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TWELFTH MEETING 

 

Monday, 23 May 2011, at 14:40 

 

Chairman: Dr W. AMMAR (Lebanon) 
 
 
 
TECHNICAL AND HEALTH MATTERS: Item 13 of the Agenda (continued) 

Cholera: mechanism for control and prevention: Item 13.9 of the Agenda (Documents A64/18 and 
EB128/2011/REC/1, resolution EB128.R7) (continued) 
 

Mr ZEVALLOS AGUILAR (Peru) recalled that in 1991 Peru had suffered a serious cholera 
epidemic, which by the end of 1992 had spread to 19 countries across Latin America, causing some 
6300 deaths. Twenty years had passed since that event, providing lessons and evidence regarding 
cholera risk factors and outbreak patterns in the various regions of Peru. The current cholera outbreak 
in Haiti posed a threat to Latin America as a whole, after a decade with no reported case. Countries 
should therefore remain vigilant and strengthen epidemiological surveillance, preparedness and 
response plans and preventive measures, so as to reduce the likelihood of a new cholera epidemic. 

Epidemiological surveillance of cholera formed part of Peru's wider reporting obligations. On 
the basis of past experience, a national preparedness commission had been established in order to 
prepare and implement a prevention and response plan addressing the potential risk of the 
reintroduction of cholera in Peru. 

The draft resolution contained in resolution EB128.R7 acknowledged the need for cholera 
prevention to be multisectoral, for example with regard to safe water and sanitation. Joint international 
efforts were essential in a globalized world. He supported the draft resolution and said that his country 
would continue to contribute to the development of better control and prevention measures. 

Mrs TOELUPE (Samoa) supported the draft resolution and acknowledged the work of the 
Secretariat and the Global Task Force on Cholera Control. She also wished to place on record Samoa’s 
thanks to development and other bilateral partners for their continuing help with water, sanitation, 
surveillance, and environmental health programmes. 

Dr NDOUNDO (Chad) said that Chad had suffered more than 10 cholera epidemics during the 
previous 20 years, the last of which in June 2010 had caused high morbidity and mortality. Two new 
developments were noteworthy: the occurrence of outbreaks outside the winter months, and the fact 
that the disease had become endemic in certain parts of the country, particularly the Lake Chad region. 
The Lake Chad epidemic had led to cross-border contamination in Cameroon, Niger and Nigeria. 
Despite the allocation of significant resources and energy to combating the 2010 epidemic, the 2011 
epidemic had seriously affected the morale of a country already weakened by resource constraints. He 
drew attention to the little-known three-step decision-making tool for assessing the risk of an outbreak, 
the capacity to contain a potential outbreak, and the feasibility of a mass immunization campaign 
using oral cholera vaccines. The use of that tool, which had been developed by WHO, should be 
encouraged in all affected countries. Those countries should also benefit from WHO's support for 
further research, in order to harmonize national strategies, including the use of oral cholera vaccines to 
mitigate or avert future epidemics. He supported the draft resolution. 

Ms NGHATANGA (Namibia), noting that Namibia had experienced cholera outbreaks in recent 
years as a result of floods in the north of the country, emphasized the importance of cross-border 
planning, information exchange and preparedness to ensure the prevention, containment and control of 
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such outbreaks. The Secretariat should be requested to continue providing technical support to affected 
States to improve cross-border cholera interventions, and she urged Member States affected by cholera 
to work together in that regard. She welcomed the initiative to further develop oral cholera vaccines, 
and supported the draft resolution. 

Dr TSESHKOVSKIY (Russian Federation) noted a steadily increasing global trend in cholera 
outbreaks, in particular due to the endemicity of the disease in resource-constrained countries in Asia 
and Africa as a result of poor sanitation conditions and weak primary health-care systems. The 
outbreak of cholera in Haiti in 2010 had been precipitated by the earthquake that had destroyed the 
local health and sanitation infrastructure. That epidemic had had serious social and economic 
consequences, and the disease had spread into neighbouring countries, leading to the threat of a 
cholera pandemic. 

He supported the draft resolution, which emphasized the need for a comprehensive, 
multisectoral approach to planning cholera prevention measures, including the adequate use of 
vaccination, improved education on sanitation, and the provision of clean and safe drinking-water. The 
Russian Federation's epidemiological surveillance system for cholera was effective, predictive and 
included environmental monitoring and reporting. It facilitated the development of evidence-based 
recommendations for epidemic preparedness and prevention. 

His Government supported the continued strengthening of the national laboratory network and 
scientific research into diagnostic methods, treatment and vaccines, and would continue to train 
personnel in those areas. Taking into account the limited resources available to developing countries in 
the fight against cholera and other diseases, he welcomed WHO's efforts to provide technical and 
financial support. The Russian Federation was prepared to continue cooperating in those efforts. 

Professor ONDOBO ANDZE (Cameroon) said that his country had suffered several cholera 
epidemics since 2010, with a total of 6478 cases and 213 deaths. Cholera was a serious threat to 
developing countries, especially in sub-Saharan Africa, a region which already had a high burden of 
other pandemics and emerging diseases. Many factors contributed to the spread of cholera, including 
insalubrious conditions, poor access to potable water, low latrine use, and poor personal and 
community hygiene. Several countries in the African Region were still unable to provide universal 
access to potable water, even in the short term, a shortcoming which even affected treatment centres 
established in response to the epidemics. 

Cholera was monitored under the integrated disease surveillance and response strategy, but few 
countries had early detection systems that enabled them to provide an appropriate and timely response 
to epidemics. Systems were slow to react and not sufficiently sensitive, used poor quality data, and 
were incomplete. Insufficient resources were allocated to the development of such systems, as few 
donors were prepared to invest in epidemiological surveillance, despite that being an essential part of 
action to prevent and combat diseases with epidemic potential such as cholera. 

Countries tended to develop their own responses and emergency plans, including contingency 
plans, which were often uncoordinated, while cross-border activities were ignored. There was a 
glaring lack of resources for the implementation of community-based actions, which had led to delays 
in some health campaigns, and the resulting spread of the disease. 

Member States faced many challenges besides drinking-water and sanitation, including 
inadequate surveillance systems, the lack of integrated social improvement schemes and the 
uncontrolled movement of people across borders. The primary problem remained the lack of financial 
resources for the implementation of community-based actions, which were crucial to the fight against 
cholera. Access to free health-care services remained limited, owing to the lack of resources; 
especially emergency public health funds during the early stages of an epidemic. Cross-border 
surveillance and epidemiological information sharing among neighbouring countries, supported by 
WHO, should be extended. 
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Dr SHONGWE (Swaziland) said that cholera had not received the attention it deserved. Its 
incidence was related to poor hygiene and sanitation, a lack of drinking-water, and poverty. Cholera 
prevention and control should therefore follow a comprehensive and integrated approach involving all 
relevant sectors, including poverty reduction mechanisms. Adequate technical and financial resources 
should be provided for a coordinated, multisectoral approach. He supported the work of the Global 
Task Force on Cholera Control. 

Mr CONSTANT (Trinidad and Tobago) said that his country had taken actions to enhance 
cholera preparedness, in response to the regional situation. An updated cholera preparedness plan had 
been circulated to relevant health-care personnel. The Public Health Laboratory had adequate stock for 
the storage and processing of stool samples, and subnational laboratories had received training from 
the Caribbean Epidemiology Centre in Vibrio cholerae identification, as part of a national capacity-
building exercise. 

Referring to the draft resolution, he said that enhanced syndromic surveillance for diarrhoeal 
illness was practised in his country, and particular attention was being directed to the investigation of 
clusters in captive populations. Sufficient technical and financial resources were available, and 
multisectoral collaboration was in place for mobilizing preparation, prevention and control measures 
for diarrhoeal illnesses including cholera. Trinidad and Tobago was not in an endemic or epidemic 
state for cholera and would follow guidelines issued by PAHO and WHO on the applicability of 
vaccination campaigns to its current context. PAHO continued to provide support to the Ministry of 
Health in strengthening cholera preparedness, as well as in responding to other health emergencies. 
Further technical cooperation was planned in capacity building, as well as in local preparedness 
assessments. He supported the draft resolution as amended by earlier speakers. 

Dr MALAMA (Zambia), welcoming the progress made in the development of a cholera 
vaccine, said that such a vaccine would play a complementary role in the control and prevention of 
cholera outbreaks in Zambia and many other countries. Zambia had strengthened its human resource 
skills and capacity so as to improve surveillance systems, and had successfully implemented 
guidelines for integrated disease surveillance and response. The National Epidemic Preparedness 
Committee provided a multisectoral response structure, but cross-border collaboration needed to be 
improved in the fight against cholera and other disease outbreaks at the subregional or regional level, 
and the African Region initiative to establish a regional fund for the prevention and control of 
outbreaks and epidemics should be supported. 

With the support of WHO, Zambia had hosted the first intercountry cross-border meeting on 
cholera in March 2011, which had led to the signing of Memorandums of Understanding between 
participating ministerial representatives of Angola, Congo, Democratic Republic of Congo, Namibia 
and Zambia to enhance collaboration, coordination, and timely information sharing. 

Dr SINOLINDING (Philippines) stressed a concerted, multidisciplinary approach to cholera 
prevention, supported by a solid cross-border surveillance system that captured information on critical 
factors such as water sources, sanitation coverage, environmental conditions and cultural practices. 

The complete and accurate reporting of cases in affected Member States, as prescribed by the 
International Health Regulations (2005), should not be the sole basis for imposing sanctions and travel 
restrictions on States endemic for the disease. WHO, as the lead international health organization, 
should continually provide assistance, based on a systems approach, to avoid the one-off 
implementation of health interventions. In that regard, he supported the proposed revitalization of the 
Global Task Force on Cholera Control. 

WHO should continue to coordinate the provision of assistance under the Paris Declaration on 
Aid Effectiveness, including the transfer of vaccine-manufacturing technology and further research to 
produce cheaper and more effective oral vaccines. 
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Dr Chia-En LIEN (Chinese Taipei) recalled resolution WHA44.6 on cholera, which had 
provided support to Member States to reduce cholera morbidity and mortality and to diminish the 
socioeconomic consequences of the disease. Nevertheless, cholera remained a public health problem 
in many developing areas. He expressed regret that the earthquake in Haiti in 2010 had led to a severe 
outbreak of cholera, causing more than 4500 deaths. PAHO and other health partners had supported 
the Haitian authorities in their response, including social mobilization, health promotion, and the 
provision of cholera treatment services. At the same time, Chinese Taipei had collaborated with the 
National Public Health Laboratory of Haiti on a three-year Haiti Epidemic Prevention Project, and had 
provided training programmes for epidemiologists from that laboratory to enhance disease 
surveillance and laboratory testing quality. 

Effective public health interventions such as proper and timely case management, improved 
environmental management, improved hygiene, and access to and appropriate use of vaccines, would 
depend on an adequate system of surveillance and health care. Chinese Taipei would continue to 
collaborate with Haiti and other affected Member States in that regard.  

He welcomed and supported the draft resolution contained in resolution EB128.R7.  
 
Dr FUKUDA (Assistant Director-General) said that the disproportionate impact of cholera on 

populations in poverty, its unwelcome appearance in times and places of crisis, and its propensity to 
become endemic, together with the additional adverse effect of climate change on the spread of the 
disease, meant that cholera remained a major global public health problem. 

The main causes of cholera included unclean water and substandard hygiene and sanitation. 
Effective action in those areas could be complemented by the use of oral cholera vaccines. Increased 
surveillance efforts around the world would serve to improve Member States' access to information on 
the disease, and in that regard it was important to revitalize the Global Task Force on Cholera Control. 

The Secretariat would continue to work with Member States on those and other issues referred 
to in the draft resolution.  

Mr KAZI (Bangladesh) said that, as the initiator of the draft resolution, his delegation had 
consulted with others on the amendments that had been proposed. The delegate of the United States of 
America had withdrawn his proposed amendment to the second preambular paragraph. The other 
amendments proposed by the delegate of the United States, to the third, sixth and eighth preambular 
paragraphs, and to subparagraphs 2(3) and 3(10), were acceptable. After consultations with the 
delegate of Papua New Guinea, agreement had been reached on an amendment to add the following 
wording at the end of subparagraph 2(5): "as well as to consider safe and effective innovations in oral 
rehydration therapy that can provide additional benefit in treatment outcomes”. 

Following consultations with the delegate of the United Kingdom on amendments proposed to 
the fourth preambular paragraph, agreement had been reached on the addition of the words “and 
sanitation behaviour” after “improved hygiene” and on the insertion of the word “adequate” before the 
word “sanitation”. 

With those amendments, he commended the draft resolution to the Committee for approval. 

Mr MAMACOS (United States of America), responding to a request for clarification from the 
CHAIRMAN, confirmed that he had withdrawn his delegation's proposed amendment to the second 
preambular paragraph. 

Ms KORTUM (Assistant Secretary), recapitulating the amendments proposed to the draft 
resolution, said that the word “poverty” would be moved to the end of the third preambular paragraph, 
which would begin with words "Reiterating that the spread of cholera is a consequence of natural 
disasters" and end with the words “absence of effective health systems, inadequate health care, and 
poverty”. In the fourth preambular paragraph, the words “and sanitation behaviour” would be inserted 
after the words “improved hygiene” and “adequate” before the word “sanitation”. In the sixth 
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preambular paragraph, “is intertwined” would be replaced by “necessitates close cooperation”. The 
eighth preambular paragraph would be amended to end with the words “that are based on improved 
access to potable water, sanitation and hygiene”. 

The words “and to prioritize close collaboration with other clusters including but not limited to 
WASH and logistics, to maximize the effectiveness of the overall multilateral humanitarian response” 
would be added to the end of subparagraph 2(3), and the words “as well as to consider safe and 
effective innovations in oral rehydration therapy that can provide additional benefit in treatment 
outcomes” would be added at the end of subparagraph 2(5). Finally, subparagraph 2(10) would be 
amended to read “to report to the Sixty-fifth World Health Assembly, through the Executive Board, on 
the global cholera situation and evaluate efforts made in cholera prevention methods and control.” 

The CHAIRMAN said that, in the absence of any objections, he would take it that the 
Committee wished to approve the draft resolution contained in document EB128.R7, as amended. 

The draft resolution, as amended, was approved.
1
 

 

Malaria: Item 13.10 of the Agenda (Documents A64/19 and EB128/2011/REC/1, resolution 
EB128.R13) 
 

Dr BUSS (representative of the Executive Board) said that the Board had considered an agenda 
item on malaria at its 128th session. On the basis of a report contained in documents EB128/14 and 
EB128/14 Add.1, it had adopted resolution EB128.R13, in which it recommended a text to the Health 
Assembly for adoption.  

Dr KALESHA (Zambia) welcomed the progress made in malaria prevention and control, 
particularly in the African Region, where the number of malaria deaths had been reduced by 50%. 
Zambia had recorded a 60% decline in malaria cases, exceeding the targets set by the Abuja 
Declaration and the Roll Back Malaria Partnership. That reduction had been achieved through strong 
national leadership, concerted efforts and well-coordinated partnerships, and community ownership 
and involvement. 

The nine areas for action highlighted in the report, if implemented effectively, would contribute 
to sustaining gains and reducing transmission. It was essential for governments to keep malaria high 
on the political agenda, so as to ensure sustained national and financial commitment to requirements 
such as indoor residual spraying and insecticide-treated bednets. 

The resistance of malaria to artemisinin-based medicines was of great concern, and available 
treatments should be safeguarded. The Secretariat should support countries in strengthening their 
regulatory frameworks so as to effectively halt the use of monotherapies and substandard medicines. 
The introduction of quality assurance mechanisms should also be considered. 

She welcomed the move to curb resistance to insecticides through the adoption of best practices, 
as well as through better monitoring and evaluation. The transfer of technology relating to artemisinin 
combination therapy in malaria-endemic countries in order to strengthen capacity to meet WHO 
prequalification standards was also appreciated and long overdue. Such activities should be scaled-up, 
in order to improve access to quality medicines for vulnerable populations. 

She supported the draft resolution. 

                                                      

1 Transmitted to the Health Assembly in the Committee's sixth report and adopted as resolution WHA64.15. 
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Dr DOPHU (Bhutan) said that malaria was endemic in 10 of the 11 Member States in the South-
East Asia Region. The Secretariat's leadership and support from WHO and other partners had been 
welcomed. Significant progress had been made in reducing malaria-related morbidity and mortality, 
but nevertheless malaria remained a major public health problem in the Region. 

He supported the draft resolution, but highlighted three issues for consideration. First, although 
parasite-based diagnosis was essential, the choice of  method (microscopy or rapid diagnostic tests) 
should depend on the nature of each country’s health system, as the two methods were 
complementary. 

Secondly, although the Member States supported the principle of artemisinin-combination 
therapy, that did not necessarily mean the use of fixed-dose tablets. Treatment could be given with two 
separate medicines taken together; that would ensure more flexibility and lower costs for prescribing 
health personnel. The Health Assembly in resolution WHA60.18 had supported the use of artemisinin-
combination therapy without urging Member States to ban the import and production of artemisinin 
alone for use in combination with other antimalarials. The Secretariat should support Member States 
in introducing artemisinin-combination therapy, but should not pressure them to ban single artemisinin 
products. Such products should, however, be strictly monitored to prevent the use of artemisinin 
monotherapies. 

Thirdly, despite the remarkable success of the malaria control programme, WHO’s role in 
facilitating cross-border malarial activities had become increasingly important, in particular when 
countries were moving towards malaria elimination. 

Dr ARUNOTHONG SURACHET (Thailand) expressed concern that the Secretariat had 
misinterpreted the references to artemisinin therapies contained in subparagraphs 1(3) and 2(4) of 
resolution WHA60.18. He recalled that the original draft of the resolution had contained an operative 
paragraph banning the production, import, sales and distribution of single artemisinin products, but 
that had not been accepted by the Health Assembly and thus had not been included in the final text of 
the resolution because artemisinin-combination therapy could be delivered using either the co-
administration of two separate agents, including an artemisinin-based medicine, or a fixed-dose 
combination. Thailand's experience showed that the use of two separate medicines was as effective, 
more flexible and much cheaper than the only fixed-dose combination treatment available in the 
country that cost US$ 15, a price 15 times higher than the WHO tender prices.  

Trust and social credit were essential to the reform of WHO's structures and financing, and any 
deliberate misinterpretation would undermine that trust. He therefore asked the Director-General to 
investigate the misinterpretation of resolution WHA60.18, remove paragraph 14 from document 
A64/19, and put a stop to attempts to pressure Member States into banning the availability of single 
artemisinin formulations. It was possible to support a ban on artemisinin monotherapy while not 
supporting the prohibition of single artemisinin production or import for use in coordinated treatments. 

He proposed additions to two operative paragraphs in the draft resolution. A new subparagraph 
should be added to follow subparagraph 1(7), to read: “to carefully consider implementing 
artemisinin-combination therapy based either on fixed-dose combination or administration of two 
separate drugs, taking into account the local evidence of effectiveness in the field, cost benefit, 
compliance, regulatory capacity, budget burden, feasibility and long-term sustainability”. A second 
new subparagraph should be inserted after subparagraph 3(6), to read: “to support Member States to 
continually monitor the progress of artemisinin-combination therapy relative to artemisinin 
monotherapy, and to discontinue monitoring of the production, import and distribution of artemisinin 
single drugs for the use in artemisinin-combination therapy”. 

Dr HWOAL (Iraq) said that, despite a reduction in transmission, Iraq had registered more than 
1000 cases in recent years. WHO should provide technical assistance for capacity building and 
training for health personnel involved in malaria eradication efforts. Given the importance of vector 
control, appropriate use should be made of environmentally-friendly insecticide-treated products. 
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Partnerships with international organizations and civil society were essential to achieving improved 
diagnosis and the integration of malaria treatment into primary health care systems. Furthermore, 
greater attention should be paid to awareness-raising of the importance of malaria eradication as a 
Millennium Development Goal target. 

Dr COPELAND (Jamaica) said that, having eradicated malaria more than 40 years earlier, 
Jamaica had successfully halted and reversed local transmission of the disease when it had been 
reintroduced into the country in 2006. The recent outbreak, which had resulted in 412 cases over the 
previous four years, was now controlled; only one locally transmitted case had been identified during 
2011. The nine action areas defined in the report had been essential in implementing her country’s 
Strategic Action Plan to Prevent and Control Malaria. 

Diagnosis and surveillance guidelines had been evaluated and improved, and had also been 
expanded to include the use of geographical information service mapping to target areas for 
intervention. Insecticide testing had shown that in some areas mosquitoes were showing resistance to 
the insecticide malathion, and she therefore requested support for capacity building in countries that 
were disease-endemic and non-endemic through training in testing, using the global plan for the 
prevention and management of insecticide resistance. Integrated vector management was being 
implemented, though it urgently required more support. She recommended that WHO establish a 
programme to train and certify entomologists and malariologists. Finally, support should be made 
available for country-specific operational research on reducing transmission and malaria elimination. 

 
Dr NJUGUNA (Kenya), speaking on behalf of the Member States of the African Region, 

welcomed the global progress in combating malaria, but expressed concern that the disease remained 
one of the leading causes of death in the Region, in particular in children under five years of age. The 
use of insecticide-treated bednets, indoor residual spraying and improved access to malaria 
interventions had led to a reduction in malaria transmission in sub-Saharan Africa. Africa needed to 
adopt a comprehensive approach to malaria control based on vector elimination. A further important 
goal was universal access to affordable and accessible rapid diagnostic testing and malaria therapies. 

Malaria had a serious impact on socioeconomic development in the Africa Region, and must be 
combated if progress was to be made in attaining Millennium Development Goals 4 (Reduce child 
mortality), 5 (Improve maternal health) and 6 (Combat HIV/AIDS, malaria and other diseases). As 
Member States could not individually control and eliminate malaria, support was needed for regional 
cooperation and external partnerships, and the African Leaders Malaria Alliance had been founded in 
order to stimulate regional eradication efforts. The Region appreciated the support it had received 
from development partners, and appealed to other partners for increased funding. He urged the 
Secretariat to facilitate technology transfer to malaria-endemic countries, to enable the local 
production of malaria control products. The five-step Global plan for artemisinin resistance 
containment1 should also be implemented in the Region. It was essential to combat mosquito 
resistance to insecticides, and that required the development and implementation of a global plan of 
action. 

Supporting the draft resolution, he said that many manufacturers in sub-Saharan Africa had 
been unable to meet WHO prequalification standards, and he asked the Secretariat and other technical 
partners for help to overcome the barriers. Technical assistance and increased funding should be made 
available for research and development in malaria control and prevention. WHO should encourage 
technology transfer to manufacturers of pharmaceuticals and other health products in Africa. Finally, 
the use of insecticides to eliminate the vector, including DDT, should continue until affordable 
alternatives were available. 

                                                      

1 Global plan for artemisinin resistance containment. Geneva, World Health Organization, 2011. 
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Dr KONG Lingzhi (China) thanked WHO for coordinating international action on malaria 
prevention and control. China had launched a national action plan for malaria elimination, supported 
by the Global Fund to Fight AIDS, Tuberculosis and Malaria, with the aim of eradicating cases of 
local malaria infection by 2015. The Chinese Government was also supporting the Mekong subregion, 
neighbouring countries and affected African countries in developing malaria programmes. The 
Secretariat and developed countries should seek to meet the needs of developing countries in areas 
such as the use of microscopy to detect vector-borne parasites, affordable artemisinin therapy, and 
detection of drug resistance. She supported the draft resolution. 

 Mr DAKPALLAH (Ghana) said that malaria, the leading cause of morbidity in Ghana, 
continued to be a major public health concern, particularly in pregnant women and children under five 
years of age; the latter group also had the highest malaria mortality rates. The economic burden of 
malaria in Ghana was estimated at US$ 730 million per annum, with a significant loss in productivity. 
To meet those challenges, Ghana had adopted a four-pronged approach for the control and elimination 
of malaria, which included emphasis on the distribution of insecticide-treated bednets; case 
management using appropriate chemotherapy; continuing vaccine trials; and larviciding. That 
multifaceted approach had started yielding results, and some areas had reported a significant reduction 
in outpatient cases of malaria. However, inadequate diagnostic capacity had led to many cases of fever 
being diagnosed as malaria. 

He supported the draft resolution, which provided for a multipronged approach to malaria 
prevention and control. Larviciding was particularly important because of its relevance to the 
environmental aspects of malaria. 

Mr MAULUDU (Papua New Guinea) said that malaria was the most important public health 
problem apart from HIV/AIDS and other recently introduced infections. Malaria had long been 
prevalent in lowland, coastal and island regions of his country, and had spread to the highlands as a 
result of development, road construction and climate change. Malaria risk stood at 90%, one of the 
highest levels outside sub-Saharan Africa, in a population of 6.5 million. The malarial epidemiology 
of Papua New Guinea was complex owing to the country's great ecological, cultural and linguistic 
diversity. In the coastal and island regions, malaria was the main reported cause of morbidity, in 
particular in young children and pregnant women, and was one of the commonest causes of morbidity 
and mortality in the highlands where it was not endemic but epidemics were frequent. Furthermore, 
malaria was the most common outpatient diagnosis and the second leading cause of admission, despite 
the fact that a high percentage of the population in malaria-endemic regions of the country had 
developed some degree of immunity to the disease. 

The National Malaria Control Programme Strategic Plan 2009–2013 focused on improving 
malaria control outcomes, with particular emphasis on reducing malaria-related morbidity and 
mortality. With the support of WHO and other partners, Papua New Guinea would continue to 
strengthen the strategic plan in the areas of leadership and governance; system strengthening and 
capacity building; accurate diagnosis and prompt, effective treatment of malaria; vector control; 
epidemic preparedness and response; and behaviour change and communication. 

He supported the draft resolution. 
 
Dr BAYUGO (Philippines) said that the burden of malaria in the Philippines was declining. 

Stronger investment in the malaria programme by the Government and the private sector demonstrated 
the country’s commitment to eradicating malaria by 2020, and a medium-term plan for the period 
2011–2016 was being developed to support that goal. Having already achieved its Millennium 
Development Goal targets, the Philippines would work to sustain the gains that had been made. 
Malaria should remain high on national political and development agendas in order to ensure 
predictable long-term national and international funding for its control. 
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He supported the Director-General’s decision to convene a technical expert group on a first-
generation malaria vaccine, which would make policy recommendations when the full results of 
clinical trials were known. 

Integrated vector management should be adapted to ensure the optimal use of national resources 
for vector control, especially in countries with limited human and programme resources. Policies and 
guidelines were needed on the long-term disposal, re-use and recycling of long-lasting insecticide-
treated bednets, which were made of materials that were harmful to the environment if not properly 
managed, especially in countries where there had been mass distribution programmes. 

It was essential to continue and expand information exchange on the health status of migrant 
workers, with particular reference to malaria, and to improve case management on the basis of 
adequate referral mechanisms in both sending and receiving countries, particularly where countries 
were seeking certification of malaria-free status. 

Dr AL NASSER (Kuwait) said that the malaria mortality rate, although high in many countries, 
was decreasing as a result of measures taken by the Secretariat and Member States. Kuwait had 
recorded 69 cases of malaria in migrant workers in 2010. The Ministry of Health had adopted 
measures to ensure that the country remained free of malaria, including provision of diagnostic tests 
for screening foreign workers. Malaria treatment centres had been established, and up-to-date statistics 
were being compiled to inform treatment regimes. The Ministry of Health was also working in the 
area of vector control, and would continue to promote cross-border cooperation for the further 
reduction of transmission.  

Dr AL HAJERI (Bahrain) said that Bahrain had been malaria-free for more than a decade. 
Nevertheless, the Ministry of Health continued to take the necessary steps to maintain that status and 
prevent reintroduction from abroad. Vector control strategies had been developed and the country was 
working with the Secretariat within the framework of a regional plan of action. She supported the draft 
resolution. 

Mr PRAZ (Switzerland) said that, even though the global burden of malaria had been 
significantly reduced, universal coverage with antimalarial interventions was only halfway to being 
achieved and progress was threatened by increasing resistance to antimalarial medicines and 
insecticides. Switzerland, under the umbrella of the Swiss Malaria Group, a public-private network, 
remained committed to fighting the disease through funding for malaria research and medicine and 
insecticide production.   

Supporting the draft resolution, he said that it lacked a reference to Millennium Development 
Goals 4 and 5 in line with the opening paragraph of document A64/19. In subparagraph 1(1) the words 
"the targets" should be replaced by “contributing to Goals 4 and 5, as well as other targets”. 

Mr MAMACOS (United States of America) stressed the importance of global malaria control to 
health and well-being in disease-endemic settings, especially for women and children, and the 
negative impact of malaria on household incomes, economic and social development, and political 
stability in the affected countries. The report reflected well the current challenges to global control 
efforts and the still-devastating burden of morbidity and mortality. He supported the call for action to 
combat a major threat to progress, namely mosquito resistance to insecticides. The United States, the 
biggest donor in the field, encouraged all donor and recipient countries to continue their efforts 
underpinned by adequate funding and strong political commitment; affected nations, especially in 
Africa, should strive to increase their national health spending. 

He supported the draft resolution but proposed three amendments. As indoor residual spraying 
was a major intervention, the last part of subparagraph 1(2)(a), after the words "effective coverage", 
should be amended to read: "particularly through (i) replacement and continuous provision of long-
lasting insecticide-treated bednets and targeted communication about their usage, and/or (ii) regular 



A64/A/PSR/12 

 

 

 

 

 

 

10 

application of indoor residual spraying with insecticides”. The following text should be added to the 
end of subparagraph 2(6): “provided such assistance is made available in accordance with clear and 
transparent protocols for the selection of manufacturers to receive this assistance, and that such 
assistance is provided in a strategic, prioritized and transparent way”. Subparagraph 3(5) should be 
amended to read: “to promote transfer of technology to manufacturers of artemisinin combination 
therapies in malaria-endemic countries and to strengthen their capacity to meet WHO prequalification 
standards, provided such assistance is made available in accordance with clear and transparent 
protocols for the selection of manufacturers to receive this assistance, and that such assistance is 
provided in a strategic, prioritized and transparent way”. 

He could not support the amendments proposed by the delegate of Thailand. Nobody was 
calling for the production of artemisinin monotherapies to be halted, for there was a market for them; 
but they did need monitoring to ensure they were not sold on their own. He suggested that the meeting 
be suspended to consider a compromise on the matter. 

Ms CADGE (United Kingdom of Great Britain and Northern Ireland) welcomed the report and 
supported the draft resolution. In spite of progress in reducing malaria mortality through the use of 
insecticide-treated bednets, new antimalarial treatments and indoor residual spraying, the disease still 
caused an unacceptably high number of deaths each year, especially among women and children. It 
put the health and well-being of pregnant women and unborn children at risk; it threatened to throw 
households into poverty; and it undermined the stability of economies. Efforts to eliminate mortality 
should include promoting better bednet use and replacement strategies, diagnostic tests and preventive 
treatment during pregnancy, and the strengthening of the associated health services.  

Outlining her Government's action and commitment to strengthening malaria control through 
significant, cost-effective and transparent investment, she acknowledged the influential role of the 
African Leaders Malaria Alliance, the Global Malaria Programme and the Roll Back Malaria 
Partnership – with the guidance and support of WHO – in halting the marketing and use of artemisinin 
monotherapies. She particularly commended WHO's Global plan for artemisinin resistance 
containment. She requested time to consider the amendments proposed by the delegate of Thailand to 
the draft resolution. 

Mr GORI MOMOLU (Equatorial Guinea) said that his country had a national programme to 
combat malaria through vector control and prevention, effective disease management, and surveillance 
and operational research. Activities to reduce malaria transmission included a massive campaign of 
indoor residual spraying and the extensive distribution of insecticide-treated bednets, especially to all 
pregnant women attending antenatal checks at hospitals across the country. In order to achieve 
effective disease management, public health professionals, medical faculties, pharmacies and private 
physicians had reached consensus in 2008 on the use of artemisinin-based combination therapy 
(artesunate plus amodiaquine). Malaria control programmes in Equatorial Guinea included free 
diagnosis and antimalarial treatment, as necessary, for every person visiting official health centres, and 
pregnant women received free intermittent preventive treatment with sulfadoxine-pyrimethamine from 
the second trimester of pregnancy. 

Between 2004 and 2009, combined control measures had produced significant results, more 
than halving all-cause mortality among children aged under five years and reducing the prevalence of 
plasmodia in children aged under 15 by 45%. In order to sustain those achievements, the Government 
had developed a national strategic plan for 2009–2013 and a programme supported by the Social 
Development Fund. World Malaria Day had been celebrated across the country and a campaign had 
been initiated to raise awareness about the malaria prevention and control measures recommended by 
the Ministry of Health and Welfare. 

Professor ADITAMA (Indonesia) said that the activities covered by Indonesia’s comprehensive 
national malaria control programme received financial support from the Global Fund to Fight AIDS, 
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Tuberculosis and Malaria and other partners. Indonesia attached great importance to community 
participation and to incorporating malaria into other disease control programmes, and was on course to 
meet Target 6.C (have halted by 2015 and begun to reverse the incidence of malaria and other major 
diseases) of Millennium Development Goal 6 (Combat HIV/AIDS, malaria and other diseases). 

Dr OBARA (Japan) welcomed the draft resolution, which was particularly timely in view of the 
need to set new directions and to tackle drug and insecticide resistance. If incorporated into an 
integrated vector management programme, malaria control could also help to combat dengue and other 
vector-borne diseases. Japan was a contributor to the Global Fund to Fight AIDS, Tuberculosis and 
Malaria and provided technical assistance via the Japan International Cooperation Agency.  

Dr TSESHKOVSKIY (Russian Federation) said that his country assisted many developing 
countries in the fight against malaria through technical and financial cooperation with WHO. Vector 
control and treatment programmes had helped to reduce transmission and to enable some malaria-
affected countries, including in the European Region, to come close to eliminating the disease. In 
countries where malaria remained endemic, further work was needed to reduce transmission, and 
Russian specialists would continue to assist WHO in the development of antimalarial agents and 
second-generation vaccines, and was ready to provide specialist expertise in planning, monitoring and 
evaluation of antimalarial programmes, especially in Africa, and in improving prevention, diagnosis, 
and treatment. He supported the draft resolution. 

Ms MORENO (Paraguay) commended the report and the progress made towards the 
elimination of malaria, notwithstanding the many remaining obstacles. Although in Paraguay far 
greater social disruption was caused by outbreaks of dengue, malaria was endemic and costly to both 
the State and individuals. There should be sustained political and financial commitment to 
strengthening surveillance systems. Timely diagnosis and treatment, vector control, and studies on 
plasmodial resistance to antimalarials and vector resistance to insecticides were vital. Fully integrated 
malaria control and prevention contributed to achievement of the Millennium Development Goals. 

Paraguay had reduced the number of cases of malaria from about 10 000 in 1999–2000 to one 
indigenous case and two imported cases in 2011. With WHO's support, her country had developed a 
plan for 2011–2015 with a view to fully eliminating transmission. Bearing in mind resolutions 
WHA58.2 and WHA60.18, the elimination of malaria worldwide called for clearer guidelines, specific 
measures, stricter criteria and cooperation with neighbouring countries and at regional level. 

Dr CHONG CHEE KHEONG (Malaysia) said that his country had recently launched a 10-year 
strategic plan to ensure that it eliminated malaria by 2020. In view of the number of malaria-affected 
countries in the Region, it was essential to strengthen regional collaboration. Malaysia looked forward 
to working with the Secretariat and other organizations to enhance capacity for surveillance and vector 
control through national and international dialogue and training. 

Professor ONDOBO ANDZE (Cameroon) endorsed the report. The draft resolution did not 
address a serious waste-management problem: between 2008 and 2010, vast numbers of insecticide-
treated bednets had been distributed in sub-Saharan Africa and an increasing number were being 
discarded before the end of their four-year lifespan, meaning that they were still toxic. The text did not 
take account of their negative effects on the environment, on agriculture, on public health and, hence, 
on development. In some communities they were even reportedly being used as fishing nets. The 
Secretariat needed to give thought to proposing guidelines for Member States to develop policies on 
the matter. Cameroon would support a slightly expanded and amended version of the resolution under 
consideration. 
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Mr CORRALES (Panama) said that malaria posed a serious health problem in Panama, with 
high social and economic costs. Regions with indigenous populations, which were home to only 10% 
of the country’s population, accounted for more than 85% of the total cases registered nationally. As a 
major reason was the lack of cultural relevance of national programmes to the health issues affecting 
indigenous people, it had been concluded that it was necessary to develop a comprehensive and 
culturally sensitive methodology for tackling malaria, taking into account the distinctive features of 
indigenous populations, in terms of language, social organization, belief and value systems, world 
view, economic principles and production methods adapted to the ecosystems in which they lived. 
Analysis of the results of a study on malaria patterns in one indigenous region should contribute to the 
refocusing and strengthening of the policies, plans and programmes of the Ministry of Health so as to 
reduce the incidence of malaria among indigenous populations while recognizing the need to preserve 
their cultural heritage and ancestral knowledge. He supported the draft resolution. 

Ms EL-HALABI (Botswana) endorsed the draft resolution. The significant decline in her 
country’s disease burden had given it a realistic chance of meeting the Millennium Development Goal 
target for malaria, and the focus had shifted to elimination of the disease. Botswana greatly 
appreciated the technical and financial support of WHO, UNICEF and its many development partners 
and urged them to continue providing assistance to meet the 2015 elimination target, progress towards 
which was threatened by a decline in funding. The results attained so far illustrated the value of such 
funding and support. 

Mr PEAT (International Federation of Red Cross and Red Crescent Societies), speaking at the 
invitation of the CHAIRMAN, stressed the key part played by leadership, partnership, increased 
resources and new operational models in the significant reduction in malaria cases in disease-endemic 
countries since 2000. Mass distribution of insecticide-treated bednets to at-risk populations – together 
with awareness-raising to ensure they were used correctly – had enabled his organization to protect 
and save the lives of a great many people, and its volunteers, trained and supervised by health ministry 
staff, were providing isolated communities in remote areas with access to effective diagnostics and 
treatment. Sustained education on how malaria was transmitted gave families the confidence to 
prevent, diagnose and treat it and empowered communities. Investing in malaria control led to 
significant improvements in maternal and child health while contributing to health system 
strengthening and building the capacity of health ministries to scale up programmes and sustain 
progress towards eliminating the disease and meeting the targets set by the Roll Back Malaria 
Partnership and the Millennium Development Goals. 

Mr AL KEHALY (Yemen), referring to his country’s considerable success in combating 
malaria, said that it had been included in an integrated control programme covering several other 
diseases. Other measures had included mobilizing support from civil society, launching awareness-
raising campaigns, introducing rapid diagnostic tests and distributing medicines to the most serious 
cases. It was crucial to root out the causes of the disease. 

Ms CHAVEZ (Global Health Council, Inc.) welcomed the report and urged delegates to 
approve the draft resolution. The progress made in combating the disease over the previous decade had 
been remarkable but was fragile. Funding levels in 2010 had been less than one third of the annual 
resource needs identified in the Global Malaria Action Plan, and increased financial support would be 
required to sustain the gains achieved. The international community must continue investing in 
research and the development of new tools – such as medicines, insecticides, vaccines and diagnostic 
tools – in order to respond to increasing drug resistance. Member States were urged to support 
implementation of WHO’s Global plan for artemisinin resistance containment, and the development 
and implementation of a global plan for the prevention and management of resistance to insecticides. 
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Coordination at the country and global levels was essential to maximize the effective use of funding 
for service delivery, procurement, and research and development. 

 
Dr Chia-En LIEN (Chinese Taipei) outlined action taken in Chinese Taipei since 1946 that had 

led to the eradication of malaria in 1965, and the prevention of resurgence through to the present day. 
Its experience of working on malaria prevention and control with Sao Tome and Principe over the 
previous eight years had strengthened his country's appreciation of the importance of coordinated 
global efforts for the effective control of epidemics. He strongly supported the draft resolution, 
especially subparagraphs 1(1), 2(1) and 2(3). 

Dr NAKATANI (Assistant Director-General) said that the Secretariat had noted the comments 
and suggestions made by delegates and would take them into account in its future work. Many 
speakers had mentioned the developments of the past four years, including the emergence of drug 
resistance, the widespread availability of artemisinin-combination therapies and rapid diagnostic tests, 
and issue of the sustainability of funding. 

In response to the comments made by the delegate of the Philippines, he said that an expert 
group was being organized and guidelines developed on the recycling and re-use of insecticide-treated 
bednets. Responding to the delegate of Bhutan, he said that both microscopy and rapid diagnostic tests 
were useful and complementary and should be used according to country contexts and needs. 

As for the important issue raised by the delegate of Thailand about the phasing out of 
artemisinin monotherapies, he said that stopping the spread of resistance was a far more pressing 
concern, as reflected in the theme of World Health Day 2011: “Antimicrobial resistance: no action 
today, no cure tomorrow”. The Secretariat was recommending Member States to use artemisinin-
combination therapies through fixed-dose combinations or co-blistered combinations of two 
medicines. The former were easier to administer but not all artemisinin-combination therapies were 
currently available in that form, making it necessary to manufacture artemisinin for co-blistering with 
other medicines. In the spirit of resolution WHA60.18, the Secretariat was working with Member 
States’ regulatory authorities and checking manufacturers’ web sites to see whether they were making 
artemisinin available on its own, and, if so, taking the matter up with their chief executive officers. 
The phrase in paragraph 14 of document A64/19 about which the delegate of Thailand had expressed 
concern, namely “most large companies have stopped production of these medicines”, should have 
read “most large companies have accepted to stop sales and marketing and have subsequently stopped 
production of these medicines”.  

Dr VIROJ TANGCHAROENSATHIEN (Thailand) asked what medicines were available for 
co-blistering with artemisinin. Paragraph 14 of document A64/19 was unacceptable as it distorted the 
intention of resolution WHA60.18. It should have stated clearly that artemisinin-combination therapies 
could involve the use of a fixed-dose combination therapy – two medicines in one tablet – or the co-
dispensing of two separate medicines, one of which was artemisinin. If the Health Assembly urged 
Member States to stop the production of single artemisinin monotherapies, that would contradict the 
policies of States in which artemisinin was co-blistered or co-administered for combination treatment. 
The second half of paragraph 14 sent out the wrong signal, which had reportedly led some companies 
to stop producing artemisinin. He requested further clarification from the Secretariat. 

Dr NAKATANI (Assistant Director-General) assured the delegate of Thailand that the 
Secretariat did not oppose the production of artemisisin, which was needed as a component of 
combination therapies, but was calling for the discontinuation of the marketing and sale of artemisisin 
monotheraphies. That was consistent with the message put out on the Global Malaria Programme's 
web site. 
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The CHAIRMAN proposed that the meeting be suspended to give the delegations of Thailand, 
the United Kingdom of Great Britain and Northern Ireland and the United States of America time to 
reconcile the various proposed amendments. If they failed to reach a compromise, consideration of 
item 13.10 would be resumed the next day and the Committee would move on to consider item 13.11 
on eradication of dracunculiasis. 

The meeting was suspended at 16:55 and resumed at 17:10. 

(For approval of the draft resolution, see the summary record of the thirteenth meeting, section 
2.) 

 

Eradication of dracunculiasis: Item 13.11 of the Agenda (Documents A64/20 and 
EB128/2011/REC/1, resolution EB128.R6) 

Dr BUSS (representative of the Executive Board) said that the Board had considered the 
eradication of dracunculiasis at its 128th session. On the basis of a report contained in document 
EB128/15, it had adopted resolution EB128.R6, in which it recommended a draft text to the Health 
Assembly for adoption.  

The CHAIRMAN said that the Secretariat had amended the fifth preambular paragraph of the 
draft resolution contained in resolution EB128.R6 to reflect updated statistics on the situation 
regarding dracunculiasis in disease-endemic countries at the end of 2010. 

Dr POZNYAK (Assistant Secretary) said that the amended fifth preambular paragraph of the 
draft resolution read: “Noting with satisfaction the excellent results achieved by the countries where 
dracunculiasis is endemic in decreasing the number of cases from an estimated 3.5 million in 1986 to 
3190 reported cases in 2009 and less than 1800 reported cases in 2010”. 

Mr ASSOGBA (Benin), speaking on behalf of the Member States of the African Region, said 
that, although the target of eradicating dracunculiasis by 2009 set by the Health Assembly in 
resolution WHA57.9 had not been met, the incidence of the disease had declined significantly. In spite 
of limited resources, the number of countries in Africa where the disease was endemic had dropped to 
four, namely Ethiopia, Ghana, Mali and Sudan. Continuing security problems, political instability and 
limited supplies of safe drinking-water constituted the main obstacles to surveillance and effective 
case containment. He urged WHO and the development partners to provide assistance to enable the 
countries concerned to interrupt dracunculiasis transmission by the end of 2011. Critical steps included 
organizing a communication network in the four countries in order to heighten the awareness of their 
populations and secure their active participation in detecting cases within the community, combined 
with continuing certification activities in countries that met the eradication criteria. 

He urged the Health Assembly to adopt the draft resolution. 
 
Mr DAKPALLAH (Ghana) said that his country expected to declare itself officially free of 

dracunculiasis transmission by the end of July 2011, 14 months after the last indigenous case had been 
reported, in spite of setbacks caused by ethnic conflict and a weak water infrastructure network. Ghana 
reaffirmed its commitment to eradicating the disease and emphasized the need for continuing support 
for surveillance in the disease-endemic countries poised to achieve that goal. He recommended that 
the resolution contained in resolution EB128.R6 should be adopted, monitored and implemented, and 
requested technical support for the interruption of transmission. 
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Mr McIFF (United States of America), noting the significant reduction in the suffering and 
economic hardship caused by dracunculiasis as a result of progress in eliminating the disease to date, 
congratulated the countries that had achieved certification of dracunculiasis elimination and those, like 
Ghana, that had recently entered the pre-certification phase. Their efforts demonstrated the 
effectiveness of the basic interventions used by the national eradication programmes, the Secretariat 
and their partners. 

He supported the draft resolution. Nevertheless, constant, even intensified, support was needed 
in the final stages of eradication to reduce the risk of increased transmission and spread. Given the 
guinea worm's unusually long incubation period of one year, and the fact that it would take at least that 
long for Health Assembly recommendations to show an impact, by that time the disease might have 
been eradicated or fresh outbreaks might have occurred. Reports to the Health Assembly should 
therefore be submitted on a yearly rather than a biennial basis. Accordingly, the words “every two 
years” in subparagraph 5(3) should be replaced by “every year”. 

Ms CADGE (United Kingdom of Great Britain and Northern Ireland), welcoming the progress 
made towards eradication of dracunculiasis, called for greater efforts in disease-endemic areas such as 
southern Sudan and the monitoring of new cases detected in Chad. Community-based networks had 
been crucial to Nigeria and Niger being declared free of dracunculiasis in 2009 and should encourage 
countries to build on those successes in ways that strengthened their health systems. The fact that 
Burkina Faso was close to being declared free of transmission reflected the strength of community-
level surveillance and national commitment. The international community had a duty to sustain the 
funding and support needed to continue making good progress, and WHO should consider 
documenting the lessons learnt for dissemination to other neglected tropical and infectious disease 
communities. She supported the draft resolution as amended by the delegate of the United States of 
America. 

Dr CHAWETSAN NAMWAT (Thailand), noting the dramatic decrease in reported cases of 
dracunculiasis, said that global eradication could be achieved in the near future through intensified 
interventions in the remaining four disease-endemic countries and surveillance in the countries that 
had achieved disease-free certification or pre-certification. He supported the draft resolution as it 
stood. 

Dr AGOUDAVI (Togo) expressed appreciation to WHO for the support his country had 
received in achieving eradication of dracunculiasis. Not a single indigenous case had been reported in 
three years as a result of efforts in surveillance; case management; information, education and 
communication; wider availability of water filters; and better drinking-water supply systems. Togo 
was therefore on track to achieve disease-free certification imminently. The pre-certification activities 
launched in 2009 had included dracunculiasis awareness-raising, community-based surveillance by 
local health workers and provision of information on the reward system. Those activities would 
continue regardless of whether the country achieved certification in view of the new cases detected in 
neighbouring Ghana. 

Dr HWOAL (Iraq) stressed the need for intensified efforts to combat dracunculiasis, even 
though there remained just four disease-endemic countries. Such efforts should include improving 
diagnosis, training health-sector professionals in the treatment of detected cases, raising awareness of 
prevention methods within the health system, mobilizing every sector of society, and building 
partnerships for the participation of civil society and international organizations. 

Ms BOLLY-RAPHAEL (Côte d’Ivoire) said that, in spite of the commendable progress made in 
combating dracunculiasis, more must be done in terms of surveillance, awareness-raising and 
expanding the supply of safe drinking-water to communities in order to interrupt transmission and to 
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eradicate the disease. Transmission had been interrupted in Côte d’Ivoire in 2007, after a 40-year 
struggle, and the country had joined the group of those in the pre-certification phase. Following 
scientific field surveys, the certification report was being finalized. She supported the draft resolution. 

Mr VICENTI (Italy) expressed satisfaction with the progress made in the fight against 
dracunculiasis and with the reduction in the number of cases in disease-endemic countries. He strongly 
supported the draft resolution and, with a view to maintaining the momentum of progress towards the 
goal of total eradication, endorsed the yearly reporting requirement proposed for inclusion in the text 
by the delegate of the United States of America. 

Dr RIEK (Sudan) described the southern region of Sudan, which had accounted for 94% of new 
dracunculiasis cases reported in 2010, as "the largest exotic pathology museum of guineaworm disease 
in the world”. Dracunculiasis had a negative impact on the population, especially in the neglected 
communities with the worst health and socioeconomic indicators, as well as on the region’s future 
prospects for reconstruction and development as an independent sovereign republic. Eradicating the 
disease would deliver a peace dividend to those most in need, and his Government was committed to 
interrupting transmission by 2013 and achieving certification by 2016. Dracunculiasis eradication 
would require a great deal of work, commitment, partnership and support. He too supported the draft 
resolution. 

Dr NAKATANI (Assistant Director-General) assured the Committee that the Secretariat would 
strive to eradicate dracunculiasis in cooperation with Member States and other partners. In response to 
the request for annual reporting made by the delegate of the United States, he said that the Secretariat 
already received monthly reports from affected countries, and would be prepared to submit annual 
reports to the Health Assembly. 

The CHAIRMAN said that, in the absence of any objections, he took it that the Committee 
wished to approve the draft resolution contained in document EB128.R6, as amended. 

The draft resolution, as amended, was approved.
1
 

The meeting rose at 17:35. 

=     =     = 

                                                      

1 Transmitted to the Health Assembly in the Committee's sixth report and adopted as resolution WHA64.16. 


