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COMMITTEE A 

THIRD MEETING 

Wednesday. 8 May 1991. at 9h00 

Chairman: Mr C. ORTENDAHL (Sweden) 

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1992-1993: Item 17 of the Agenda 
(Documents PB/92-93 and EB/87/1991/REC/1, Part II (continued) ° 

PROGRAMME POLICY MATTERS. INCLUDING PROGRESS REPORTS BY THE DIRECTOR-GENERAL ON THE 
IMPLEMENTATION OF RESOLUTIONS : Item 17.2 of the Agenda (Documents PB/92-93, ^ 
EB87/1991/REC/1, Part I, Part II, Chapter II; and A44/5, A44/6, A44/7, A44/9, A44/10, 
A44/11, A44/12, and A44/INF.DOC./1) (continued) 

Disease prevention and control (major programme 13) (Documents PB/92-93, 
pages B-179-B-264; EB87/1991/REC/1, Part I， Part II, Chapter II, paragraphs 83-124; and 
A44/6, A44/7, and A44/12) (continued) 

Programmes 13.2 to 13.5: Disease vector control: Malaria; Parasitic diseases: 
Tropical disease research 

Dr HENDERSON (Assistant Director-General) thanked the delegates for their supportive 
comments in the previous meeting on programmes 13.2 to 13.5. Questions had been raised 
on tropical disease research investments in malaria. Malaria did, in fact,, represent tfíér 
major research focus of the Tropical Disease Research (TDR) Programme, audi received the 
bulk of disease-specific research resources; it would account for a total of 36.X of 
TDR's proposed 1992-1993 budget. The next largest allocation, representirag 111’ was to 
leprosy. 

Dr NAJERA-MORRONDO (Division of Control of Tropical Diseases) , answering otrĥ r 
specific questions raised, said that, after the discussions in the Executive Board in 
January 1991 on the high cost of praziquantel, manufacturers of the drug had been 
contacted and a formal letter addressed to them requesting a strategy for the reduction 
in price. A favourable reply had been received, with an indication that the 
manufacturers intended to forward a formal proposal to WHO within two months. 

Regarding the adequacy of the budget for the certification of dracunculiasis, he 
said that one of the future steps indicated in document A44/12 was the exploration of the 
possibilities for mobilizing the remaining resources needed for the programme. A 
proposal had been submitted to donors, which envisaged support of about US$ 50 000 per 
country to set up mobile teams for certification. The certification process was to be 
pursued up to 1999. 

In addition to the sum of US$ 13 000 indicated in document PB/92-93 for the 
surveillance of dracunculiasis eradication, regular budget provisions included, since the 
beginning of 1991, the services of one full-time professional staff member to deal with 
the subject. 

He assured the delegate of Zimbabwe that the malaria control strategy placed full 
emphasis on the control of falciparum malaria, and a scientific group meeting was being 
planned during the biennium on the epidemiology and control of falciparum malaria. 

Draft resolution on eradication of dracunculiasis 

The CHAIRMAN invited the Committee to consider the draft resolution recommended by 
the Executive Board in resolution EB87.R4 on the eradication of dracunculiasis. Two 
amendments had been proposed by the delegation of Nigeria as follows. 



In operative paragraph 2, the words "during the 1990s" should be replaced by the 
words "by the end of 1995й. In operative paragraph 6, a new sub-paragraph (1) should be 
inserted to read: 

"(1) to initiate immediately country-by-country certification of elimination so that 
the certification process can be completed by the end of the 1990s." 

The other sub-paragraphs under operative paragraph 6 would then be renumbered. 
The amendments referred to two different processes : the first to the elimination of 

dracunculias i s by the end of 1995； and the second to the certification of the 
elimination, to be completed by the end of the 1990s. 

The proposed amendments were adopted. 

The draft resolution on eradication of dracunculiasis. as amended, was approved. 

Programmes 13.6 to 13.10: Diarrhoeal diseases : Acute respiratory infections : 
Tuberculosis : Leprosy: Zoonoses 

The CHAIRMAN invited the Committee, in the course of its discussions, to consider 
the draft resolutions recommended by the Executive Board in resolutions EB87.R1 on 
control of acute respiratory infections, EB87,R5 on leprosy and EB87.R7 on the 
tuberculosis control programme. A draft resolution on cholera would be circulated during 
the meeting, which, If the Committee agreed, could be considered at a later stage during 
the discussions. 

Professor B0RG0Ñ0 (representative of the Executive Board) said that the cholera 
epidemic in South America gave great significance to the discussion of diarrhoeal disease 
control. 

The Executive Board supported the efforts being made in programme 13.6 (Diarrhoeal 
diseases) to implement methodologies that would facilitate better collection of mortality 
and morbidity data in countries carrying out control programmes. Present funding was 
just adequate, however the Board hoped that extrabudgetary funds would be forthcoming to 
cover the increasing needs of countries in that area. Emphasis was being given to 
research on the behaviour of families, particularly mothers, in terms of timely diagnosis 
and consultation to enable appropriate treatment to be given. When the Board had met in 
January 1991, the cholera epidemic had not then affected Peru, so that the discussion had 
been limited to general comments on the threat of cholera and the dangers inherent in the 
disease. It was now felt, however, that it would be useful to have a resolution adopted 
by the Health Assembly on that subject. 

Progress had been made in programme 13.7 (Acute respiratory infections) and funds, 
largely from extrabudgetary resources were available for it to move forward, particularly 
in those countries with an infant mortality of more than 40 per thousand live births. 
The Board stressed the need for close relations between the programmes on diarrhoeal 
diseases, acute respiratory infections, immunization and infant mortality, to avoid 
duplication of effort at all levels. In resolution EB87.R1, the Board recommended to the 
Health Assembly a resolution on control of acute respiratory infections. 

Tuberculosis had become a dramatic problem: it now caused three million deaths a 
year, and there were eight million new cases each year. In addition, there was a link 
between AIDS and tuberculosis, with an increase in tuberculosis incidence in countries 
with a high incidence of AIDS. Although the Organization was making efforts to respond 
to the changing situation, the Board felt that urgent action was needed because of the 
magnitude of the problem - tuberculosis was thought to be the second greatest cause of 
death in some countries. The Board also felt that the programme should have a research 
dimension. The control programme had been endorsed by the group of experts and 
scientists convened in 1990, and again during the first two days of May in 1991 in 
Geneva. 

With respect to programme 13.9 (Leprosy), the Board supported and endorsed the 
objective of eliminating leprosy as a public health problem. Early diagnosis and 



treatment with multidrug therapy would have a great impact but epidemiological monitoring 
would require strengthening. Here again, as with other programmes, managerial skills 
were essential at all levels. 

The Board wished to highlight the very relevant support given by nongovernmental 
organizations, which it held in great esteem, and which was appreciated not only for the 
programmes under consideration but for many other programmes. 

In reviewing programme 13.10 (Zoonoses), two problems had been discussed by the 
Board; salmonellosis which, even in developed countries, was one of the most important 
of this group of diseases； and the possible elimination of rabies in the American 
Region, which the Board supported, and the efforts being made to control the disease in 
other parts of the world. Budget restrictions were involved in the programme, since much 
of the money available was being used in the Pan-American Zoonoses Centre, and other 
collaborating centres being set up in other regions. 

The Board felt that the group of programmes under discussion was of the utmost 
importance, and that an impact could be made if international cooperation, the resources 
available and the political will of countries so permitted. 

Dr STAMPS (Zimbabwe) voiced concern over the depletion of budgetary commitments for 
the area of the Organization's activities under discussion. It had been indicated that 
extrabudgetary resources were available, but past experience suggested that those 
resources were not secure, even over a period of one year. He was particularly surprised 
at the reduction in the commitment of funds to diarrhoeal diseases. There was, 
admittedly, an increase in the allocations from all sources for the programme of acute 
respiratory infections, but to reduce the budgetary allocation for tuberculosis in the 
light of what was known to be happening in sub-Sabaran Africa, appeared to be reckless. 
As a direct result of the relative frequency with which tuberculosis was associated with 
HIV, the tuberculosis treatment regimen used in Zimbabwe had produced a cost implication 
per course of treatment amounting to an escalation of around 50% per patient. 

Similarly, the reduction in the commitment to the leprosy programme seemed to be 
premature, and the proposed level of funding for control of zoonoses, which were on the 
increase in Africa just as they were in the Americas, and the failure to even mention 
anthrax in the context of zoonoses now affecting human health in Africa, made him wonder 
whether in fact WHO was really serious about the control of communicable diseases in 
Africa. While his comments might, regrettably, seem to be harsh, there did appear to be 
an inverse relationship between the severity of the disease problems and the quantity of 
money applied to those problems, funding depending more on the degree of advocacy of the 
country or region concerned than on the actual needs of the people of those countries. 
He wished to register his country's protest at the apparent reduction in concern, 
including the winding down by WHO of some programmes in certain countries in Africa, with 
regard to this group of disease problems. 

Dr SHIMAO (Japan) congratulated the Director-General on the rapid progress made in 
the global tuberculosis programme in the past year. 

Information had recently been received that the manufacture of ethionamide and 
protionamide had ceased, perhaps because their use was limited to cases that had failed 
to respond to multidrug therapy. However, there were still a certain number of cases 
that could be cured only by the combined use of ethionamide and other sensitive drugs. 
Ethionamide was also sometimes used in the treatment of atypical mycobacteriosis, which 
had been increasing recently. Following recent discussion of the problem at the annual 
meeting of the Japanese Society for Tuberculosis, it had been decided to make an appeal 
to WHO to see if there was any possible way to continue the production of ethionamide. 
He would welcome the Secretariat's views on that point. 

Taking into account the fact that one-third of the world's population was affected 
by tuberculosis, and that service coverage was still insufficient in many countries, 
there was an urgent need to strengthen the global tuberculosis programme. The delegation 
of Japan fully supported and welcomed WHO's initiatives in that regard. 

A coordination, advisory and review group of WHO's tuberculosis programme, set up in 
January 1991, had recently held its first meeting, which he had had the honour of 
chairing, with the participation of other interested parties, both governmental and 
nongovernmental. The objectives and targets, strategy development and activities of the 



programme discussed by the group were given in detail in document A44/6. The group had 
approved the proposed targets for achievement by the year 2000. A small working group 
had been organized to discuss in detail structure and programme management, and how to 
build global coordination which would meet soon, as urgent action was needed. 

The resolution recommended by the Executive Board in resolution EB87.R7 would 
promote initiation of new action at both international and national levels, and would 
accelerate global coordination among Member States, donor agencies and nongovernmental 
agencies. The delegation of Japan pledged continued support to WHO's tuberculosis 
programme, and wished to cosponsor. the proposed draft resolution. However, he wished to 
propose that operative paragraph 4(4) be amended to read: 

"(4) to report to the next World Health Assembly on the progress made in the 
implementation of the tuberculosis control programme." 

Professor MULLER (Netherlands) said that, although his delegation endorsed correct 
case management of acute respiratory infections as the main control strategy, it believed 
that the importance of prevention of serious acute respiratory infections, mainly 
pneumonia, could not be overemphasized, and therefore welcomed the analysis of the 
effectiveness, feasibility and cost of interventions to reduce the risk factors of 
pneumonia, and the studies to collect information on existing practices in the household 
management of acute respiratory infections, to be used for the formulation of health 
education. The research being commissioned or supported appeared to be highly relevant 
to the removal of constraints with respect to control activities. WHO was playing an 
active part in combating inappropriate and indiscriminate use of antibiotics and the use 
of ineffective and at times harmful cough and cold medicines. 

The Netherlands shared the Secretariat's concern at the insistence in many countries 
on excluding non-physicians from the treatment of pneumonia. The successful case 
management strategy of the programme was based on the use of paramedical staff and even 
community workers in the diagnosis and treatment of pneumonia, and that should be 
explicitly recognized by ministries of health before embarking on national control 
programmes along the lines recommended by WHO, the potential effectiveness of which had 
been established. 

His delegation welcomed the future plans set out in the report on the tuberculosis 
control programme (document A44/6), for there could be no doubt that tuberculosis was one 
of the major public health problems in the world, particularly in African countries where 
AIDS was endemic. In recent decades, the disease had not received the worldwide 
attention it should have had, but now, with the global spread of HIV, tuberculosis posed 
a formidable threat in all parts of the world. Currently available control tools were 
effective, but in many cases were inadequately applied or not applied at all. At the 
same time, new developments in biomedical research were likely to lead to more effective 
means of diagnosing, treating and preventing the disease. There were thus several good 
reasons to act immediately and rapidly through a well-coordinated global control effort, 
and WHO was the obvious agency to lead such an effort. The Netherlands supported the 
idea that both operational support and research and development should be integrated in 
the same programme. 

Document A44/6 created the impression that the programme had started with a tabula 
rasa. However, that was not the case, since the International Union against Tuberculosis 
and Lung Disease, not mentioned in the document, had played a highly significant role in 
supporting a number of successful national tuberculosis control programmes, which could, 
to a large extent, serve as demonstration projects like the ones WHO intended to 
undertake in the near future, according to paragraph 42 and Table 5 of the document. 
Further, no mention was made of the WHO leprosy control programme and the characteristics 
that leprosy and tuberculosis control had in common, whereas in several countries control 
of the two diseases was integrated in the same programme； research on leprosy and 
tuberculosis should be closely linked in WHO, particularly in connection with tropical 
disease research (TDR), which had long and successful experience of the coordination, 
stimulation and support of leprosy research. 

An obvious concern was the possibility that the proposed activities would lead to 
yet another vertical programme, without sufficient recognition of the need for it to be 
part of an integrated primary health care system. It was indicated in paragraph 42 of 
the document, however, that all demonstration projects would be undertaken under the 



umbrella of the integrated disease control approach initiated by the WHO Office of 
International Cooperation. His delegation would welcome more information on that 
approach - what it meant, how it worked and how it related to the country's national 
health service. Some of the targets for operational support in 1992 and 1995 given in 
Table 5 on page 12 were difficult to assess without knowing what was currently going on. 
For instance, in how many countries was the programme involved in technical coordination 
activities and how many of them had national tuberculosis programmes with known cure 
rates and notified numbers of cases? 

With regard to the proposed programme budget, it would be interesting to know why 
the regular budget for the regions had been decreased in 1990-1991 compared to 1988-1989 
and whether that had anything to do with the possible increase in extrabudgetary funds to 
the regions. He would also be interested to learn the basis for the expectations of a 
substantial increase in extrabudgetary contributions to global and interregional 
activities, since it might be reasonable to expect that such funds would only be 
forthcoming after the programme had been able to show some substantial accomplishments. 
Meanwhile, the Netherlands generally supported the initiative and the relevant draft 
resolution. 

The progress made over the past five years in the control of leprosy was very 
encouraging. It was gratifying to note the considerable reductions in registered cases, 
largely as a consequence of multidrug therapy. Effective leprosy control was indeed 
based on multidrug therapy, but while a coverage of 56% of all registered cases by such 
therapy in 1990 might look impressive when compared to previous years, it was a cause for 
great concern that 44% of registered cases still did not receive the most effective 
available therapy; the situation was particularly serious in Africa, with a multidrug 
therapy coverage of some 20%. 

His delegation was pleased to note that relevant research was being conducted 
through or in collaboration with the TDR and health systems research programmes. It was 
stated in document A44/7 that health systems research included studies on the integration 
of leprosy control with general health services and with other disease control 
activities； the issue became increasingly important with the introduction of multidrug 
therapy, which resulted in smaller caseloads. Nevertheless, integration of leprosy 
control in primary health care and topics such as community-based rehabilitation had been 
subjects of great importance and interest as early as 1987. His delegation would like to 
know what had been accomplished so far in that area apart from studies that were being 
carried out. It would also like to know WHO's position on the integration of leprosy and 
tuberculosis control, which was being implemented in several countries. In any case, 
future projections with respect to the global leprosy situation were very encouraging, 
and WHO was to be congratulated on its stimulating and coordinating role in both control 
and research activities and on taking advantage of the support being given to leprosy 
control by highly-motivated nongovernmental organizations in many countries. 

Dr SALOMAD (Mozambique) welcomed the fact that tuberculosis was again the subject of 
a programme to which resources were allocated and to which Member States were requested 
to give priority. The tuberculosis programme in Mozambique had been used as a way of 
strengthening the health structure at the primary level. The training of staff that had 
to be undertaken to run a tuberculosis control programme contributed to the improvement 
of health services and to the establishment of links with similar programmes, thus 
reinforcing management at the central and peripheral levels. The use of short-course 
chemotherapy was a means of obtaining good success rates in the programme, provided 
standardized treatment combinations were applied and the results were regularly 
evaluated. The fact that Mozambique had achieved a reasonable cure rate even in the 
prevailing war situation meant that other countries in similar circumstances could engage 
in the programme proposed by WHO. 

She supported the amendment proposed by the delegate of Japan to the resolution 
recommended in resolution EB87.R7. 

Dr SAVEL'EV (Union of Soviet Socialist Republics) said that his delegation welcomed 
the priority given in programme 13.7 to the development of a set of measures for the 
reduction of child morbidity and mortality due to acute respiratory infections, including 
pneumonia, and supported the provision of simple, effective and accessible methods for 



preventing the onset of respiratory diseases and for their treatment. The orientation of 
the programme towards limiting the inappropriate and often indiscriminate use of 
antibiotics in treating acute respiratory infections among children and towards 
preventing complications arising from those diseases was most important and timely. 

It would be seen from document A44/5 that much attention was paid to clinical and 
organizational research, and the impression was given that measures under the programme 
were concentrated largely on diseases with a bacterial etiology, which lent themselves to 
highly effective and accessible methods of treatment by antibiotics. On the other hand, 
no sufficiently effective, reliable and widely affordable methods of treating viral 
infections had yet been found, and in that connection it would be desirable to strengthen 
the part of the programme concerned with identification and development of such methods. 
An encouraging factor in many industrialized countries was the development and increasing 
use of vaccines against influenza and clinical tests of certain experimental vaccines 
against diseases caused by parainfluenza and respiratory syncytial viruses. 

The analysis of the epidemiological situation of tuberculosis in the world given in 
document A44/7 showed that, despite an improvement of the situation as a whole, it 
continued to cause concern in connection with the noted slowing down of the decline in 
morbidity in industrialized countries and the absence of positive changes in developing 
countries. An alarming development was the situation in those developing countries where 
activation of tubercular infection had been observed in connection with HIV infection. 

The basic priorities of the programme seemed to have been defined soundly and 
correctly. With regard to the plans for developing technologies that were more sensitive 
and specific than the tuberculin skin test, one research institute in the Soviet Union 
was developing new methods of immunodiagnosis of tuberculosis by means of genetic 
engineering, hybridoma technology and immunochemistry, and that experience might well be 
utilized. WHO was conducting useful activities in surveillance of infection, case 
detection and rational and effective short course chemotherapy, but it should be noted 
that short course chemotherapy alone would not lead automatically to an increase in the 
effectiveness of tuberculosis treatment without a parallel improvement in the whole 
technology of treatment and in the living conditions of patients. In that connection, 
some doubts might be expressed concerning the real possibility of achieving the specific 
aims of the programme in a short period, particularly in the developing countries. 
Activities for developing new drugs to overcome the resistance of the pathogen to the 
basic antituberculosis drugs and for use in the event of allergy to those drugs were 
welcome and should be encouraged. 

His delegation endorsed the Director-General‘s report and supported the programme, 
taking into account its changing strategies. It also supported the draft resolution 
contained in resolution EB87.R7. 

Dr HEIJBEL (Sweden) said that Sweden regarded the programme for control of acute 
respiratory infections as one of WHO's most important initiatives during the 1980s and 
had supported the programme since its inception; the progress achieved was encouraging. 
It particularly appreciated the combined services and research approach of the programme 
and the mobilization and active involvement of the scientific community, both 
internationally and nationally, especially in the developing countries, which were 
essential for the development of active control of acute respiratory infections. Those 
aspects might deserve even more attention. His delegation supported the revitalized 
tuberculosis control programme and its agenda of research and action. The programme had 
already established good contacts with the scientific community with respect to the 
biomedical sciences, and should be encouraged to extend its contacts with the social 
sciences, in order to develop the operational research component of the programme. 
Finally, collaboration should be further developed with other WHO programmes in both 
research and operations. 

Professor LU Rushan (China) said that acute respiratory infections, tuberculosis and 
leprosy created havoc in many countries, particularly the developing countries, and were 
related to social, economic and developmental factors and also to poverty, malnutrition, 
environmental inadequacies and ignorance. WHO, with other international organizations, 
had an important part to play in enhancing and promoting cooperation with a view to 



improving control of those diseases. It should be emphasized that it was only through 
concerted measures within the primary health care framework that the incidence of acute 
respiratory infections, including pneumonia, would be reduced and child morbidity and 
mortality would decline. There was as yet no effective way of controlling viral acute 
respiratory infections, and WHO must assist countries with further developments in that 
area. 

The spread of tuberculosis in the world was of major concern to the international 
community, in particular the increased incidence of tuberculosis in association with 
HIV. In China too, tuberculosis was emerging once more, and the aim was to attain a 
coverage rate of 85% for tuberculosis screening by the year 2000, together with a 50% 
reduction of incidence within five years. It would be difficult to achieve a cure rate 
of 85%. 

It would seem from the table on page A-39 of the programme budget document that the 
allocations for programmes 13.6, 13.7, 13.8 and 13.9 in the regular budget had been 
reduced in next terms, so that the Secretariat would have to resort to extensive use of 
extrabudgetary funds in order to implement those programmes fully. 

With regard to leprosy control, China supported the objectives set for 1995 and was 
sure that leprosy could be eradicated by the year 2000. Nevertheless, those results 
could be obtained only by pooling resources, as recommended by the Health Assembly in 
resolution WHA40.35. Multidrug therapy was now available in most countries and coverage 
of that therapy had attained 55%, with a one-third decline in the number of registered 
cases. Those satisfactory figures were the result of cooperation between countries, 
international organizations and nongovernmental organizations under the programme. In 
that regard, mention should be made of the International Leprosy Association, the Chinese 
branch of which had been established in 1985 by a pioneer in leprosy control who had made 
a major contribution to social mobilization, arousing popular interest and promoting the 
exchange of theoretical knowledge and scientific methods of controlling the disease. It 
was to be hoped that that organization could collaborate even more closely with WHO and 
other bodies in the effort to eradicate leprosy completely by the year 2000. 

Professor MANCIAUX (France) welcomed WHO's efforts to combat the resurgence of 
tuberculosis in many countries, particularly because of the links between tuberculosis 
and the AIDS epidemic. He supported the resolution proposed by the Executive Board on 
the tuberculosis control programme, which called on the Director-General to ensure 
worldwide coordination in the fight against tuberculosis. His delegation, however, had 
reservations concerning the establishment of a special programme. A multiplicity of 
vertical programmes could be detrimental to unity within the organization and to a global 
control strategy. He would therefore stress the need for coordination between the 
tuberculosis control programme and the programmes on AIDS and other diseases particularly 
leprosy. He fully supported the remarks of the delegate of the Netherlands to the effect 
that, for both prevention and treatment, the tuberculosis control programme should be 
integrated within the primary health care strategy, especially in developing countries 
with a high prevalence of tuberculosis. He stressed the important role of 
nongovernmental organizations, particularly in country programmes, but emphasized the 
need for coordination and for a coherent strategy to eliminate the disease； in that 
respect WHO could play an invaluable role in instigating and coordinating activities. 
Furthermore, WHO should attempt to mobilize extrabudgetary contributions, since the 
proposed programme budget of around US$ 4 million would be grossly inadequate. In that 
connection, he endorsed the remarks of the delegate of Zimbabwe. Finally, in agreement 
with the delegate of Japan, he considered that WHO should use its moral authority to 
prevent pharmaceutical companies stopping production, on purely economic grounds, of 
drugs that were effective against tuberculosis. Similar pressure should be put on 
pharmaceutical companies to continue production of drugs that were effective against a 
whole series of tropical diseases that affected many developing countries. 

Dr LIM KUAN J00 (Malaysia) congratulated WHO on its leadership in leprosy control 
and on its efforts to tackle the age-old problem, particularly its success in reducing 
prevalence through the implementation of multidrug therapy. Efforts should be made to 
reduce the number of undiagnosed and therefore unregistered cases； in many areas, 
registered cases represented only a small proportion of all sufferers. Malaysia had 
enjoyed a measure of success in leprosy control； prevalence had been reduced by half 
through multidrug therapy and the detection rate had decreased and levelled out. The 



incidence rate - a better indicator of the problem as it reflected transmission against 
which efforts were being directed - was expected to show the same trend as the detection 
rate. Experience had shown that there was no substitute for good management to ensure 
that the programme was properly run. He supported the activities proposed in document 
PB/92-93, particularly the training activities. 

Professor MAJORI (Italy) welcomed the work of the Organization to support Member 
States in reinforcing tuberculosis control in both developing and developed countries. 
Despite being a major infectious disease, tuberculosis had lost political importance in 
the industrialized world, although that situation was changing. The interest of the 
Italian Government in maintaining expertise and programme responsibility at national 
level was evident from the recent introduction of a law on the surveillance of 
communicable diseases, including tuberculosis and other mycobacterial diseases. Because 
of population mobility and immigration from high-prevalence countries, tuberculosis had 
to be addressed as a global problem, and it was in the direct interest of the 
industrialized countries to help the less economically developed countries to control the 
disease. He supported the joint efforts of WHO and other United Nations agencies, under 
WHO leadership, to build a strong global programme. He thus supported the resolution on 
the tuberculosis control programme proposed by the Executive Board, as well as the 
amendment proposed by Japan requesting the Director-General to report to the next World 
Health Assembly on the progress of the programme. 

Dr TEMBA (United Republic of Tanzania) said that his country had been working 
closely with WHO and UNICEF in the development of a national diarrhoeal disease control 
programme. There had been a remarkable reduction in child mortality from diarrhoeal 
diseases since the introduction of oral rehydration therapy, a method well accepted by 
the community. Oral rehydration salts were at present being imported but efforts were 
being made to arrange for local production; and a health facility and household survey 
was being carried out in connection with the diarrhoeal disease control programme. 
Sadly, environmental health systems had deteriorated in his country in recent years, 
resulting in widespread outbreaks of diarrhoeal diseases, including cholera and typhoid 
fever. The greater attention being paid by WHO to environmental health was therefore 
heartening. His delegation particularly welcomed WHO's technical and financial support 
to the United Republic of Tanzania in the fields of diarrhoeal disease control and 
environmental health. He would support the draft resolution on cholera that would be 
introduced later in the meeting. 

Acute respiratory infections caused high morbidity and mortality in his country, 
especially in rural areas where, despite a well-established health facilities network, 
the management of those infections left much to be desired. Delayed or faulty diagnoses, 
inadequate treatment, and lack of appropriate antibiotics contributed to needless loss of 
life. A pilot project in Bagamoyo had clearly shown the need to train health staff - and 
particularly peripheral health workers - in the proper management of acute respiratory 
infections, especially early diagnosis and treatment, if mortality was to be reduced. 
Accordingly, a national acute respiratory infections programme had been drawn up to 
streamline the management of such infections, mainly by retraining health personnel and 
by ensuring the availability of vital antibiotics at peripheral health units. The role 
of the village health worker was fully recognized, particularly in encouraging families 
to undertake some aspects of prevention in the home and to seek timely treatment at the 
nearest health facility. The acute respiratory infections programme was fully integrated 
within the maternal and child health services, which were the nucleus of primary health 
care in the United Republic of Tanzania. 

Over the past sixteen years and with the support of the Governments of Germany, 
Japan and the Netherlands, his country had developed a very successful programme for the 
control of tuberculosis and leprosy. During the past three or four years, however, the 
effect of HIV on tuberculosis had become evident, the number of cases doubling during 
that period. A HIV and tuberculosis survey was currently being carried out in 
collaboration with WHO in order to investigate the relationship between the two 
infections and the magnitude of the impact of HIV on tuberculosis in the community. 
Greater technical and financial support from WHO and the donor community in that regard 
would be appreciated. 



Mrs MANYENENG (Botswana) said that tuberculosis was the primary cause of mortality 
in her country and that the AIDS pandemic was likely to exacerbate the situation. There 
was therefore a need for urgent action. She welcomed the resolution on the tuberculosis 
control programme proposed by the Executive Board and the amendment proposed by Japan. 

She also supported the Board's proposed resolution on leprosy, a disease that 
existed on a small scale in some parts of Botswana. 

Budgetary allocations should match the importance accorded to those diseases and to 
the overall goal of primary health care. WHO was to be congratulated on its role in 
coordinating programmes and in providing guidance and support. History had shown, 
however, that higher standards of living, and not simply chemotherapy, had been 
responsible for the control and eradication of most communicable diseases, including 
those being discussed. 

Professor KONDE (Guinea) said that acute respiratory infections had long been 
underestimated: they represented around 20% of morbidity in Guinea, with 71% of the 
cases occurring among children. Treatment had not been appropriate and there had been an 
abuse of antibiotics. His delegation supported the programme budget proposals for 
dealing with those infections. 

Tuberculosis and leprosy still posed great health problems within his country and an 
integrated decentralized approach had been taken to them within primary health care. 
Those programmes provided an opportunity to strengthen basic services. The relation of 
AIDS to tuberculosis was a cause for concern and had led to a strengthening of efforts. 
It would be interesting to have up-to-date information on the effect of BCG vaccine. He 
thanked WHO and the many nongovernmental organizations that had helped his country to 
establish a tuberculosis control programme. He supported the resolution proposed by the 
Executive Board on the tuberculosis control programme, together with the proposed 
amendment, and hoped that the budget allocation for that programme would be increased. 

Dr DAVIS (United States of America) noting the programme statement on the diarrhoeal 
diseases control programme contained in document PB/92-93, strongly supported further 
efforts to integrate diarrhoeal disease control measures into primary health care and to 
promote problem-solving research. He also supported the proposals for 
institution-strengthening with an emphasis on epidemiology and health information 
systems. 

The introduction and rapid spread of the seventh cholera pandemic into the western 
hemisphere after an absence of some 125 years was a cause for grave concern, particularly 
with respect to the degree to which the breakdown of the basic sanitation infrastructure, 
resulting from the economic difficulties of the 1980s might have facilitated that 
process. Although cholera morbidity and mortality would not approach the levels 
resulting from other causes of diarrhoeal disease, the demands arising from epidemic 
cholera would certainly further strain the national and international resources available 
for diarrhoeal disease control. Cholera case-fatality rates were relatively low in Latin 
American countries, presumably as a result of training and experience obtained through 
routine diarrhoeal disease control programme implementation activities. It would be 
interesting to know what steps WHO was taking in Latin America. 

He welcomed the significant increase in activities in the programme for the control 
of acute respiratory infections over the past two years and fully supported the 
strategies that had been adopted, both for the management of the programme and for its 
implementation. The programme had made significant strides in helping Member States to 
recognize acute respiratory infections as a health care problem, but additional research 
was required to develop the most effective strategies for those at highest risk of death 
and serious disability from those diseases. WHO should do more to define precisely the 
causes of pneumonia and to develop effective strategies to control acute respiratory 
infections in infants less than two months old. Primary prevention was frequently the 
most effective public health strategy and immunization was a fundamental feature of such 
prevention in acute respiratory infections. Greater efforts should be made to identify 
the etiology of life-threatening acute respiratory infections and to develop safe and 
effective vaccines. WHO should draw up control strategies that would incorporate 
effective immunization as such vaccines became available. In order to assist national 
programmes to select the best antibiotics for use and to ensure their continual 
effectiveness, WHO should carry out surveillance for antimicrobial resistance of 
respiratory pathogens as part of national programmes. 



It was gratifying to note that behavioural and ethnographic research had been given 
attention early in the development of the programme. Research was being undertaken on 
how best to make safe and effective interventions accessible to the targeted children. 
The programme should be commended for its emphasis on appropriate research and on linking 
research with service. One of the objectives of the programme, which was critical to its 
success, was to reduce the inappropriate use of antibiotics and other drugs for the 
treatment of acute respiratory infections in children. The education of health care 
providers in the rational use of appropriate chemo the rapeut i с agents had a potentially 
far-reaching impact on health care practice in general. WHO should increase its efforts 
to get that message across to health care providers. It was evident from the 
Director-General‘s report (document A44/5) that the programme for the control of acute 
respiratory infections had been carefully established. The programme appeared to be well 
organized and well managed and merited a high priority if the high mortality from acute 
respiratory infections in children was to be reduced. The United States of America would 
continue to give the programme its full support and was pleased to support the resolution 
proposed by the Executive Board. 

With respect to tuberculosis, the report (document A44/6) outlined a revitalized, 
scientifically valid and sound tuberculosis programme at headquarters. Such a programme 
was long overdue and was most welcome； if it were implemented rapidly, a dramatic 
reduction in the tuberculosis problem should be possible by the turn of the century. The 
magnitude of the tuberculosis programme was enormous； in many countries, the resurgence 
of tuberculosis in association with HIV infections was particularly alarming. 
Cost-effective interventions for combating tuberculosis were available but the report did 
not put enough emphasis on them as compared with standard treatment methods, nor did the 
report emphasize strongly enough the cost-effectiveness of tuberculosis treatment as 
compared with other health interventions being applied throughout the world. The 
dissemination of such information was a role that was uniquely appropriate to WHO. 
Adequate information on cost-effective interventions should be made widely available. 

Clearly, tuberculosis was a serious international health problem that deserved 
greater attention. He particularly endorsed WHO's plan for increasing the promotion of 
short-term chemotherapy, developing better case management methodologies, increasing the 
training of health professionals and para-professionals in tuberculosis control, and 
increasing research for improving case-finding and for developing less expensive and 
faster-acting treatment regimens. More emphasis should be placed, however, on building 
up capacities in developing countries. Although the proposed revitalization of the 
tuberculosis programme at headquarters held great promise for more effective tuberculosis 
control and research, there was a need for greater specificity regarding strategy and 
research activities, with more detailed operational plans for management, training, 
follow-up after case-detection and research. The costs to developing countries, which 
might constrain large-scale implementation, and the operational research needed to 
establish effective programmes in the field were two areas that ought particularly to be 
addressed. He supported the Executive Board's proposed resolution on the tuberculosis 
control programme. Care should be taken to integrate that programme, along with other 
programmes under discussion, into public health services, rather than allowing vertical 
programmes to develop. It would be interesting to know what steps the Organization was 
taking to ensure the better integration of programmes. 

The goals and strategies of the leprosy programme were also well thought out and 
appropriate. The goal of eliminating leprosy as a public health problem by the year 2000 
and reducing the prevalence of leprosy below 1 per 10 000 population was desirable but 
might be unattainable without better drug regimens and better case-finding and 
management. Great efforts should be made to find the as-yet undiagnosed cases which 
might well comprise more than half of the total and ensure that they were appropriately 
treated. It had been gratifying to learn from the session of the Executive Board in 
January 1991 that a large proportion of the 30% reduction in leprosy over the past five 
years had been due to effective leprosy control through multidrug therapy and that, 
during that period, more than 1.2 million cases had been cured. Many of the cases were 
in areas of the world where HIV infection was prevalent; perhaps a study should be 
undertaken to determine whether HIV infection influenced susceptibility to leprosy. 
Since other mycobacteria were common opportunistic pathogens, it might be assumed that 
the leprosy bacillus was also a potential threat. Leprosy control activities should be 
intensified. The United States delegation supported the resolution on leprosy proposed 
by the Executive Board. 



The CHAIRMAN drew attention to the following draft resolution on cholera sponsored 
by the delegations of Algeria, Angola, Argentina, Bangladesh, Belize, Benin, Bolivia, 
Brazil, Burkina Faso, Burundi, Cameroon, Cape Verde, Chile, Colombia, Costa Rica, Cuba, 
Dominican Republic, Ecuador, Finland, France, Guatemala, Haiti, Iraq, Kenya, Madagascar, 
Malawi, Mexico, Nicaragua, Nigeria, Norway, Panama, Paraguay, Peru, Poland, Saint Vincent 
and the Grenadines, Spain, Sri Lanka, Sudan, Togo, Trinidad and Tobago, Union of Soviet 
Socialist Republics, United Republic of Tanzania, United States of America, Uruguay, 
Venezuela, Viet Nam, Yemen, Yugoslavia, Zaire, Zambia and Zimbabwe: 

The Forty-fourth World Health Assembly, 
Considering the extent and severity of the cholera epidemic which is affecting 

Peru, several other countries in Latin America and regions in other parts of the 
world, and which threatens to spread to further countries； 

Affirming that cholera aggravates socioeconomic problems as well as health 
problems in the affected countries； 

Recognizing the efforts made by the governments of affected countries to cope 
with the additional burden of the epidemic, and the efforts of other countries to 
avoid it; 

Informed of the joint initiatives put forward by the Andean countries as well 
as by other countries and regions to prepare coordinated subregional and regional 
plans to face the emergency； 

Acknowledging the urgent and immediate action taken by the Director-General in 
response to requests of the governments of countries affected by the cholera 
epidemic； 

Recalling that the spread of cholera is a consequence of unplanned human 
settlements, especially in urban areas, poverty, lack of adequate supply of potable 
water and deficient sanitation services, poor hygiene and inadequate health care, 
and that these deficiencies require further consideration in future development 
policies and plans at national and international levels； 

Bearing in mind resolution WHA24.26； 

1. CALLS UPON Member States and multilateral organizations to consider health and 
environmental issues as an integral part of development policies and plans and to 
allocate resources accordingly, in order to prevent the risks of epidemics of this 
kind or diminish them; 

2. CALLS UPON the international community to intensify its solidarity with the 
countries affected or threatened by cholera; 

3. URGES appropriate international and regional institutions to afford greater 
priority to requests submitted to them for loans and financial support required by 
countries at risk to implement environmental and other health projects associated 
with the control of cholera and other diarrhoeal diseases； 

4. URGES Member States to report immediately any occurrence of cholera in 
accordance with the International Health Regulations in order to facilitate global 
surveillance and control measures； 

5. URGES Member States not to apply unjustifiable trade restrictions against the 
importation of products from countries affected by the epidemic, in accordance with 
resolution V7HA24.26, and taking into account the International Health Regulations； 

6. ENCOURAGES efforts for the development and evaluation of new cholera vaccines, 
recognizing that the vaccines currently available on a large scale have not 
demonstrated sufficient protection to be recommended for public health use； 

7. REQUESTS the Director-General: 
(1) to strengthen and increase all measures to ensure that the Organization 
continues to respond expeditiously and effectively to the needs of the 
countries affected and threatened by cholera; 



(2) to ensure that the Organization plays an active role in the mobilization of 
resources in order to provide these countries with the necessary financial 
support for their fight against cholera; 
(3) to coordinate the global effort to control cholera in order .to achieve the 
most efficient use of technical and financial resources； 
(4) to submit to the eighty-ninth session of the Executive Board a report on 
the global cholera situation and the results of the action taken by the 
Organization in this regard. 

He announced that the delegations of Central African Republic, China, El Salvador, 
Guinea, India, Malaysia, Morocco, Philippines, Senegal, and Sweden wished to be added to 
the list of sponsors, bringing their number to 61. 

Dr YAMAMOTO (Peru), introducing the draft resolution on behalf of the cosponsors, 
said that since the end of January 1991 Peru had been hit by a severe cholera epidemic, 
which was now spreading to other countries in South America. It was known that new 
outbreaks of cholera were affecting other regions of the world such as Africa and Asia, 
especially countries such as Zambia and Bangladesh. The international community was 
waiting to see how the epidemic developed and efforts were being made to help the 
affected countries to control it and to prevent it from spreading. International 
solidarity for that purpose needed to be intensified. Mention should be made of the 
invaluable support given by WHO and its regional offices, which had taken prompt and 
urgent action to meet the needs of the countries concerned. 

After highlighting the contents of the operative part of the draft resolution, he 
stressed that the seriousness and urgency of the situation in various parts of the world 
required a decisive response to the new challenge confronting mankind. His delegation 
hoped that the members of the Committee would approve the draft resolution by consensus 
or unanimously in order to prevent cholera from becoming endemic in much of the planet by 
the beginning of the next century. 

The CHAIRMAN indicated that the Committee must decide whether it agreed to discuss 
the draft resolution on cholera straight away, leaving the remainder of the debate on 
agenda item 17.2 to a later stage, and whether in that case it wished to waive the 
48-hour rule on the submission on draft resolutions, which would require a unanimous 
decision. 

Dr NARANJO (Ecuador) said that it was not the first time that a draft resolution had 
been introduced in committee with less than 48 hours' notice. The fact that over 
50 delegations had sponsored it indicated that there was a substantial consensus, even 
though it had not been possible to consult all delegations. The draft resolution related 
to a matter that was very much in the news and was based on previous Health Assembly 
resolutions, while cholera was affecting large areas in three continents. It should 
therefore be given priority attention by the Committee. He supported the Peruvian 
delegate's call for it to be adopted by consensus, and perhaps unanimously, since it 
merely reflected the feeling of many countries currently confronted by cholera and had no 
implications for WHO except that of continuing to support the work that was being done in 
different countries. No conflict was involved. 

Dr CAYCEDO BORDA (Colombia) said that he supported the draft resolution introduced 
by the delegate of Peru and hoped that the Committee would appreciate its great 
importance for the South American, Asian and African countries suffering from outbreaks 
of cholera. It was so urgent as to merit special treatment, since some countries in the 
European Community were ignoring WHO resolutions and were taking economic measures 
prejudicial to the stability of the trade of countries afflicted by cholera. He 
therefore urged WHO and, in particular, members of the Committee to act together to 
ensure that the Organization's rules and scientific principles began to be accepted in 
all countries, thereby preventing any economic discrimination against countries suffering 
from outbreaks of cholera. 



The CHAIRMAN said that in the absence of any objection, he would take it that the 
Committee wished to discuss the draft resolution now and to waive the 48-hour rule. 

It was so agreed. 

Dr CORNAZ (Switzerland) said that Switzerland wished to be added to the list of 
sponsors. In addition, it wished to propose three amendments. First, the words "and to 
undertake action accordingly, including health education and information" should be 
substituted for the word "accordingly" in the third line of operative paragraph 1. 
Second, the semicolon at the end of operative paragraph 1 should be replaced by a comma, 
to be followed by the words "giving due attention to the situation and needs of the 
population groups most at risk;". Third, in operative paragraph 7 a new subparagraph (2) 
should be inserted, with consequential renumbering of the following subparagraphs. The 
new subparagraph should read: "to continue strongly to promote hygiene education as well 
as sanitation and to support countries' efforts in that field, taking into account, in 
particular, the situation and needs of the poorest and most vulnerable groups;". 

Dr NEJELESANI (Zambia) said that his delegation had со-sponsored the draft 
resolution because Zambia had been suffering from a cholera outbreak over in the past few 
years. It had not experienced a sustained outbreak of the disease until a few years 
previously, when cholera had declared itself in towns and cities, especially in 
peri-urban areas. The short supply of safe drinking-water and inadequate sanitation were 
among the causes. 

Cholera knew no boundaries. Representatives of eleven countries in the African 
Region, with support from WHO, had met in March 1991 to try to see how they could jointly 
develop cholera control strategies. The meeting had been very successful and it was 
hoped that it would contribute to keeping the situation under control. 

Caution needed to be displayed with regard to the available vaccines. Research on 
new vaccines was welcome, but during the outbreak of cholera in Zambia it had been 
learned that the myriad of vaccines being thrust upon the African countries had served 
only to detract from the efforts being made in health education, owing to the false sense 
of security which they generated: people who had been vaccinated tended to ignore the 
hygiene measures that they were recommended to take. Thus countries in which there was 
not a very high general level of education could very easily be misled. 

It was to be hoped that the provisions of the text under consideration, if put into 
effect, would go a long way to strengthen the efforts which individual countries and 
groups of countries were making to control cholera. His delegation therefore supported 
the draft resolution and the proposed amendment. 

Dr DAVIS (United States of America) proposed amendment of the fifth preambular 
paragraph by the addition of the words "including the establishment of the Global Cholera 
Task Force" at the end of it. 

Dr LARIVIERE (Canada) observed that one of the causes of the current cholera 
epidemic in the Americas, as well as of cholera in other parts of the world, was 
contaminated food, including seafood. However, that aspect was not mentioned in the 
draft resolution before the Committee. He therefore proposed that in the sixth 
preambular paragraph, "contamination of food," should be added, after "poverty"； and 
that in the operative paragraph 5, the words "in particular food products" should be 
added after "affected by the cholera epidemic,". 

His delegation also supported the amendment of the delegate of Switzerland and, 
should the proposed amendments be accepted, wished to cosponsor the draft resolution. 

Dr NARANJO (Ecuador) pointed out that it had been far from easy to prepare the draft 
resolution, particularly with so large a number of cosponsors, and it was therefore to be 
expected that amendments would be proposed; those of Switzerland, the United States of 
America and Canada were very appropriate and had his full agreement. The delegate of 



Zambia had mentioned the problem of vaccines but had proposed no specific amendment. The 
effectiveness of vaccines was limited and lasted only a few months. Moreover, in an 
epidemic, an immunized person might eat contaminated food without necessarily contracting 
cholera but could nevertheless transmit the disease； it was therefore not advisable to 
immunize against cholera in places where there was an outbreak. That aspect might be the 
subject of an amendment to operative paragraph 6. 

Dr TERAMATSU (Japan) said that his delegation wished to cosponsor the draft 
resolution with the amendments proposed by Switzerland, the United States of America and 
Canada. He hoped it would be unanimously adopted. 

Dr STAMPS (Zimbabwe) endorsed the statements by the delegates of Zambia and 
Ecuador. He proposed that operative paragraph 6 should be deleted and that a new 
paragraph inserted as the penultimate preambular paragraph, to read: "Recognizing that 
vaccines currently available on a large scale have not demonstrated sufficient protection 
to be recommended for public health use;". 

While there was a potential for improved cholera vaccine - and something was already 
being achieved - that had little relevance to the current epidemic or the public health 
aspects of the pandemic. Moreover, recommendations on vaccines should be made a part of 
those on vaccine development rather than being fragmented and added as a rider to a 
resolution on the major public health problem of cholera. 

Dr CAYCEDO BORDA (Colombia) expressed his agreement with the amendments proposed by 
Switzerland, the United States of America and Canada. He added that, while it seemed 
generally agreed that the resolution should be unanimously adopted by the Health 
Assembly, delegates must be fully aware that they had to play an active role in 
presenting realistic information to their governments about cholera, about appropriate 
measures to ensure that food from countries with cholera was not contaminated, and about 
the imperative need to undertake global action to control the epidemic. It must be 
realized as the twenty-first century drew near, that the fact that countries of the 
Americas, Asia and Africa were once again experiencing diseases they thought had long 
disappeared meant that poverty was spreading rather than receding and that it was up to 
the world as a whole to halt the decline in the quality of human life and seek ways to 
ensure that life in those continents could be lived in dignity. 

Mr VAN HOOGSTRATEN (Netherlands) supported the draft resolution but could agree only 
in part with the amendment proposed by Canada. Whilst the first part of that amendment 
was acceptable, the change proposed in operative paragraph 5 was less appropriate, 
particularly as existing import restrictions would in any case pertain to contaminated 
food products. He would prefer operative paragraph 5 to be maintained in its original 
form. 

He also expressed some doubts about referring in operative paragraph 5 to a 
20-year-old Health Assembly resolution about the lack of precision in the reference to 
the International Health Regulations in the same operative paragraph. 

Mr DURIEUX (France) agreed with the Netherlands concerning the apparent 
contradiction in the two parts of the amendment proposed by the delegate of Canada. 
There did not seem to be firm scientific evidence on the question of possible 
transmission through food; the problem was different according to whether contaminated 
food was meant for immediate local consumption or for export, as the cholera vibrio had a 
short survival time. The first part of the Canadian amendment did not take the latter 
point sufficiently into account. The resolution should be absolutely clear in that 
respect as a dogmatic statement about possible transmission through food products might 
have a seriously counterproductive effect on exports from affected countries. 

In view of the number of amendments proposed, he suggested that a drafting group 
should be requested to clarify certain points and report back to the Committee. 

Dr YAMAMOTO (Peru) welcomed the proposed amendments and hoped that the resolution 
would be approved by consensus. 



The CHAIRMAN noted that Canada, Japan, Mozambique, Pakistan and Switzerland had 
signified their wish to be included among the cosponsors but that some had proposed 
amendments. Were those amendments to be maintained or withdrawn? 

Dr LARIVIERE (Canada) said that his delegation maintained both parts of the 
amendment it had proposed. It was, however, sensitive to the comments made by France 
that there might be some doubt about scientific evidence concerning cholera transmission 
through foodstuffs consumed either fresh or after transit. That might be clarified in 
the proposed drafting group or-better-the Secretariat could provide the whole committee 
with the appropriate information. 

Dr HYZLER (United Kingdom of Great Britain and Northern Ireland) said that his 
delegation shared some of the concerns expressed by the Netherlands and France. In 
addition, it was not clear what the terms of reference of the proposed Global Cholera 
Task Force would be. 

Dr NARANJO (Ecuador) said that it was understandable that so many amendments should 
be proposed as the problem of cholera was at the same time old and new: old for 
countries where it had existed for hundreds of years, and new for others where it had 
appeared only within the past few months. For many countries, including the European 
countries, it was a problem which had been forgotten and therefore tended to create some 
confusion. The amendments proposed by the Canadian delegation had their reasons, 
although an exaggerated fear of food imported from affected countries had grown up due to 
lack of knowledge about the characteristics of the cholera organisms. The latter could 
be easily killed at 70oС and thus consumption of food subjected to at least that 
temperature would entail no risks. While the disease was transmitted through 
contaminated food or water, experience had shown that such contamination usually occurred 
at a domestic level and did not come from major water supplies or collective food 
production and that the disease occurred in widely separated outbreaks. The cholera 
organisms died on the surface of dry produce, such as coffee and cocoa, from which there 
was no risk of contamination. Information on such technical aspects was available to 
delegates in a WHO document entitled Guidelines for cholera control (document 
WH0/CDD/80.4 Rev.2). 

He supported the establishment of a small drafting group to consider the amendments 
proposed in the light of the original text in order to provide a basis for consensus at a 
future meeting. 

After further discussion in which the delegates of France, Greece, Swaziland, 
Switzerland, Togo and Zimbabwe participated, the CHAIRMAN proposed that a drafting group 
should be established composed of the delegations of Canada, Colombia, Ecuador, France, 
Netherlands, Peru, Swaziland, Switzerland, and Togo. Other interested delegations would 
also be free to participate and Secretariat assistance would be provided. 

It was so agreed. 

The meeting rose at 12h25. 


