developing Countries, 
which took place in Mexico City in 1981 , was a milestone in the initiation of WHO's 
programme on accident prevention. Over the past years, a number of WHO meetings and 
seminars, at both national and international levels, have stressed the multisectoral 
nature of measures to improve traffic safety, the need for reliable and complete 
information about accidents, and the limitations of technology transfer, and have 
discussed a number of specific issues for national policies. 

The Study Group was convened to examine, as possible new avenues for the future, the 
strong integration of all previous sectoral approaches, the problem-oriented design of 
safety measures and programmes, and the potential for progress of decentralized 
policies. It was also asked to consider the role of the health sector, both as a partner 
in the multisectoral cooperation for traffic safety at the national and the local level, 
and as an advocate for accident prevention within the policies of health promotion and 
protection. 

11.2 The report 

Although traffic safety policies were, in many countries, first introduced and 
managed by the central or State government, the Study Group considered decentralization 
and public participation in accident prevention to be a major issue which should 
determine its discussions and recommendations. Decentralization of safety work, both in 
terms of identifying problems and deciding on appropriate action, has long been 
decentralized in some countries, mainly in the industrialized world. Decentralization is 
a recent development in others, where measures taken at the national level have failed to 
achieve the expected decrease in numbers of accidents and related deaths. 

The report emphasizes the complementary aspect of government and public involvement 
in safety action, and the need for backing by local communities of decisions made at the 
central level. It reviews the basic requirements to provide communities with appropriate 
means of actions and refers to a new concept of "integrated safety" at community level, 
calling for multidisciplinary approaches and close communication and cooperation between 
different groups of citizens and professions concerned. 

The Group acknowledged that, although several countries have taken up accident 
prevention as an essential part of government policy, in many other countries, safety 
improvements were urgently needed. Action should be taken on a sound scientific basis. 
It analysed important constraints on progress and the proper use of knowledge, 
including: lack of coherent assessment of the social and economic costs of accidents； a 
view of accidents as the inevitable price to pay for increased mobility of goods and 
people； vested economic interests for several sectors in industry; lack or weakness of 
safety lobbies vis-à-vis powerful economic groups； and lack of "safety professionals" 
and inefficient organizational infrastructure for intersectoral action. Integrated 
safety programmes addressing the multifactoral aspects of accidents and aiming at 
avoiding duplication of effort and wastage of resources are still more "potential" than 
actual. 

The Group strongly felt that if economic considerations were important to give road 
safety due recognition as a national priority, the social argument should prevail as 
safety was, above all, a social and moral issue. The Study Group recognized accident 

1 WHO Technical Report Series, No. 777, 1989. 
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prevention as a skilled activity which should be based on a rational and scientific 
approach. It stressed the need for education and training in the basic methods and 
concepts of analysis of accident causation, and the implementation of prevention measures 
at all levels of decision-making and action. 

At the community level, road safety activities should be carried out as part of 
accident prevention as a whole, in the sense that measures to reduce their severity 
require the same kind of rational approach based on sound information, and forming part 
of health promotion and protection programmes - safety promotion being another natural 
component. 

Areas requiring further research included: analysis of the psychosocial and 
economic barriers to the use of knowledge； systems research on how to develop community 
involvement； and technology transfer particularly between developed and developing 
countries. The close relation of research to field practice in accident prevention was 
emphasized. 

11.3 Recommendations 

The Group emphasized that most of the recommendations made at 
Conference held in 1981 (see section 11.1 above) were still valid, 
acknowledged that progress had been made in accident prevention in 
recommended further that countries should continue to ensure the establishment of 
intersectoral bodies able to promote integrated safety programmes, especially at the 
community level. In order to achieve this, health ministries should advocate greater 
recognition of safety as an integral part of overall national health concerns, reassess 
their responsibility, and clarify their role not only in the care of injuries but in 
safety promotion as part of health programmes. The report underlines that road safety 
policies should be formulated and priorities determined on a rational and scientific 
basis, and not always relying only on "common sense", taking into account social and 
cultural parameters as well as social research in developing technology adapted to local 
situations. The report also offers guidance on education and training of the public and 
the professions concerned. 

The Study Group also recommended that WHO should: introduce accident prevention as 
a priority theme in health and social education and in primary health care programmes； 
act as "advocate" for road safety programmes at international level, with reference to 
strategies for health for all； help countries to undertake such programmes through the 
rational management of available resources, and assist countries in locating sources of 
funding； and encourage dialogue and coordination between potential donors for the 
funding of safety projects likely to provide results of interest to several countries or 
regions. Road safety should be emphasized as an integral part of development policy. 

11.4 Significance for public health and implications for the Organization^ s programmes 

The Study Group's report will help Member States to review their policies in road 
safety, using the approaches and recommendations proposed. The Group was convened 
following a number of WHO meetings which involved both the health sector and the sector 
in charge of transport, which in many countries is the main sector responsible for 
traffic safety. The Group was therefore able to capitalize on the mutual understanding 
of the needs, constraints and shortcomings of policies in these sectors. An important 
outcome of this cooperative process is the recognition and acceptance of the 
health-for-all policy and principles by the transport sector, which increasingly 
advocates decentralized road safety policies which fully involve all partners concerned 
at the local level. The Study Group endorsed this position and aimed to initiate a 
process whereby, within this framework of intersectoral community-based policies, the 
health, transport and other relevant sectors could build up and promote integrated road 
safety programmes. In the process, it became clear that road safety was but a part of an 
overall safety policy and action, and that safety was an integral part of health 
concerns. 
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Decentralization inevitably calls for more active involvement of the health services 
and health personnel in safety promotion in general, and road safety in particular, 
through advocacy, health education and public information, and the collection of 
information on accidents and injuries at the local level. It will also require health 
personnel, particularly those working in accident prevention at district level, to be 
trained more systematically, and for appropriate curricula to be developed and adapted. 

Following the Group's recommendations, WHO will continue to encourage Member States 
to strengthen intersectoral cooperation between the health and transport sectors at all 
levels； develop appropriate tools and methods for safety diagnosis and intervention; 
and support the formulation of intersectoral policies aimed at promoting community 
involvement in accident prevention in line with the health-for-all principles. This will 
be achieved, inter alia, through cooperation with other international bodies involved in 
road safety, and by assisting ministries of health in designing strategies for their 
active involvement in safety promotion. WHO will also support research designed to 
develop community involvement in accident prevention in general, including road 
accidents, as part of primary health care. Finally WHO, either directly or through the 
network of collaborating centres, will facilitate access to information on the evaluation 
of such research or pilot studies in countries. 


