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1• SMALLPDX ERADICATION PROGRAMME: Item 2.6 of the Agenda (continued) 

Dr HENDERSON, Chief, Smallpox Eradication, replying, at the request of the Chairman, 

to delegates' comments on the smallpox eradication programme, said that the many points raised 

had been noted; he would refer only to a few of the major issues. 

The delegate of Venezuela had mentioned the role of the general health services and the 
need for their participation in vigilance and surveillance, and several delegates had 

expressed concern that the programme might develop as a separate scheme, not involving the 

general health services. In contrast to the malaria eradication programme, the smallpox 

programme was based on a vaccination programme already in existence in every country; the 

objective of the programme was to intensify existing activities - in contrast to the malaria 

programme, in which a number of new activities had to be introduced (such as spraying, slide 

examinations, etc.). In the smallpox programme efforts had been made to evolve programmes 

suited to the development of the health services in the various countries - including more 

intensive vaccination activities, in some countries involving special or mobile units, and the 

development of surveillance and containment operations to the extent that the smallpox reservoir 

could be reduced. Those efforts were guided by the report of a study group on the 
integration of mass campaigns against specific diseases into the general health services 

(Technical Report Series No. 294). WHO was acutely aware of the danger that had been mentioned; 
however, it did not seem to present a problem in the various programmes to date. 

The delegate of the Democratic Republic of the Congo had referred to the simultaneous 

administration of BCG and smallpox vaccines. It was known that smallpox and BCG vaccine 

could be administered simultaneously with safety and efficacy; however, there were problems 

in the addition of BCG to any smallpox programme. BCG vaccine was less stable than smallpox 

vaccine, so that more refrigeration facilities were required. Secondly, BCG vaccine must 

generally be administered by needle and syringe; thus, in programmes where teams were working 

rapidly either with jet injectors or with multiple puncture methods the inclusion of BCG 

required additional personnel so that the pace of the programme could be maintained. The 

Organization felt that in general it was best to begin with smallpox vaccine alone, and to add 

to this after the programme had been well established. 

The delegate of Italy had referred to the need for studies on vaccine strains. For some 

years past important studies in this field had been undertaken, and were continuing, particularly 

in the USSR. A number of laboratory studies had been made of vaccine strains from many 

different countries. At the present time the studies were being extended to the evaluation in 

human populations of the vaccines that looked best under laboratory conditions. In the 

Netherlands studies were also being made with regard to the production characteristics of 

various vaccine strains (to establish, as it were, which strains produced the most virus on 

the least amount of animal). Interim information showed that the Lister and the EM -63 strain 

were best from the standpoint of the preliminary laboratory studies. These two strains were 

now in use in approximately one -third of the vaccine -producing laboratories in the world. 

These studies would have to be extended, and the Organization would be pleased to discuss with 

Italy methods of co- operation and collaboration in further study of this important problem. 

Several delegates had raised the problems of frontier areas - the spread of smallpox from 

one area to another, the need for rapid exchange of information, and the problems of nomads 

carrying disease. They illustrated the need for the smallpox programme to be considered as a 

broad regional, if not a global, programme, so that the vaccination activities on both sides of 

a border were co- ordinated, reporting from one country to another was rapid, and efforts were 

made to contact and vaccinate nomad groups moving from one country to another. The problem 

had been discussed at some length, and it was anticipated that it would be tackled considerably 

more vigorously in the coming year. 
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The delegate of the Soviet Union had raised the point that there was greater need for 

the training of national personnel; the Secretariat heartily concurred in this. There was 

clearly also a need for developing methods and techniques with respect to the conduct of 

immunization programmes, but, more important, there was a real need with respect to methods 

for developing surveillance programmes and the various aspects related to assessment of 

programmes. During the coming year considerably more attention would also be given to this 

particular phase. 

The - Organization greatly appreciated the many gifts of vaccine announced during the course 

of the meeting. All of the vaccine donated would certainly be used. As a point of interest, 

eighteen months previously, virtually no endemic countries had been using freeze -dried vaccine 

exclusively, and in fact very few of them had been using freeze -dried vaccine at all; today, 

freeze -dried vaccine was being used almost exclusively thanks to the many donations made to 

the Organization. This was a very important step forward. 

Thé delegate of Burma had commented that, given the freeze -dried vaccine, the job was 

not a problem. That seemed to be quite true - there seemed to be no problem, provided one 

could vaccinate as extensively as possible and rather completely. However, during the past 

year it had been observed in Brazil, India and Pakistan, that smallpox even in very highly 

endemic areas was not randomly distributed across a large geographical area, but occurred as 

clusters of cases.in a comparatively few villages or areas. In fact, in many of supposedly 

highly endemic areas as few as 2 to 5 per cent. of the villages might experience smallpox 

during the course of a year. Thus, smallpox outbreaks had terminated very promptly as a 

result of containment activities of ̀ a very simple nature, and it was felt that greater emphasis 

on surveillance and rapid containment of outbreaks should certainly shorten the period of time 

in which an area or a country became • smallpox -free - maybe by as much as a year or more. 

Regarding diagnosis, a plan was being elaborated for the development of a network of 

laboratory services,, and considerable progress had been made in the drafting of a manual on 

the laboratory diagnosis of smallpox and the development of antigens and antisera for the 

various tests required. By means of training programmes, including seminars, etc., it was 

hoped to develop within the next eighteen months a reasonably comprehensive diagnostic 

network to support the smallpox programme. 

The CHAIRMAN read to the Committee the following draft resolution recommended by the 

Executive Board at its forty -first session: 

The Twenty -first -World Health Assembly, 

Having considered the report of the Director -General on the smallpóx eradication 

programme submitted in accordance with paragraph 4 of resolution WHA20.15; 

Noting that, while progress.in the eradication effort is now being made, smallpox 

continues to represent a` serious health proms em both to endemic and non-endemic countries; 

and 

Recognizing the need for full and active participation by all endemic countries 

if eradication is to be achieved, and for the maximum of co- ordination in their efforts, 

1. REITERATES that the world -wide eradication of smallpox is one of the major 

objectives of the Organization; 
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2. URGES again that: 

(a) countries having smallpox, and no eradication programmes, give the highest 

possible priority to the provision of funds and personnel to achieve eradication; 
and 

(b) those countries where eradication programmes are progressing slowly intensify 
their eradication efforts; 

3. REQUESTS that those countries where smallpox has been eradicated should continue 
their vaccination programmes so as to maintain a sufficient level of immunity in their 

populations; 

4. REQUESTS all Member States to give the programme greater support in the form of 

contributions, such as vaccine and transport, so that the programme may be executed as 
rapidly as possible; 

5. REQUESTS countries providing bilateral aid in the health field to include in their 
activities assistance in the context of the global smallpox eradication programme; 

6. REQUESTS all governments to place particular emphasis on: 

(a) complete reporting of smallpox cases; and 

(b) the institution of active containment measures for each outbreak; 

7. REQUESTS all governments producing freeze -dried smallpox vaccine to take special care 

in its preparation so as to ensure that vaccine meets the WHO potency and purity 

requirements; and 

8. REQUESTS the Director -General: 

(a) to continue to take all necessary steps to assure the maximum co- ordination 

of national efforts and provision of contributions from international and bilateral 

agencies with the objective of achieving smallpox eradication as quickly as possible; 

(b) to report further to the Executive Board and the World Health Assembly. 

Decision: The draft resolution was approved. 

2. MALARIA ERADICATION PROGRAMME: Item 2.5 of the Agenda (continued) 

(Document А21 /P &B /Conf,Doc. No.4) 

Dr AKWEI (Ghana), Rapporteur, introduced the following draft resolution, which had been 

prepared in consultation with a number of delegations following the previous discussions - in 

particular, the delegations of Australia and the Union of Soviet Socialist Republics: 
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The Twenty -first World Health Assembly, 

Having considered the Report of the Director -General on the development of the 

malaria eradication programme and his proposals for the re- examination of the global 

strategy of malaria eradication; 

Bearing in mind the concern expressed over the present status and future development 

of the programme by the Nineteenth and Twentieth Assemblies; 

Noting the steps which the Director -General proposes to take for the re- examination 

of the global strategy of malaria eradication; 

Recognizing the primary importance of basic health services both as a prerequisite 

for the starting of programmes and for the maintenance of gains already achieved and 

appreciating the efforts now being made to build up such services; 

Recalling further the need for both short -term and longer -term plans for the 

training of personnel and the fundamental importance of research, wherever facilities 

and opportunities exist, 

1. CONFIRMS the need to re- examine the global strategy of malaria eradication; 

2. APPROVES the Director -General's proposals for that purpose, with particular regard 

to the adaptation of the planning and methods used to the needs and resources of the 

developing countries in order to achieve the desired success in the control and ultimate 

eradication of malaria; 

3. INVITES the Director - General to arrange adequate opportunities for visiting teams 

to confer during their undertaking; 

4. REQUESTS the Director -General (a) to inform the Executive Board at its forty -third 

session of the progress of the action taken in this regard and (b) to submit to the 

Twenty- second World Health Assembly a comprehensive report on the results of his 

re- examination of the global strategy of malaria eradication together with recommendations 

for the future orientation of the programme taking into account the comments of the 

Executive Board at its forty -third session; 

5. URGES governments of countries with malaria eradication programmes to continue to 
give all possible support to the implementation of these programmes and to take 

appropriate measures to safeguard the gains already obtained; 

6. URGES governments to continue to give priority to the development of basic health 

services, with due regard to the implementation of appropriate antimalaria measures and 

to the importance of planning for the immediate and long -term staff needs and related 

training activities; 

7. ENDORSES the recommendation by the Executive Board that governments and institutions, 

particularly those of countries now free from malaria, should provide increased facilities 

for malaria research in order to find methods to hasten the attainment of eradication on 
a world -wide basis; and 
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8. RENEWS its appeal to other sources of assistance, both multilateral and bilateral, 
for their continuing support to the programme in the perspective of the health, social 
and economic benefits which its progress will bring to the population of the areas where 
the disease is still prevalent. 

Decision: The draft resolution was approved. 

3 HEALTH PROBLEMS OF SEAFARERS AND HEALTH SERVICES AVAILABLE TO THEM: Item 2.8 of the 

Agenda (Document A21 /Р &B /7) 

Dr KAREFA- SMART, Assistant Director -General, introduced the Director -General's report on 
health problems of seafarers and health services available to them (document A21 /Р &B /7). 

As explained in the introduction, the item was before the Committee pursuant to 

resolutions WHA19.48 and WHA20.44 of the Nineteenth and Twentieth World Health Assemblies, 

which requested the Director -General "to explore the possibilities of establishing in different 
regions, in co- operation with the countries concerned, at least two pilot health centres for 

seafarers, estimating the amount of additional annual expenditure that would be entailed in 
putting such centres into operation ". 

A number of countries had showed interest in the establishment of such a pilot health 

centre for seafarers in their territory, and the Director- General had accordingly sent a 

consultant to visit certain of these ports to assess the suitability of the different locations 
As the consultant's report was not ready at the time of the forty -first session of the 

Executive Board in January 1968, a short interim report had been submitted to the Board. The 

Board, therefore, in resolution EB41.R17, had requested the Director -General to bring the 
report up to date and submit it to the Twenty -first World Health Assembly. 

The substance of the consultant's report was now presented to the Assembly (beginning on 
page 3 of document A21 /Р &B /7). Eight ports had been visited, seven by the consultant and one 
by a headquarters staff member. 

The report was divided into three main sections. The first referred to the aims and 

objectives of a pilot health centre for seafarers, the general operation of such a centre, and 

the personnel and equipment required. 

The second section described the facilities available for seafarers in the ports visited, 

and included some suggestions for the extension of the services at present available in those 

ports, should they be selected as pilot centres. 

The third and last section gave an idea of the range of additional costs involved by 

comparing the lowest and the highest costs in Gdynia and Karachi respectively. In Gdynia, 

where the services were well established, only minimal additional costs would be involved, 

while in Karachi, where entirely new facilities would be required, an estimate of possible 

costs was given. 

The figures were estimates made merely for purposes of comparison, without prejudice to 

whatever the Assembly might decide about the inclusion of such a project in the programme of 

the Organization. 
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As mentioned in the last paragraph of the introduction, the Director -General would, if 

the Assembly so decided, present a final report with specific recommendations on the most 

suitable ports for the establishment of two pilot health centres for seafarers, which would 

be submitted to the Executive Board at its forty -third session and to the Twenty- second 

World Health Assembly. 

Dr EVANG (Norway) thanked the Director -General for his report. His Government was very 

glad to note the progress made, even if it had been somewhat slow. Thanks were due to all 

the countries that had shown interest in the establishment of a pilot health centre for 

seafarers in their territory - namely, Ceylon, the Netherlands, New Zealand, Nigeria, Pakistan, 

the Philippines, Poland and Singapore. All the great ports suggested by those countries as 

centres seemed to be very well chosen. 

There was no need to repeat the arguments in favour of establishing international health 

services for seafarers. Everyone recognized the increasing importance of the role of 
seafarers, and the fact that they were exposed to specific health risks and that they exposed 

all the peoples of the countries they visited in a specific way. The health risks involved 

both somatic and mental diseases and behavioural patterns. 

Regarding the report now before the Committee, he was aware that the very idea of a pilot 

centre called for flexibility. However, he felt that misunderstandings might arise on a few 
points. Item (b) under "Aims and objectives" referred to the co- ordination within the port of 
the health and welfare services available to seafarers. In fact, such a centre would not have 
a supra -national character and therefore could not have the direct authority to co- ordinate the 

various activities undertaken by different countries in that port; it could merely offer its 

services and contribute towards co- ordination. 

Regarding item (i) listed under the preventive functions of the pilot health centre, 
referring to routine examination and re- examination of all seafarers, he stressed that some 
countries had regulations for pre -entry examinations, for routine examinations and for 
re- examination; other countries did not have such regulations. The centre could only offer 
its services to individual nationals and could not oblige any country to undertake new 
legislation. In item (v) (referring to the centre as a place "where the seafarer could come 
to deal with his health insurance problems ") the word "insurance" might raise some difficulties, 
since the centre should be a clearing -house for all the sailor's health problems. 

In the section on curative functions, referring to "arranging for emergency specialized 
investigation ", the word "emergency" should be deleted. Presumably, if specialized investi- 
gations were required, the centre would arrange for the seafarer to be referred to a specialist, 
a laboratory or a hospital. 

His main point referred to the financial aspects. The report stated "The financial 
commitments of the centre should be met through agreement by the parties . . .", the parties 
being the government (federal, state or local level), the ship -owners and the seamen's union. 
There was no mention of the income which the centre would enjoy. It was quite clear that 
it was not suggested that WHO or the host country should assume a large regular outlay. That 

should not be necessary. The curative services for sailors and sometimes the pre -entry 

examinations were being paid for: sometimes the seafarer was an obligatory member of his 
national insurance scheme, and that scheme automatically paid for him; in other countries it 

was the ship that was responsible for paying; in others, the consulate; and some seafarers 
paid the expenses themselves. There was no reason why the centre should not enjoy that 
income. Perhaps, if the centre were properly organized, the running expenses could be largely 
covered in that way especially with regard to curative services. 
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In the section of the report headed "Estimated additional cost for the development of a 

pilot health centre in the ports visited ", it was estimated that the salaries of the staff 

listed for Karachi would amount to approximately US$ 15 000 per annum. Не felt that that 

estimate was far too low, and not realistic. 

Dr TOTTIE (Sweden) said that his country had always been very interested in the health 

of seafarers, and had carried out some scientific work on the subject. 

With reference to the report now before the Committee, he hoped that item (d) in the 

list of aims and objectives meant assisting the ship -building industry with the preventive 

aspects; he stressed the importance of utilizing existing knowledge of seafarers' health 

already during the construction of the ship, rather than trying to make changes afterwards. 

Regarding the preventive functions of such a centre, the examination of seafarers in 

order to obtain information on the general pattern of disease was of the greatest importance. 

Originally, tuberculosis had been the main preoccupation; today, mental health was the 

greatest problem. 

Item (iv) in the list of preventive functions referred to "regular inspection of ships' 

medicine chests ". He noted that the list of staff proposed for the Karachi centre did not • 
include anyone competent to carry out this function, and he considered that a pharmacist was 

required. 

He referred to item (ii) of the administrative functions: "hearing of appeals against 

medical decisions ". He considered that that should be done by the competent administrative 

authority in each country. 

Dr AUN YEOl (Singapore) said that Singapore, the fourth largest port in the world as 

regards tonnage handled, was keenly interested in the health problems of seafarers. Large 

numbers of young people were being trained for careers at sea. At present all examination 

of seamen in Singapore was done by general practitioners, and included chest X -rays. The 

Government provided services to any seamen who came to the clinics, but usually they were 

treated by general practitioners. Free services were provided at a venereal -disease clinic 

which had been in existence for some years. 

Regarding the proposed centres, he envisaged that their services would be complementary 

to those of the general practitioner. 

He associated himself with the comment of the delegate of Norway concerning the estimate 

of US$ 15 000 for salaries for the proposed staff in Karachi; the amount did not seem 

realistic. 

Dr BROTHERSTON (United Kingdom of Great Britain and Northern Ireland) welcomed the 

report before the Committee, and the constructive suggestions made therein, but stated that 

the United Kingdom did not feel the need to develop pilot health centres for seafarers, since 

seafarers of all nationalities were able to enjoy the facilities of the National Health 

Service. 

It was important that the financial proposals should be realistic in relation to both 

capital and running costs. That was in the interests not only of economy, but also of 

the scheme itself. The intention was to create prototypes that would be widely followed. 
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The delegate of Norway had referred to international health centres. In his own view, it 

was unlikely that WHO could ever establish a widespread system of health centres. It did not 

seem to have the appropriate organization. Success would be judged by the number of Member 
States that decided to organize such centres themselves, and countries would only take such a 
decision if planning were financially realistic. The delegate of Norway believed that the 
centres would eventually be able to pay for themselves from the fees received for services 
rendered. To the extent that that was so, the scheme was likely to be successful. 

He felt that a distinction should be made between research on the one hand, and services on 
the other. 

The serious lack of published information regarding the health of seafarers had frequently 
been mentioned. Excellent material was available - in particular in Scandinavia - and he asked 
whether the Director -General might publish a collection of such material in the Monograph series. 

Dr LEMBREZ (France) expressed surprise that the report contained no reference to venereal 
diseases. It was to be hoped that venereal disease centres would be set up in the ports, since 

at present such centres were invariably situated in hospitals in town, which resulted in loss of 
time to seafarers during short stays on land, and often meant that they finally did not have the 
necessary treatment. 

Dr GIANNICO (Italy) referred to the provision of medical assistance to seafarers on board 

ships having no doctors. In Italy, a centre had been set up to provide advice by radio for 
ships at sea and WHO had also helped in this connexion. He suggested that the Organization 
study the question on a world -wide basis with a view to improving and co- ordinating the work 
done in various countries. 

Dr EVANG (Norway) said that the delegate of the United Kingdom had misinterpreted his use 
of the term "international centres ": he had not intended to refer to centres supervised, 

controlled and financed by WHO, and had merely meant that the centres would, be open to seafarers 
of all nationalities. The role of WHO would be to support two or more pilot projects to show 

what could be done, and thereafter to act as a catalyst. In some countries governments were 
prepared to offer services free. In others, that was not the case. He agreed with the dele- 
gate of Singapore regarding the need for flexible co- operation with the existing services . 
provided by practitioners, specialists, etc. 

Dr KAREFA- SMART, Assistant Director -General, said that delegates' remarks had been noted 
and would guide the Director - General in further developing the programme. 

The concept had been the development of prototypes that could be widely followed by Member 
States as resources allowed. 

Regarding the estimated costs to which the delegate of Norway had referred, he explained 
that they were quoted only to give an idea of what the costs would be at two different centres - 

one where the costs would be low because services were already well established, and the other 

where they would be high, since entirely new facilities were required. The estimates given for 

salaries were based on the mid -point of the salary scale existing in the country concerned. 

Estimates of costs for two other centres would be given to the next Assembly. 
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Dr EVANG (Norway) introduced the following draft resolution on behalf of the delegations 
of the Netherlands, New Zealand, Nigeria, Norway, Pakistan, Poland and Singapore: 

The Twenty -first World Health Assembly, 

Having considered the progress report presented by the Director- General on this 
subject; 

Pursuant to resolution EB41.R17 of the Executive Board at its forty -first session, 

1. THANKS the Director -General for his report; and 

2. REQUESTS the Director- General to continue the study with a view to: 

(a) finalizing the selection of at least two ports for the establishment 
of pilot centres for the health of seafarers; 

(b) consulting with the proper authorities in the countries concerned and 
to develop definite proposals for the operation of the pilot centres, 
including financial arrangements; and 

(c) presenting a report with specific recommendations to the forty -third 
session of the Executive Board and to the Twenty- second Assembly. 

Decision: The draft resolution was approved. 

4. COMMUNITY WATER SUPPLY PROGRAMME: Item 2.9 of the Agenda (Documents А21 /P&B /10 Rev.1 
and Corr.1) 

Dr IZMEROV, Assistant Director -General, introduced the Director-General's progress report 
on the community water supply programme. 

Community water supply played a most important part in the environmental health programme. 
Since the Twelfth World Health Assembly in 1959, the Organization had been paying great 
attention to the development of the programme, giving help to governments in organizing the 
utilization of water resources for carrying out national programmes for the supply of adequate 
amounts of good quality drinking -water to their populations. 

In May 1966, the Nineteenth World Health Assembly, having considered the report of the 

Director -General on the community water supply programme, had adopted resolution WHA19.50, in 
which it requested the Director -General to report on the progress of the programme to the 
Twenty -first World Health Assembly. In the report now before the Committee the Director - 
General outlined the assistance given to Member States in the development of community water 
supplies since 1959, when the programme had first been adopted. The period of almost ten 
years that had elapsed showed continuous progress, particularly since 1965, when some forms 
of assistance which had previously been financed from the Special Account for Community Water 
Supply had been included in the regular budget. 

Through a process of constant review, the programme had evolved from its initial 
stimulatory and promotional stages into the direct provision of active assistance to the 

governments of Member countries in response to their requests, the number of which was 
increasing year by year as awareness of the services available from WHO became more general. 
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emphasis to the provision of water for rural 
an analysis of the types of activity included in 
of community water supply projects (80 per cent.) 
water supply in rural areas, and in seventy -five 
assistance the previous year that assistance related 

Regarding the type of assistance given to Member countries, it was perhaps worth 
mentioning that the latest trend was towards the training of personnel in the planning, 
surveillance and practical running of water supply systems and in the hygienic aspects of 
community water supply. 

Greatly increased encouragement for research and further training activities was . 

envisaged in 1968 in connexion with the establishment of an International Reference Centre 
and a network of collaborating institutions with a view to working out practical methods 
enabling the developing countries to utilize existing potentialities more effectively for 
supplying their populations with water. 

The report stressed the close collaboration established by WHO with other organizations, 
both within the United Nations family and outside it, for rendering more effective assistance 
to the governments of Member countries in their national water supply programmes. 

The resources available for the community water supply programme were dealt with in 
considerable detail. They were being used to the maximum, but unfortunately were not 
adequate to satisfy fully the requirements of Member countries for help. 

The report expressed cautious optimism in regard to the possibility of achieving the 
aim set by the Seventeenth World Health Assembly for a fifteen -year period. It emphasized 
that the aim was still a realistic one, but underlined the need for further increase in 
programme activities, including the very important item of additional direct help to the 
governments of Member countries, particularly in staff training and education. 

An estimate was given of the amount of additional annual expenditure that would be 
necessary in order to "allow the Organization to move more vigorously towards stated 
objectives and maintain its leadership role in the field of community water supply ". It 

was proposed that once every two years there should be an evaluation of the progress made 
in the programme in order to determine whether the assistance given to the governments of 
Member countries in regard to community water supply was the maximum possible. 

Dr DOUBEK (Czechoslovakia) commended WHO's approach to the problem of community water 
supply. Its far- sighted attitude in encouraging the intensification of community water 
supplies was justified by the increasing demands for drinking-water as a result of the 
population increase. In the opinion of experts, the demographic explosion would soon be 
outshadowed by the problem of drinking -water. The supply of sufficient suitable drinking - 
water must be ensured by the economic use of all ground -water, the purification of polluted 
streams, the building of dams and the economic processing of sea -water. Future programmes 
of this kind should therefore be included in the WHO programme. 
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Dr JURICIC (Chile) said that 65 per cent, of all the Organization's funds devoted to 
the community water supply programme were for the Region of the Americas, where only 13 per 
cent. of the world's urban population lived. The explanation was that the governments in the 

Region had given high priority to the solution of the water supply problem. In all the 

plans for economic and social development in the Region health had been recognized as an 
essential part of economic development. In the meeting of Heads of State in April 1967 
that concept had been reaffirmed. The goal fixed had been to provide 70 per cent, of the 

urban population and 50 per cent, of the rural population with adequate water supplies by 
1971. 

The active part played by the WHO Regional Office for the Americas had been one of the 

most decisive factors in channelling the efforts of governments, and in ensuring credits from 
the Inter -American Development Bank for programmes such as the extension of the water and 
sewerage system of the city of Arequipa, Peru. 

Whilst it was highly probable that the goal fixed for urban populations would be reached 

in 1971, the outlook with regard to the rural areas was less optimistic, since there was a 

need for collaboration on the part of the rural population. 

The establishment of a revolving fund for rural sanitation had been approved by the 

Pan American Sanitary Bureau, and was proving very useful. 

He expressed thanks to UNICEF and the Inter -American Development Bank for their 

assistance. WHO's programme in this field was well orientated. It was a pity that the 

Director -General's detailed report on the subject had been distributed somewhat late, since 

that had made it impossible for it to be discussed beforehand with the relevant government 

authorities in many countries. 

Dr MERRILL (United States of America) said that water was one of man's essential 
requirements and, when provided in adequate quantity and quality, contributed greatly to 

his health and happiness. His delegation was pleased to note WHO's work on community water 
supply programmes, as indicated in the Director -General's report. The report presented in 

some detail progress achieved during the ten -year life of the programme and particularly 

during the previous two years. 

Clearly, vigorous and sustained action had been taken by WHO in assisting Member States, 

especially developing countries, in assessing the problems of meeting the water requirements 

for people, for industry and for the maintenance of a clean environment. Action had been 

taken for direct assistance to requesting governments in a wide range of activities with 

special emphasis on the organization of national community water supplies and the training 

of personnel required to operate them. The rate of growth of the programme, as evidenced 

by Table 1 and the charts accompanying the report, although encouraging, had not been 

sufficient to meet the needs of some Member States. 

Loans made to Member Governments for the construction of water supplies continued to 

increase and had amounted to $ 675 million over the period 1958 -1967. It was probable 

that more funds would become available from international, regional and bilateral sources 

than there were projects to absorb. Minimal investments in planning and project development 

could have a remarkable multiplying effect in terms of construction project development. 

In that connexion, his delegation particularly welcomed the. information in paragraph 157, 

dealing with the seed effect of the Community Water Supply Special Account. The use of 

limited funds for the generation of large assistance projects should be continued and might 

serve as an example for other activities of the Organization. The programme would 

undoubtedly lead to a reduction in the spread of water -borne diseases, in both urban and 

rural areas. For more than a century, it had been known that water was a vehicle of 
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disease, and that the best permanent measure against cholera and similar water -borne infections 

was to improve environmental conditions, especially water supplies, WHO should continue to 

assist countries suffering from epidemics of water -borne diseases to construct community water 

supply systems and to ensure that those systems were properly operated to provide safe water, 

Encouragement should therefore be given to plans that might simplify design and construction, 

make more use of locally available materials, and help in financing, and in training personnel. 
His Government believed that the research and development programme in community water supply 
would be a sound investment and wished to be associated with the network of collaborating 
institutions to be established in the current year. 

His delegation welcomed the plan to convene a meeting on assistance from bilateral sources 
to community water supply, and hoped that representatives from many bilateral assistance 
programmes would attend, The United States Agency for International Development had held 

meetings of that kind with WHO for some years on a more limited basis, and a more general 
meeting was welcome, In spite of the efforts made in recent years, community water supplies 
still fell short of meeting the needs of expanding populations, industrialization and urbani- 
zation. More reliable methods were needed for measuring the progress made in developing 
countries. In that connexion his delegation welcomed WHO's proposal to assist governments in 

the establishment of national and local systems for the collection of basic data which could 
be usefully applied in the technical and financial planning of water supply facilities. The 

reports presented by the Director -General to the Seventeenth, Nineteenth, and Twenty -first 

World Health Assemblies had contained very interesting information: in view of the importance 
of a continuing programme of community water supply, his delegation wished to suggest that 

further reports be submitted on the subject to future Assemblies. 

Dr AHMETELI (Union of Soviet Socialist Republics) said that there was no need to emphasize 

the enormous importance of water for the health of the population, especially in the developing 

countries, where enteric diseases constituted one of the main public health problems. Morbidity 

figures for enteric infections showed a direct relation to the position with regard to water 

supply in a given country. In that connexion, the Soviet delegation had álways actively 

supported and would continue to support the community water supply programmes being carried out 
by WHO. However, in those programmes WHO relied too much on sanitation techniques where, in 

the opinion of the Soviet delegation, the basic subject of its attention should be the health 

and medical aspects of such programmes, namely, the part that was WHO's direct responsibility. 

The tendency to which he had referred resulted in a lack of balance in the budget increase, 

A considerable amount of resources had gone to the development of community water supply - 
for example, the Special Account for Community Water Supply had in recent years been practically 
exhausted. The main cost of the programme had therefore been transferred to the regular budget 
and that, in the opinion of the Soviet delegation was not justifiable. 

He emphasized that WHO should show prudence in matters of planning and financing of 
community water supply programmes, and not depart from the basic health and medical aspects of 
such programmes. 

Dr DURAISWAMI (India) said that the main objective of the water supply and sanitation 
programme sponsored by the Indian Government was to rectify inadequacies and to provide 
water supply and sanitation to urban and rural communities within the financial resources 

available. Some 1.8 billion rupees had been spent on urban water supplies and sewerage 

schemes during the past three five -year plan periods, and about half a million rupees on rural 

water supply schemes, It was proposed to launch schemes on a massive scale during the fourth 
and subsequent plan periods with the aim of servicing all towns and villages in India within 
the next two decades. The magnitude of the problem was evidenced by the fact that 20 billion 
rupees would have to be spent to cover the back -log alone, irrespective of the future growth 
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of the population at the present annual rate of 2.5 per cent. As was stated in paragraph 19 

of the Director -General's report, if progress was to be made in Asian and African countries, 

assistance would have to be provided to the governments in the preparation of bankable 

projects to be submitted to appropriate lending institutions. His delegation had already 

pointed to the necessity of checking "unplanned" urban developments without consulting the 

health authorities concerned. 

Assistance from UNICEF, with technical guidance of WHO, was contributing to the imple- 

mentation of water supply schemes in rural areas, That type of assistance was to be changed 

from the supply of pipes and other materials to that of well -drilling rigs, in order to 

develop ground water supply sources. The UNDP had already provided assistance for the 

investigation of ground water potential for increasing water supply facilities in Madras City, 

and assistance from WHO had been utilized for the preparation of a master plan to provide 

water supply and drainage schemes in the Calcutta Metropolitan Area. 

The Central Government of India had drafted a Bill to prevent the pollution of water 

sources, It was being circulated to various state governments, and would, it was hoped, be 

enacted shortly. 

During the second five -year plan the public health engineering training programme had 

been undertaken within the national water supply and sanitation programme for training 

engineers, waterworks plant operators and other categories of personnel required for the 

implementation of that programme. Waterworks plant operators were also trained in regional 

centres. India was the first among developing countries to set up institutions for post- 

graduate studies in public health engineering. He expressed appreciation of the work of 

WHO in community water supply and said that in spite of heavy odds, his Government was facing 

that immense task to the best of its ability with the co- operation of international agencies. 

Dr OSMAN (Sudan) commended the Director -General for his excellent report, Sudan was 

the tenth largest country in the world and the largest in Africa, with many towns and villages 

far from the Nile. The authorities of his country were therefore grateful for the help 

received from WHO, the United Nations Development Programme and the Swedish Government for the 

training of waterworks operators to work in those remote areas. He stressed the importance 

of improving community water supplies in developing countries as a measure of disease 

prevention. 

Dr ROBINSON (Nigeria), referring to paragraph 20 of the report, said that the need for 

adequate water supplies was well recognized throughout the world, even in the most primitive 

societies. Politicians were aware of that and would exploit the situation if they could. 

The problem was solely a financial one, and would be rapidly solved if developing countries 

could obtain loans repayable over a long period and at favourable rates of interest. The 

Latin American countries were much to be envied for having obtained those loans, 

Dr KENNEDY (New Zealand) said that he was unable to agree with the view expressed by the 

delegate of the USSR. In the opinion of his delegation, health administrators should carry 

out protection work through a variety of activities including the provision of safe community 

water supplies, the establishment of national standards for drinking water and continued 

surveillance of the quality of water. Supervising the design of water systems and other 

operations was a vital part of those activities and could be achieved only if an engineering 

cadre, referred to in paragraph 69 of the Director -General's report, was available. 

The DIRECTOR -GENERAL, commenting on the community water supply programme, said that 

while he agreed with the delegate of the USSR on the need to exercise caution in all 

programmes of WHO, he was under instruction from the World Health Assembly (in resolution 

WHA19.50) to provide sufficient resources for the community water supply programme, 
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Paragraph 3(3) of that resolution requested him "to give appropriate attention in future 

regular programmes and budgets for sufficient staff and other resources to enable the 

Organization to fulfil its leadership role and programme activities, in order to accomplish 

the goals recommended by the Director -General to the Seventeenth World Health Assembly 

It was necessary to understand the position of the Health Ministries and of the inter- 

national health agencies with respect to community water supplies and sanitation, In the case 

of water supplies in large cities - supplies which were "bankable" and for which finances were 
obtainable from taxation - the responsibility of the Ministry of Health was in most countries 

limited to water quality and the approval of the design at the planning stage. 

However, in no country did any authority, other than the Ministry of Health and some 

municipalities, wish to take responsibility for the small communities and rural areas because 

such projects were not bankable. Clearly, therefore, it was for a health organization to take 

the responsibility for water supplies and sewage disposal in rural areas in view of the great 

danger of water -borne diseases. 

There had been no miracles in the programmes in the Americas - only 25 years of evolution 
of sanitary engineering beginning in 1943. Today there was great pressure from within the 
countries, not imposed from the outside, and that made it easier to obtain approval for loans 
and other financial assistance from the Inter -American Development Bank. He hoped that the 

Inter -African and Inter -Asian Development Banks would operate in the same way, If sufficient 
internal demand could be built up within the countries governments would be obliged to realize 

that many projects were bankable (i.e. that repayment of the loan and interest could be assured 
by taxation) as had been the case in the Americas. Similarly, certain international banks 

would be interested in such projects also. 

In the international field no organization of the United Nations system except WHO had 

developed any activity in sanitary engineering. WHO was therefore considered by the United 

Nations as the agency that could take responsibility for sanitary engineering projects. He 

was afraid that to be cautious would not be in the best interests of the Organization or of the 

health programmes. Clearly the whole cost of programmes such as those now being discussed 
could not be met from the WHO regular budget, but no attempt was being made to do so. WHO 
had been designated as the Executing Agency for various projects under the Special Fund of the 
United Nations Development Programme and he thought that the Organization had been successful 
in trying to develop the interests of the Special Fund and in carrying on the projects assigned 
to it, He had wished to explain the situation on the international level since the resolution 
to be approved by the Committee would guide the Organization's work in the future years. 

Dr AHMETELI (Union of Soviet Socialist Republics) said that he had listened attentively 

to the considerations put forward by the Director -General, His Government fully recognized 
the importance of the engineering and construction component of water supply systems as was 
demonstrated by the construction of the Aswan Dam, However, the Soviet delegation had merely 
wished to advise caution, so as to avoid disappointment in the future, His delegation had 

in the past been of the opinion that the methods chosen for solving the malaria problem were in- 

advisable: events had proved that their apprehensions had been justified, 

The DIRECTOR -GENERAL said that WHO was not considering so ambitious a project as the 

Aswan Dam, The summary records of the meetings referred to by the delegate of the USSR 
would show that the views expressed by that delegation had been shared by others. He took 

great care at all times to take the views of all delegations into consideration, but he was 

bound by the decision of the majority. 

Dr IZMEROV, Assistant Director -General, thanked the delegations who had spoken for their 
useful remarks, He also welcomed the offer of the United States delegation to be associated 
with the networks of collaborating institutions within the community water supply research and 
development programme. 

WHO was aware of the needs of developing countries to provide safe and ample water supplies 
to their people and would do everything in its power to assist Member governments in every way 
to achieve their objectives.• 
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The CHAIRMAN suggested that the Rapporteur should prepare a draft resolution to be 

considered by the Committee at a later stage. 

It was so agreed. 

5. STUDY OF THE CRITERIA FOR ASSESSING THE EQUIVALENCE OF MEDICAL DEGREES IN DIFFERENT 

COUNTRIES: Item 2.10 of the Agenda (Resolutions WHА19.53, WHА20.46, and EB41.R27; 

Document А21 /P &В /11 and Corr.1) 

Dr KAREFA- SMART, Assistant Director -General, reminded the Committee that the Director - 
General's report (document A21 /P &B /11) was being submitted to the World Health Assembly in 

accordance with resolutions WHA20.46 and ЕВ41•R27. Part I of the report - in the form of 

an offprint from the International Digest of Health Legislation, was a survey of existing 

legislation in the field of equivalence of medical qualifications and the practice of medicine. 
Part II indicated the number of years of education required for obtaining a medical degree 

and a licence to practise medicine. Part III was a compilation of degrees and diplomas 

corresponding to additional qualifications in special fields referred to in the legislation 

of twenty -seven countries. Page 2 of the document contained a short note on the future 

orientation of the study. The Director -General hoped that the discussion of that item 
would provide guidelines for the continuation of that important and complex study. 

• 
Dr nёEPIN (Union of Soviet Socialist Republics) said that in recent years the problem of 

equivalence of medical degrees had become particularly important both in the developed and 
the developing countries. Until now there had been no uniformity in solving the problem. 
The most interesting approach was in Part II of the Director -General's report (document 

А21 /P &B /11), dealing with degrees and diplomas conferring primary medical qualifications. 

In the majority of countries, students graduating from medical faculties received a quali- 

fication that would fit them for general practice and the different types of specialization 

were acquired only after a post -graduate course. So that the difference in titles and 

degrees acquired in different parts of the world by students finishing medical school was not 

of particular importance, since they all had essentially the same purpose: to qualify a 

physician for general medical work. The period of medical studies in the various countries 
was practically the same: mostly between six and seven years. As WHO's survey showed, the 

curricula of most medical schools were very similar, and that in itself would facilitate a 

solution of the problem of equivalence of degrees. It would probably be advisable, however, 

for WHO to give a precise definition to the term "physician ". Such a definition would make 
it easier to solve particular questions that arose in the various countries when the level of 

training necessary for graduates of medical faculties was being determined. 

The developing countries were faced with the problem of recognizing medical degrees 
received abroad, and the granting of the licence for independent practice to the possessors 

of such diplomas. Part II of the report dealt with what was a purely juridical problem. 

The following conclusions could therefore be drawn: (1) the survey of the equivalence 

of medical degrees should not be linked with the legislative position existing in a given 

country; (2) the criterion determining the equivalence of medical degrees should be the 

capacity of the physician, based upon the knowledge he had acquired, to carry out the functions 

falling to his responsibility - and that was determined by the passing of an examination; 

(3) the problem of the equivalence of medical degrees, in spite of its complications, was not 

insoluble; and (4) the equivalence of degrees, on the one hand, and the right to practise 

on the other were two different problems. 

The work carried out by WHO in that connexion was very valuable. The Soviet delegation 

considered that it would be advisable for the Organization to continue its survey and for the 

Director -General to submit to the Twenty- second World Health Assembly a comprehensive report 
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on the results of his inquiry, including the results of the meeting of the advisory group on 
the subject which was to meet in autumn 1968, and also of the meeting on international com- 
parability and equivalence of secondary school certificates, diplomas and university degrees, 
to be organized by UNESCO, in Moscow, in June of the same year. 

Dr BROTHERSTON (United Kingdom of Great Britain and Northern Ireland) commended the 

Director -General's report, which supplied very helpful information by giving a picture of 
practices in different countries in relation to undergraduate medical education and also to 

specialized qualifications. The information on existing legislation on medical qualifica- 
tions and practice in different countries was also very useful. His delegation agreed that 
there should be a clear distinction between the legal question of registration and right to 

practise medicine in different countries and the professional equivalence of the content of 
the education. The question of legal equivalence appeared to be a far -off objective, on an 

international basis at any rate. On the other hand, ways and means should be found to 

enable medical men to move freely in post -graduate education. The process of medical educa- 

tion was changing rapidly; in the United Kingdom, twenty years previously, a graduate from 

a medical school was regarded as a "safe doctor ", competent to go into general practice 

immediately. A Royal Commission on medical education appointed in April 1968 had clarified 
that position by stating that a first degree was only a preparation for subsequent post- 
graduate study. It was up to the individual to decide whether to go into general practice 

or a more specialized branch. In those rapidly changing circumstances, a stereotyped 
pattern of medical education was unlikely to be successful over a long period of time, or 

suitable to many countries. Nevertheless, it was important, as was stated in the report, to 

continue the studies into the differences which existed. His delegation had joined with 
that of the USSR, the United States 0f America and Sweden in the preparation of a draft 
resolution, which he would introduce as soon as it was available for circulation. 

Dr OSМAN (Sudan) likewise expressed his appreciation of the Director -General's report. 
The curriculum of medical students in their first years (anatomy, physiology and pathology) 
was very much the same in all faculties and should raise no problems. Developing countries, 
however, were faced with the very real problem of shortage of doctors. Furthermore, 

doctors returning to their countries after studying abroad were often faced with difficulties 
of readaptation to local conditions. They were also in many instances expected to carry out 
the duties of a nurse, or of a health visitor in addition to their own. The pattern of 
different health services should therefore be integrated in a standardized curriculum. In 

addition, there was a great need for young doctors to be attracted to specialization in 
public health, and he hoped that WHO would give serious attention to that point in future 
studies. 

Dr GJEBIN (Israel) said that his delegation considered a one -year period in general 
practice as an essential requirement of specialist training, and that WHO should recommend 
that as one of the conditions for the registration of specialists. Moreover, he felt that 
assessment of a candidate's qualifications should be based on a written examination rather 
than on the perusal of credentials. In other words, a candidate should be required to 
prove his theoretical knowledge in an examination. 

Dr ELOM (Cameroon) said that the problem of equivalence in medical degrees was of great 
concern to his Government. There was no medical school, as yet, in Cameroon; medical 
students trained abroad under a variety of different systems had to be integrated within an 
overall cadre. It was planned to establish a medical school, and it would be useful in 
drawing up the programme, to know what was being done in other countries. 

It had been found that a number of young people who had not even completed secondary 
school education had gone to a certain country to study and had returned, five or six years 
later, with a medical diploma. The authorities in the Cameroon had then discovered, by 
subjecting those young people to a test, that their training was considerably inferior to 
that of other young doctors. For that reason, the delegation of Cameroon to the Regional 
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Committee held at Brazzaville in October 1967 had asked that a resolution be adopted 

requiring all Member States with medical schools to provide the same kind of training, and 

apply the same admission standards, to their own and to foreign students. He hoped that 

a similar resolution would be adopted by the present World Health Assembly. 

Dr TOTTIE (Sweden) considered that future studies should cover ways of assessing the 

quality of a candidate's medical competence, with less reference to a stereotyped medical 

curriculum. 

Dr KAREFA- SMART, Assistant Director- General, said that he was glad that delegates had 

confirmed the Organization's understanding of the problem. It was clear that the problem 

went beyond legal considerations and that a method should be sought for assessing equivalence 

on the basis of competence of the curriculum, and ability to "deliver the goods ". The 

present discussion and whatever resolution adopted would serve as a guide to the Organization. 

The CHAIRMAN proposed to defer the very interesting discussion to a later stage, when the 

draft resolution mentioned by the delegate of the United Kingdom would be available to the 

Committee. 

The meeting rose at 11.5 p.m. 


