
WORLD HEALTH ORGANIZATION A23 /A /SR /S 

ORGANISATION MONDIALE DE LA SANTЁ 

TWENTY -THIRD WORLD HEALTH ASSEMBLY 

COMMITTEE A 

1з May 197о 

COMMITTEE А 

PROVISIONAL SUMMARY REСOгD 0F THE FIFTH MEETING 

Palais des Nations, Geneva 
Wednesday, 13 May 1970, at 2.30 p.m. 

CHAIRMAN: Dr M. ALDEA (Romania) 

CONTENTS 

Page 

1. Pilot research project for international drug monitoring (continued) 2 

2. Present problems of yellow fever in Africa 9 

Note: Corrections to this provisional summary record should be submitted in writing to the 

Chief, Records Service, Room А,843, within 48 hours of its distribution. 



А23 /A /SR /5 
page 2 

1. PILOT RESEARCH PROJECT FOR INTERNATIONAL DRUG MONITORING: Item 2.11 of the Agenda 
(Resolutions WHA20.51 and EB45,R26; Documents A23 /P &В /7 and Corr.l; А23 /P &В /WP/1) 

(continued) 

Dr YANAGISAWA (Japan) expressed his delegation's appreciation of the Director -General's 
report (document А23 /P &В /7) and its earnest hope that the pilot research project for inter- 
national drug monitoring would be continued as an integral part of WHO activities. As to 

the location of the project centre, transference to Geneva was preferable; and as regards 
financing for 1971, he felt after due consideration that Possibility 2, outlined in paragraphs 
57 -58 of the report, should be adopted as far as was practicable. 

Dr RACOVEANU (Romania) said that it was well known that national drug control bodies 

already existed in a large number of Member countries; the proposed WHO project might there- 
fore usefully be oriented towards assisting other interested countries in organizing their 
own national activities in the field, thereby increasing the amount of basic information 
available to WHO. 

He explained that in Romania the Institute for Drug Control and Pharmaceutical Research 
had the task of checking drugs from the medical and chemical aspects and of examining all the 
data on observed adverse reactions; while the National Drug Commission, under the Ministry 
of Health, was concerned with drawing up rules and regulations on the use of drugs, whether 
imported or locally produced. With the data collected by its national centre, his country 

could therefore participate in the WHO -sponsored project in the near future, 

As regards financing, his delegation agreed that adequate funds should be provided for 

the project so that it could develop as indicated, but could not approve of the proposal under 

Possibility 2 (paragraphs 57 -58 of document А23 /P &В /7) to postpone the extension of the use 

of Russian and Spanish in the Health Assembly and the Executive Board. In view of the great 

benefit that the proposed project would bring to the various drug -producing firms of the world, 
he felt that the latter should rightfully be requested to participate in financing drug 

research. 

Dr RASKOVA (International Union of Pharmacology), speaking at the invitation of the 

Chairman, expressed the appreciation of the International Union of Pharmacology for the Board's 

decision to grant it the status of a non -governmental organization in official relations with 

WHO. 

The pilot project for international drug monitoring clearly demonstrated how crucial a 

matter pharmacology, together with its broader aspects of efficacy and drug safety, had become 

for the health of mankind, The many suggestions made in the course of the discussion would 

be of great benefit in studying the implications and methodology of drug monitoring, and this 

in its turn would stimulate such allied fields as the study of incidence of reactions, benefit 

versus risk, and feed -back to research in animal and human pharmacology, thus eventually 

leading to increased foresight where drug safety was concerned. The importance of the rate 

and abnormality of drug metabolism where side -effects were concerned was already known; and 

it was already possible in animal studies to differentiate to some extent between the genetic 

and environmental aspects of drug events; the results of the drug monitoring programme would 

further stimulate that line of research. 

The International Union of Pharmacology had given due attention to the links between 

pharmacology and human health by holding symposia on such subjects as the evaluation of drugs 

in man, clinical pharmacology, and research on toxicity. The drug monitoring programme would 

certainly provide new basic material in those fields and in others of great importance to the 

Union, such as the classification of drugs, changes in the pharmacology curriculum of 

universities, clinical pharmacology, pharmacogenetics and mutagenicity of drugs. 

The benefits and hazards of drugs were vital questions to the health and future of man- 

kind, and those problems would also be discussed during the forthcoming Congress of Pharmacology 

devoted to "Man and his Future" in San Francisco in 1972. The International Union of 

Pharmacology was eager to co- operate with WHO in its work on drugs and would be ready to 

work closely with the Organization. 
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Dr LAYTON, representative of the Executive Board, recalled that the duties of the Board 
included both advising the Health Assembly on questions referred to it and submitting advice 
or proposals to the Health Assembly on its own initiative; he hoped that the Board had both 
been helpful and had fulfilled its constitutional obligations in submitting resolution EB45.R26. 

The problem of the continuing financial support for the project was, of course, a vital 
issue for the Committee to determine and the Health Assembly to decide. Certain delegations 
had suggested that the commercial drug manufacturing firms should be approached for support, 
since they were involved in the matter of adverse effects of drugs. That possibility had in 
fact been considered briefly by the Board, but had been set aside for the time being for fear 
that, in addition to the inherent problems of commercial co- operation, there might be dangerous 
"strings" attached to any financial assistance. It was felt that the WHO project should 
continue to be free from any such outside influence or diversion. 

Dr BERNARD, Assistant Director -General, expressed his gratification at the comments made 
by many delegations to the effect that the Director -General's report (document А23 /Р &В /7) had 
been comprehensive and useful to the Committee. He had, however, taken note of the fact that 
certain delegations felt the documentation could have been more detailed and available at an 
earlier date. Since the project had been launched, in January 1968, a large amount of data, 
reports, evaluations and expert advice had been collected. The Director -General had made 
every effort to sum up that information in his report in the most accessible way as a basis 
for discussion. Certain additional information had been provided in working paper А23 /Р &В /WР /1. 
If the Assembly decided to continue its activities in drug monitoring, the initial pilot phase 
would be followed by further evaluations and studies, which would be brought in due course to 
the knowledge of the Board and the Assembly. 

Several delegations had shown particular interest in the gradual extension of the system 
to include other national drug monitoring centres. It was indeed both a desirable develop- 
ment and the logical next step after the primary operational phase; in paragraph 10 of his 
report, the Director -General had spelt out the criteria to be met by national centres wishing 
to join in the scheme. The conditions under which the system could be extended to include 
other national centres had yet to be fixed, in the light of those criteria and of the 
individual needs of the countries concerned. 

Another preoccupation of many delegations was the potential usefulness of the project for 
countries which had not so far participated, and which had no likelihood of having their own 
national centres in the near future. The Director -General's report had shown that non- 
participating countries could benefit from the project in many ways, and in particular from 
the information collected by the WHO centre, processed and made available to them. WHO 
could also, of course, assist them in setting up their own national drug monitoring centres; 
the Director -General was very concerned that the project should be extensive as possible. 

A third consideration was the rate at which further activities should be undertaken, i.e. 

the need for a gradual process of development. The sole aim of the project initiated in 1968 
had been to work out suitable methods and see whether such an international system of collecting 
and disseminating information was a feasible proposition. It had been shown that the system 
was practicable and it was on that basis that the Executive Board had recommended that the 
Health Assembly consider launching the next, so- called "primary operational ", phase, which 
would show whether, and how, the information collected and distributed by the centre could be 

of practical use. Further detailed analysis would have to be made of the amount of data 

needed, of ways to shorten procedures, and of the problem of dissemination. Development was 
bound to be slow and arduous and, if the Health Assembly decided to go ahead with the project, 

it was clear that research would have to play a guiding role throughout. 
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The delegate of the United Kingdom had specifically asked about the future use of the WHO 
computer in the primary operational phase of the drug monitoring system. The present computer, 
with its equipment and staff, was capable of absorbing the additional volume of work which would 
result from the activity of the system, if the WHO centre were to be transferred to Geneva. It 

had been estimated that, by 1971, the additional volume of work would amount to some five hundred 
computer hours, or 7.5 per cent, of the total computer workload. For future years a precise 
evaluation of the amount of work entailed would, of course, depend on how the technical side of 
the project evolved. 

Dr HALBACH, Director, Division of Pharmacology and Toxicology, recalled that it had been 
asked whether a system of drug monitoring, if it had been in operation at the time, could have 
prevented the thalidomide tragedy. The answer, on good authority, was that a drug monitoring 
system could have detected earlier the cause -and -effect relationship between the drug and the 
malformations and thus could have reduced the number of victims although it could not, obviously, 

have prevented the tragedy entirely because a certain number of observations had to be made 

before the inferences could be drawn. 

Other delegations had inquired as to the practical application of the information obtained 

through the system. As explained in paragraph 28 of the Director -General's report (document 

А23 /P &В /7), its immediate purpose was to act as an "early warning system ", furnishing three 

types of signals in areas of doubt and thereby pointing the way for subsequent action. A 

second aim of the system was to rationalize the therapeutic measures in general by delivering 

data on adverse reactions as a supplement to the data available on efficacy. Historically, 

of course, both doctors and patients had been first and foremost interested in efficacy, and the 

matter of adverse side -effects had understandably not been given sufficient attention. It was 

intended that use of the drug monitoring system would make up for that deficiency. The 

applicability and practical value of those two aspects of the system had been referred to fully 

in Annex 21 of WHO Official Records No. 140, in connexion with the proposed World Medical Research 

Centre, and in Annex 11 of WHO Official Records No. 148, which dealt with the Executive Board's 

detailed consideration of the first proposals for such a monitoring service. He pointed out, 

however, that the question of the effectiveness of a drug was really a matter for clinical 

pharmacology and could not, in the first instance, be assessed through monitoring measures on a 

very large scale. There was, however, already a vehicle for giving effect to the suggestion 

that WHO should consider the question of efficacy of drugs when rendering services to govern- 

ments: namely, a system of dissemination of information on decisions taken by governments to 

limit or prohibit the use of a drug because of serious adverse reactions seen to be caused by 

it. That system had been in operation for nearly five years, and almost a hundred reports 

had been disseminated, but very rarely had the fact that a drug was found to be insufficiently 

effective been given as a cause for withdrawal. The system was based on resolution WHA16.36, 

which did not include the question of the efficacy of a drug as one of the reasons for bringing 

its withdrawal to the attention of WHO: the service however might well be extended to give 

effect to that very valuable suggestion at some future date. As for other suggestions put 

forward for expansion of the existing drug -monitoring system, such as reporting on voluntary 

withdrawals or on cessation of clinical trials, again he felt that such matters should rather 

be envisaged for implementation of the decision taken in WHA16.36. 

One delegation had suggested that consumption figures should be included in the drug 

monitoring system. Consumption figures were indeed the denominator needed for establishing 

the incidence of adverse reactions, which information was essential in evaluating the gravity 

of the risk being run. Headquarters and the European Region had for several years been 

studying ways and means of obtaining consumption figures; the matter would certainly have to 

be pursued if the monitoring system were to yield the results expected. 

One delegation had raised the question of the minimum amount of data required for a 

meaningful evaluation. From the outset of the project, it had been stressed that a certain 

minimum number of data should be contained in the report on each single case delivered by a 
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national centre. The data needed - apart from those required in connexion with identification 

of the patient - referred to age, sex, race, to the drug itself, dosage, mode of administration, 

action observed, and date of observation. Not all of those data, however, need be available at 
the outset, since some of the adverse reactions recorded would be trivial and well -known. But 

it was essential that all the pertinent data could be obtained from the national centres later, 

if need be. In fact, the question of the balance between the necessary minimum information to 

be fed into the system and the further information available on request was one of the essential 

features of co- operation between the WHO centre and the national centres. 

He stressed that, from the outset, the criterion of race had been included in the list of 

essential data. This was necessary because the science of pharmacogenetics had shown that 

genetic factors could determine the effects, the side -effects and the adverse reactions of a 

drug; and it was well -known that there were discernible ethnic differences in the frequency 

of distribution of such genetic factors. There were, for instance, marked differences between 

the Caucasians and the Japanese in their ability to inactivate izoniazid, a widely -used anti- 

tuberculosis drug. There were also racial differences in haemolysis caused by primaquine, a 

very important antimalarial drug. Such genetic differences, manifested differently according 

to ethnic origins, could not be known in advance but could be effectively traced by a drug 

monitoring system. 

Referring to two statements that had been made in the course of the discussion, namely 

(1) that drug monitoring was one branch of the monitoring of chemical pollution in general, and 

(2) that evaluation of drug safety was both more essential and more meaningful than the best 

available control measures for drugs, he agreed that the reason and purpose of drug monitoring 

could be described in no more fitting terms. 

Finally, he expressed his appreciation of the statement made by the representative of the 

International Union of Pharmacology, with which the Organization had enjoyed very good working 

relations on symposia and seminars over the years, and added that he was sure that the Union 

could help WHO greatly in its programme for drug safety. 

The CHAIRMAN drew the attention of the Committee to the draft resolution proposed by the 

delegations of the Federal Republic of Germany, the Netherlands and Sweden (document 

A23 /A /Conf.Doc. No.4) and asked the delegate of the Netherlands to introduce it. 

Dr SIDERIUS (Netherlands) said that he had understood from the discussions which had taken 

place on the monitoring of adverse reactions to drugs that the great majority of delegations 

were in favour of continuing the project in the more general framework of WHO's activities for 

the safety of drugs: His delegation therefore joined with those of the Federal Republic of 

Germany and Sweden in presenting for the consideration of the Committee a draft resolution to 

safeguard the future of the programme. 

In the opinion of the sponsors, the only way to ensure adequate financial provision for the 

programme was by adding the necessary amount of money to the proposed regular budget for 1971: 

it would not do simply to make use of budgetary savings at the expense of other projects, and 

voluntary contributions could certainly not be relied upon. 

Dr STREET (Jamaica) said that the preambular paragraphs of the draft resolution were 

entirely in accordance with the opinions he had already expressed. The operative paragraphs 

also represented his own point of view, with the exception of operative paragraph 4(3). He 

had in fact assumed that the project headquarters would continue to be in the United States of 

America, but he could nevertheless accept the idea of transference to Geneva. In short, his 

delegation supported the draft resolution and regretted that it was not a co- sponsor. 
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Dr SILVA (Nigeria) said she was sure she was expressing the feelings of most of the 
developing countries in stating her delegation's support for the draft resolution and its 
belief that the drug monitoring project should be an integral part of the WHO budget, in 

order to ensure its continuity. 

Dr Wynne GRIFFITH (United Kingdom of Great Britain and Northern Ireland) said that the 
draft resolution seemed to him to crystallize accurately the sense of the discussion which had 
taken place, and his delegation would support it, with the exception of operative paragraph 

4(2), which it proposed should be amended to read: 

the project shall be financed for 1971 first by postponing the addition of 
$ 100 000 to the Revolving Fund for Teaching and Laboratory Equipment and 
secondly by withdrawing the balance from the Working Capital Fund; and that 

the Director -General should be requested to reimburse the Working Capital 
Fund up to $ 245 000 from any operational savings that can be effected under 
the regular budget for 1971. 

That proposed amendment made three points. First, it ensured that the Director -General would 

have the funds available to finance the project during 1971. Secondly, it adopted at least 

in part the suggestions for savings put forward by the Director -General in document А23 /Р &В /7, 

paragraph 58; that document, being dated 1 May 1970, referred to a period eight months before 
the start of the financial year in question, so that it was perhaps understandable that the 

Director -General had been unable so far in advance to be certain exactly what savings would be 

made. Thirdly, his proposed amendment went a little further than the original draft in 

requesting the Director- General, as the time approached for implementing the programme for 
1971, to look again at the possibility of further savings. Those three points would go a 

long way towards meeting the points raised by members of the Committee. 

The CHAIRMAN requested the United Kingdom delegate to submit his amendment in writing for 

translation and distribution. 

Dr AMMUNDSEN (Denmark) supported the draft resolution as a whole and expressed complete 

agreement with the Netherlands delegate concerning the need for including the project as an 

integral part of WHO's regular programme and budget from 1971 onwards. She also agreed that 

the necessary amounts should be added to the proposed regular programme and budget estimates 

for 1971, as provided for in operative paragraph 4 (2), although she would like to see the 

text of the United Kingdom proposed amendment to that paragraph in writing. 

Dr ESCALONA (Cuba) said that in his delegation's opinion the project should be financed 

from voluntary contributions. He emphasized that the financial participation of the 

pharmaceutical industries, to which the representative of the Executive Board had referred, 

would benefit those industries first and foremost; the sums in question were negligible when 

compared with the tremendous profits they made. 

Professor BRZEZINSKI (Poland) recalled his previous comments, in which he had stated that 

his delegation regarded the international monitoring of adverse reactions to drugs as an 

important problem but considered nevertheless that it should be financed from sources other 

than the regular budget. His delegation was therefore unable to support operative paragraph 

4 of the draft resolution under consideration. 

Dr BLOOD (United States of America) said that his delegation would support the draft 

resolution with the amendment proposed by the United Kingdom delegate since it considered the 

activities in question to be an important co- operative effort that could lead to a significant 

improvement in world health and to other forms of co- operation among countries. It was 

appropriate for the project to be based at WHO headquarters and financed from the regular 
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budget, as proposed in the draft resolution. The United Kingdom delegate's proposed amendment 
had the advantage of ensuring that the introduction of the Russian and Spanish languages would 
not be postponed. The draft resolution as amended would meet the Organization's needs, and 

was an accurate summary of the consensus of delegations. 

Mr VALERA (Spain) said that, although his delegation had expressed a preference during the 
general discussion for financing the project from outside the regular budget, it could support 
the draft resolution. He expressed his gratitude to those delegations which had been opposed 
to postponing the use of the Russian and Spanish languages, and therefore supported the proposed 
amendment to operative paragraph 4(2) proposed by the United Kingdom delegate. 

Mr VALDEZ (Ecuador) associated his delegation with the Spanish delegate's remarks and 
expressed its full support for the draft resolution, with the amendment proposed by the United 
Kingdom delegate. 

Dr AHMETELI (Union of Soviet Socialist Republics) said that his delegation could agree 

with those provisions in the draft resolution which emphasized the importance of setting up a 
system of international monitoring of adverse reactions to drugs. The words "satisfactorily 
completed" in operative paragraph 1 were scarcely apt, however, since a number of delegates 
had pointed out that the material submitted to the Health Assembly was insufficient to enable 
definite conclusions to be drawn. Furthermore, his delegation could not agree with the terms 

of operative paragraph 4 and would therefore be unable to support the draft resolution as a 

whole. 

Dr BOXALL (Australia) said that his delegation considered that the cost of the project in 
1971 should not result in an increase in the regular budget. It would be advisable to follow 
the lead given by the Executive Board (resolution EB45.R26) for using savings, and if necessary 
to keep the cost of the project at a lower level in 19719 using also voluntary contributions 
if available. 

Australia considered that the Executive Board at its forty -seventh session should discuss 
the cost of the primary operational phase in 1972 as part of the proposed programme and budget 
estimates for that year, after hearing a report by the Director -General on the costs and 
achievements of the project. 

His delegation could not support the draft resolution as it stood, but would support the 
United Kingdom delegate's proposed amendment and would further propose the amendment of "1971" 
in operative paragraph 4(1) to read "1972 ". 

Dr ALAN (Turkey) said that, while realizing the usefulness of the project, his delegation 
shared the French delegation's opinion on the need for caution, bearing in mind that projects 
launched with voluntary contributions frequently had to be brought under the regular budget at 
a later stage. His delegation's concern at the growth of the regular budget therefore made it 

unable to support the draft resolution at the present stage, but before taking its final 
position it would like to see the United Kingdom delegate's proposed amendment in writing. 

The CHAIRMAN drew attention to the Australian delegate's proposal to amend "1971" in 
operative paragraph 4(1) to "1972 ". 

Dr TEOUME- LESSAN (Ethiopia) said that the Committee appeared to be overlooking the 
important question of quality control. It should be borne in mind that the producers of a 

drug were entirely responsible for its quality. The consumer should not have to pay for a 

product that was of poor quality at the time of manufacture. Monitoring should be the 

responsibility of the producer. If a faulty article was bought in a shop, the purchaser 

naturally expected it to be replaced or his money to be refunded. Similarly, pharmaceutical 

firms should be expected to ensure that the products they offered for sale were of good 
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quality. Ethiopia, as a developing country, would have to depend on imported pharmaceutical 
products for many years to come, and objected strongly to having to pay twice for the same 
product, once in money and once in health, and at having to bear the cost of checking the 
quality of the drug. If the Cuban representative intended his comment on the subject to 

be considered as a formal amendment, he would support it. Otherwise he would propose the 
amendment of operative paragraph 4 to make the main pharmaceutical firms responsible for 
financing the project. 

Dr SEPERIZA (Chile) supported the draft resolution, with the United Kingdom delegate's 
proposed amendment. With regard to the proposal for participation by the pharmaceutical 
firms, he agreed strongly with the comments of members of the Executive Board concerning the 
difficulties to which such participation might give rise. He asked what arrangement would 
be made for financing the project in 1971 if the Australian delegate's proposed amendment to 
operative paragraph 4(1) were adopted. 

Dr ELOM NTOUZO'O (Cameroon) said that the draft resolution failed to bring out the 
importance of making known adverse reactions to drugs as speedily as possible, and he proposed 
that provision should be made in operative paragraph 3 for notification by the Director -General 
to Member States. 

Dr CAVIGLIA (Uruguay) supported the draft resolution, with the United Kingdom delegate's 
proposed amendment. Inclusion in the regular budget could not be deferred until 1972 unless 
that amendment were adopted. It would provide considerable flexibility in enabling the 
Director -General to obtain the necessary funds. His delegation considered that, during the 
initial operational phase at least, WHO should use its own funds and not rely on voluntary 
contributions. 

Dr BOXALL (Australia), replying to the delegate of Chile, said that the means of financing 
in 1971 were provided for in operative paragraph 4(2), amended as proposed by the United Kingdom 
delegate. His delegation looked forward to studying the amendment when it had been submitted 
in writing. 

Dr BERNARD, Assistant Director -General, referring to the amendment proposed by the delegate 
of Cameroon, said that during the primary operational phase which would be of a largely 
experimental nature at its inception, it was not envisaged that all information collected by 
the WHO centre would be disseminated to all Member States since some of it would be of compara- 
tively little significance to them. The Guide to Participating Countries annexed to document 
А23 /P &B /WP /1 stated that, although during the initial research phase there would be no general 
dissemination of information, evidence of a serious drug hazard obtained from the WHO drug 
monitoring project should bring about appropriate action by a participating country, thus 

ensuring that all WHO Member States were informed under the terms of resolution WHА16.36. 
The Health Assembly, under resolution WHА16.З6, had set up a system by which the Director - 
General disseminated to Member States the notifications received of decisions on drugs 
presenting risks. There could be similar dissemination of information concerning risks 
detected by monitoring activities, so that national administrations could take the necessary 
measures. He had given that information so that the resolution would not be understood as 
committing the Organization to providing the entire information collected during the primary 
operational phase, but only that information which would carry with it the indications of a 

health hazard. 

In reply to a question by the CHAIRMAN, Dr ELOM NTOUZO'0 (Cameroon) said that he wished 
to maintain his amendment, for which the Secretariat could perhaps provide an appropriate 
wording. 



A23 /A /SR /5 
page 9 

Dr Wynne GRIFFITH (United Kingdom of Great Britain and Northern Ireland) suggested that it 

might facilitate the Committee's work if the four delegates who had proposed amendments could 

together try and draft a revised text to be submitted at a later stage. He would be happy to 

co- operate in a working group for that purpose. 

The CHAIRMAN suggested that those delegates who had proposed amendments, together with the 

original sponsors and those who had expressed opposition, should form such a working group, which 
would thus be composed of the representatives of Australia, Cameroon, Cuba, Ethiopia, the Federal 
Republic of Germany, the Netherlands, Sweden, Turkey, the Union of Soviet Socialist Republics and 
the United Kingdom of Great Britain and Northern Ireland. 

Dr ESCALONA (Cuba) said that his delegation would be happy to take part in the proposed 
working group. However, in view of the conflicting opinions of the delegations concerned, the 

group was unlikely to succeed in producing an agreed text. 

Dr BLOOD (United States of America), supported by Dr CAVIGLIA (Uruguay), suggested that the 
delegations generally in favour of the draft resolution should meet in one group and those 

opposed to it in another. 

Dr Wynne GRIFFITH (United Kingdom of Great Britain and Northern Ireland) supported by 
Dr SIDERIUS (Netherlands) said that he had had in mind a working group composed only of the 
four delegations that had submitted amendments. Perhaps, however, members of those four 

delegations could meet with the three original sponsors. It might thus be possible for them to 

come to a common point of view and produce a draft resolution which, although not acceptable to 

all delegations, might commend itself to the majority. 

The CHAIRMAN suggested that the Committee should adopt the United Kingdom delegate's pro- 

posal that the four delegates who had proposed amendments should meet with the original sponsors 
and try to produce an agreed text. 

It was so agreed. 

The meeting was suspended at 4.5 p.m. and resumed at 4.40 p.m. 

The CHAIRMAN announced that, since the draft resolution agreed upon by the working group was 
not yet available, he would propose that further discussion of the item should be postponed until 
the next meeting. 

It was so agreed. 

2. PRESENT PROBLEMS OF YELLOW FEVER IN AFRICA: Supplementary agenda item 2 (Documents А23/1 
Add.l and A23 /Р &В /14) 

Dr PAYNE, Assistant Director -General, introducing the item, said that in document 
A23 /Conf.Doc. No.1 it was explained why the Director -General had considered the subject 
sufficiently important to propose it as a supplementary agenda item. Document А23 /Р &В /14 out- 
lined the present situation. 

Although West Africa might have been the original home of yellow fever and the infection 
was always present in the animal reservoirs, in recent years large outbreaks had rarely been 
reported until 1965, when more than 200 known cases had occurred in Senegal. A lull had 
followed until the sudden and nearly simultaneous outbreaks in Ghana, Upper Volta, Mali, Nigeria 
and Togo in 1969. Only two cases, several months apart, had occurred in Togo, but the numbers 
had been much greater in the other countries, ranging probably from twenty or thirty in Mali to 

several hundred, if not several thousand, in Nigeria. 
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Control measures, mainly vaccination but also vector control, had been instituted in each 
epidemic area, and some four million doses of 17D vaccine and two million of the Dakar -strain 
vaccine had been distributed. The outbreaks had ended with the end of the rains. Since, from 

previous experience, further outbreaks might well be expected in the same or neighbouring 
countries in the next rainy season, beginning in July, it was essential to establish plans for 
emergency aid and programmes for regular vaccination of susceptible populations as quickly as 
possible. WHO had set up an emergency reserve of two million doses of 17D vaccine and an 
emergency team ready to move immediately into a threatened area. It was appointing a single 
co- ordinator of programmes for the Region. The countries at risk needed vaccine, equipment and 

transport for their vaccination programmes and were unable to meet the cost of all their require- 

ments. For seven countries at risk in French -speaking areas, estimates for the period until 

June 1971 included US$ 309 000 for vaccine, US$ 72 000 for equipment, and US$ 147 000 for trans- 

port and its maintenance, making a total of nearly US$ 530 000. Nigeria and Ghana might also 
require considerable aid, which, on the basis of the size of the population involved, might 
double the estimates. 

With the increase of air transport and the advent of "jumbo jet" aircraft, yellow fever was 
a matter of grave concern to all countries, and not only to those of Africa. Hence it had been 

felt essential to put the matter on the agenda of the Health Assembly in the hope that effective 
large -scale control measures could be established as quickly as possible. 

Dr SOW (Mali) said that although yellow fever had been regarded as under control in his 
country, there had been an outbreak towards the end of 1969, 150 kilometres from Bamako in the 
north -west. Out of nineteen suspected cases reported, nine of them fatal, pathological 
investigation had confirmed five - two adults and three children. Thanks to prompt action, the 

epidemic had lasted barely a month. Some 342 259 people had been vaccinated in the infected 
area, 155 382 with 17D vaccine and the remainder with Dakar- strain vaccine. 

The reappearance of yellow fever had not been entirely a surprise to the health authorities, 
since serological investigations by teams of the Organization for Co- ordination and Co- operation 
in the Control of Major Epidemic Diseases (OCCGE) had revealed that sixty per cent, of the child 
population was unprotected - a similar situation to that prevailing in the region in Senegal 
where the disease had broken out in 1965. Other parts of Mali were at risk because of the 
presence of the insect vectors of the disease. Lack of protection of part of the population was 
due to the exclusive use of the Dakar -strain vaccine, which could not be administered to children. 
There had been financial and practical obstacles to the 17D vaccine, which was recommended for 
children, but the recent epidemic had given some experience in its use. 

The situation was of grave concern to countries such as Mali, particularly in view of the 
fact that the disease had occurred in the vicinity of highly -populated urban areas and of inter- 

national crossroads. The recent technical conference of OCCGE held in Upper Volta had carefully 
considered the problem and, at the request of the Regional Director, had submitted a number of 
recommendations concerning research on animal reservoirs and on vectors and serological investi- 
gations, which were embodied in document A23/Р&B/14. Table II in that document concerned an 
emergency programme drawn up by the countries represented at the meeting. 

An immediate massive immunization campaign was the most effective preventive measure. He 

welcomed WHO's undertaking to set up a vaccine reserve and to appoint an emergency team, consis- 
ting of an epidemiologist, a virologist and an entomologist. The urgent problem was the 
implementation of the emergency programme that had been drawn up and costed. He hoped that WHO 
and all interested countries and organizations would give priority to the question of financing 
the programme. To that end, he proposed that the Committee should appoint a working party, 
composed of representatives of the countries concerned, which could meet during the present 
session of the Assembly to study the problem and submit a draft resolution. 

He thanked WHO and all the countries that had given assistance in the recent epidemic in 
Mali, 
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Dr SЕNCER (United States of America) congratulated WHO on its up -to -date report. The 
countries of West Africa were to be particularly commended on their prompt recognition and 
reporting of yellow fever. That action and the request for assistance from WHO in investiga- 
tion and control measures proved the value of the revisions of the International Sanitary 
Regulations that stressed the role of epidemiological surveillance. 

Nevertheless, the threat of yellow fever still remained and it was appropriate that WHO 
had placed it on the agenda of the Health Assembly, in accordance with the concept of the 
co- operative approach to epidemic control. Additional emergency resources would be required 
during the current year to ensure that West Africa was not threatened with a recurrence of 
the epidemic. Since the problem was basically a regional one he supported the proposal by 
the representative of Mali to set up a working party composed of representatives of interested 
countries to discuss the topic and report back to the Committee. 

Dr ELOM (Cameroon) commended the Director -General on his report and on the measures 
proposed and carried out to check the yellow fever threat in West Africa. 

His own country was not entirely reassured, because of its proximity and its close 
relations with neighbouring countries where the disease had recently occurred. Its concern 
was increased by difficulties encountered in obtaining vaccine to protect the susceptible 
population, particularly children below the age of six years. Since 1960 there had been no 
mass vaccination against yellow fever in Cameroon, because of certain adverse effects from 
the use of the Dakar -strain vaccine, so that children born during the intervening period were 
particularly susceptible to infection. He requested that WHO should include Cameroon in 
the list of African countries requiring assistance. 

He welcomed the decision to develop a more heat -stable type of D17 vaccine and urged that 
intensive research should be carried out to that end. 

He supported the proposal of the representative of Mali for a working party to consider 
the problem of yellow fever in West Africa during the present Health Assembly. 

Dr KONE (Ivory Coast) strongly supported the proposal by the representative of Mali. 
He also paid a warm tribute to the Regional Office for Africa for its very effective work and 
the assistance it had rendered during the yellow fever epidemic, from the time of the first 
alert. 

At its meeting in Bobo -Dioulasso the OCCGE had drawn up a working programme, with the 
help of the Regional Office, which was in part summarized in document А23 /P &В /14. He fully 
supported the programme and hoped that many organizations and interested states would give 
their support and co- operation with a view to preventing the occurrence of new epidemics in 
Africa in the coming months. 

Dr EL GADDAL (Sudan), after commending the Director -General on his report, referred to 
the yellow fever epidemic in the Nubia mountains area of Sudan in 1942, which had fortunately 
been controlled in time. 

During the past two months an increase had been observed in the Aedes aegypti population 
in that region and active measures had been taken to reduce the mosquito density in view of 
the danger of an epidemic in the rainy season, which usually started early in June. Vaccina- 
tion was being considered and his country would welcome a team of WHO experts to study the 

situation and recommend appropriate measures. 

Dr GRANT (Ghana) thanked the Director -General for including the problem of yellow fever 
in Africa on the agenda. Outbreaks of infective hepatitis were common in Ghana. In the 

absence of facilities for diagnosing yellow fever, there had been a tendency to regard all 

cases of jaundice with fever as infective hepatitis, with the result that a complacent attitude 
towards yellow fever had developed. In September 1969 complacency had been shattered by the 
outbreak at Pong Tamale in Northern Ghana of a disease characterized by fever and jaundice, 
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but having none of the classical yellow fever features of renal involvement and haemorrhagic 
tendencies. Three of the five people affected had died within five days of becoming ill and 
suspicion of yellow fever had been raised, Pathological tests of liver specimens in Accra 
had shown them to be histologically suggestive of yellow fever. Paired samples of blood had 
been sent to the Pasteur Institute at Dakar which had confirmed the diagnosis. A mosquito 
survey had identified the vector as Aedes aegypti and an Aedes index of 3.8 per cent, had been 
established, Following vaccination of the inhabitants of the town and the surrounding 
district and anti -mosquito measures no further cases had been detected. 

Information received some six weeks later of a yellow fever outbreak in the neighbouring 
State of Upper Volta had made it necessary to investigate the villages adjacent to the border 
with that country, and it had been found that there had been more than 70 deaths during that 
period which could be attributed to yellow fever, It had not been possible to determine the 
actual number of cases of yellow fever, but one of the fatal cases occurring during the 
investigation had been confirmed histologically as yellow fever and two had been proved 
serologically. 

Retrospective studies were in progress throughout the country to assess the possible 
extent of the outbreak. So far in 1970 seven cases, three fatal, had been reported from the 
diamond mining town of Akwatia. There was a serious threat of the disease spreading during 
the coming rainy season. 

Ghana had received an encouraging response to its request for supplies of vaccine from 
the Regional Director for Africa but further substantial supplies would be required to avert 

the impending threat. The rapid vaccination which had brought the outbreak under control 
had been made possible by the use of ped -o -jets supplied by USAID for the current smallpox 
and measles vaccination campaign. 

In October 1969 the Japanese Government had started a programme of assistance to the 
Ghana Medical School to help with the establishment of a virus laboratory and since March 
1970 it had not been necessary to send specimens to Dakar: it was now the practice to send 
paired sera from all jaundiced patients with fever. Surveillance activities had thus been 

considerably improved. 

Yellow fever had been widespread in Africa during 1969 and there was a danger of further 
spread as a result of present patterns of population movement and modes of travel. His 

Government was grateful to the countries and international agencies which had helped its 
efforts to control the disease, He appealed to all of them to use their efforts to avoid 

further recurrences. 

Dr SILVA (Nigeria) said that Nigeria, as one of the countries involved in the 1969 
epidemic, welcomed the inclusion of the subject on the agenda. The outbreak had probably 
begun in September, although it had first been reported to the National Ministry of Health in 
October. Vaccine had been sent promptly from WHO headquarters and from USAID and a WHO 
consultant had been sent from Dakar to investigate and control the outbreak. Her country 

was grateful to WHO headquarters and to the Regional Office for their assistance and to the 
United States Government for providing vaccine and personnel. 

Control measures used during the outbreak had been active immunization, DDT and larvicides, 

Local yellow fever certificates had been issued to all local air passengers and passengers on 

international flights had been required to possess valid certificates on entering and leaving 

Nigeria. 

Of a total of 381 suspected cases reported, mostly adults, only 11 had been confirmed by 

laboratory diagnoses at the Arbovirus Research Laboratory at the University of Ibadan. The 

laboratory was still engaged in diagnostic tests and more cases might be confirmed, The 

number of deaths from yellow fever reported during the outbreak had been 69. 
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Health and medical personnel had been requested to look specifically for cases of jaundice, 
and liver biopsies had been taken at post -mortems. Diagnoses of the disease had been made on clin- 
ical manifestations and laboratory tests. Aedes aegypti had been during the outbreak but Aedes 
africanus had been present in the areas where cases were isolated and must therefore have played 
a primary role in the epidemic. 

Owing to technical difficulties the yellow fever vaccine production laboratory at Yaba had 
been unable to produce sufficient quantities during the epidemic; efforts were being made to 
overcome those difficulties. A request had been made to WHO for a virologist experienced in 
vaccine production. 

The WHO consultant had recommended in his report that an epidemiologist with experience in 
yellow fever should be recruited for surveillance work, particularly in the affected states 
before the next rainy season. A request had accordingly been made to USAID for an epidemiologist 
who, it was hoped, would work in close contact with the Arbovirus Research Laboratory, and with 
the National and State Ministries of Health. More vaccine too would be needed in case of . 

recurrence of the disease. 

She supported the proposal of the representative of Mali. 

Dr YOUL (Upper Volta) said that his country had suffered an outbreak of yellow fever in 
October and November 1969 in the central region of the country. Epidemiological investigation 
and tests had attributed 85 deaths to yellow fever, 29 being confirmed by histopathological and 
visceral tests. There had also been 59 deaths from suspected yellow fever. The outbreak had 
been particularly severe in the age -group 15 years and below, which accounted for 82 per cent. 
of cases. That age -group had been unprotected for ten years, whereas immunization of 

adolescents and adults had been maintained regularly by systematic use of the Dakar -strain 
vaccine. Geographical distribution of fatal cases suggested that the epidemic had been 
disseminated by nomad populations from the north. 

The yellow fever outbreak had brought out the need for the rapid institution of a number 
of health measures, both nationally and internationally. He mentioned in particular a four - 
stage vaccination campaign for the section of the population not covered by annual vaccination. 
The first stage, from November to December 1969, had covered 415 320 children; the second 
stage, January to July 1970 covered 911 260 children; the third stage, October to December 1970, 
would cover 233 120 children; and the fourth stage, January to July 1971, would cover 329 600 
children - a total of 1 889 300 children or 37.9 per cent, of the population. 

Such a large vaccination programme raised serious financial problems which hitherto had 
been met only by exceptional efforts on the part of the government, international organizations, 
particularly WHO, and certain friendly countries such as France and the United States of America 
whose speedy help had made it possible to carry out the first stage of vaccination in the 
affected zones. The problem of eradicating yellow fever would have to be faced, but its 

achievement was behind the financial and material resources of the country. He hoped that 
international organizations, particularly WHO, would be able to provide special funds to enable 
the countries exposed to yellow fever to all combat the disease effectively. 

Dr SOW (Senegal) said that he entirely endorsed the statement and the proposal made by the 
representative of Mali. The following countries, which were closely concerned in the problem, 
had expressed the wish to participate in the proposed working party: Mali, Niger, Nigeria, 
Senegal, Sierra Leone and Upper Volta. He hoped that the countries that had given assistance 
during the epidemics - which had been most serious in his own country - would also join the 
working party; Those were: Brazil, Federal Republic of Germany, France, the Union of Soviet 
Socialist Republics, the United Kingdom and the United States of America. The working party 
was, of course, open to any other countries that wished to be represented. He hoped that it 

would be able to produce a draft resolution acceptable to the Committee and to the Health 
Assembly. 
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Dr EDORH (Togo) said that he would like to join the working party, since his country had 
had a few cases of yellow fever in 1969 and 1970, being adjacent to Upper Volta and Ghana. 
He thanked the Director -General for his report and for including the item on the agenda. He 
also thanked all the countries and organizationswhich had helped in vaccinating the afflicted 
people. 

Dr THOMAS (Sierra Leone) expressed his gratification at being included on the working 
party. His country had escaped the recent epidemic but it could not count on being so lucky 
in the future since the vector Aedes aegypti was present in Sierra Leone. He asked that his 
country should be included in the list of countries likely to need assistance in the next rainy 
season. 

Dr TEOUME- LESSAN (Ethiopia) said that although Ethiopia had not experienced a serious 
outbreak of yellow fever since the period 1960 -1962, it was grateful to WHO for the generous 
help received in carrying out basic serological and entomological investigations in an area 
covering some two million people which was vulnerable to yellow fever. About 4000 sera had 
been collected and were being processed in the laboratory. 

His delegation would like to be included on the proposed working party. 

The CHAIRMAN asked if the Committee agreed to set up a working party, as proposed by the 
representative of Mali, in accordance with Rule 39 of the Rules of Procedure. 

It was so agreed. 

The CHAIRMAN proposed that the working party should be composed of representatives of the 
following countries: Brazil, Cameroon, Canada, Colombia, Dahomey, Ethiopia, Federal Republic 
of Germany, France, Ghana, Ivory Coast, Liberia, Mali, Niger, Nigeria, Netherlands, Senegal, 
Sierre Leone, Sudan, Sweden, Togo, Union of Soviet Socialist Republics, United Kingdom and 

United States of America. Any other delegation wishing to participate would be welcome. 
He suggested that the working party should meet outside the working hours of the committee and 
plenary meetings. 

It was so agreed. 

The CHAIRMAN announced that the Rapporteur, Dr Urcuyo Maliano (Nicaragua), was unfortunately 
obliged to leave that evening to return to his country for important duties. He expressed the 
Committee's appreciation to the Rapporteur and its regrets. The Committee would have to elect 
a new rapporteur. 

The meeting rose at 5.30 p.m. 


