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1. REPORT OF THE GENERAL CHAIRMAN OF THE TECHNICAL DISCUSSIONS 
RAPPORT DU PRESIDENT GENERAL DES DISCUSSIONS TECHNIQUES 
ДОКЛАД гEНЕРA.b1ОгО пРFJггЕДАТЕля ТЕMATи ЕСEјX iщCIYCсий 
INFORME DEL PRESIDENTE GENERAL DE LAS DISCUSIINES TECNICAS 

The PRESIDENT; The Assembly is called to order. The first item on our agenda today 
is the report by the General Chairman of the Technical Discussions. I invite Dr Herman E. 
Hilleboe, Chairman of the Technical Discussions, to come to the rostrum and present his 

report. 

Dr HILLEBOE, General Chairman of the Technical Discussions: Mr President, distinguished 
guests, members of the Assembly, before I give my report I should express my gratitude, 

especially to Dr Cohen, the secretary of our discussions, to Dr Wilson, our consultant, and 

to our two general Rapporteurs, Dr Cummings and Dr Burke. They have assisted in the prepara- 
tion of the report, so it really is a joint report. I would like to thank also the Group 
Chairman and the Rapporteurs and their secretaries for the excellent discussions that were 
held last Friday and Saturday. 

I think the subject of these Technical Discussions is one of the most exciting topics 

that we have had since the Discussions began. This is true because mass examinations, as we 

call them for short, affect every one of you and will in the near future affect your health 

programmes. 

I think it might be helpful to present a broad picture of the concepts and processes 
inherent in mass examinations. The time is short, so I will refer you to the background 
documents and to the full report itself, because I think there will be many things of interest 
and, I hope, of practical value to you. In addition I am sure that Dr Cohen, of the WHO 
staff, can give you details of planning if you are going to embark on some of the programmes 
that we are discussing today. 

There are headings that seem to give us a broad view of mass examinations and I would put 
them under these categories. First of all - a conceptual framework of mass examinations. It 

is quite important, before we get into the details of solving problems, to conceptualize the 
problem we are dealing with. Secondly, we must consider the resources that are necessary for 
mass examinations - and I will go into more detail as we go along. Thirdly, we must come to 
the question of priorities and optional approaches after having considered problems and 
resources to meet them. And then we need to look at the decision- making guides that we shall 
use in arriving at decisions as to whether or not we use mass examinations in the way in which 
we should use them. It is essential in a relatively new development to be concerned with 
research and to follow certain lines that have been set forth by technical groups. And of 
course we always need supporting services - that is the sixth item I am going to cover - and 

finally I will discuss something about future problems and trends. 

I would say that the field of mass examinations is expanding rapidly, and already embraces 
a very wide range of health activities, from the extremely simple, such as looking for the scars 
of smallpox vaccination, to the highly complex, such as the application of a battery of auto - 
mated'biochemical, haematological, and other screening tests. First, I should like to divide 
these examinations into three broad categories - epidemiological surveys; disease surveillance; 
and screening for disease. Of course all of these are used in the planning process. 

We need to talk a little bit about the terms we use. By mass health examination, we mean 
the application of various investigative techniques to large numbers of people, whether or not 
these people are present for examination as a group or are examined serially over a period of 
time. I think we must say that the objectives of these examinations are to include the 

prevention of disease and the improvement of the end result of disease in the individual or 
the community. And these objectives must be kept in mind. When we talk about a public health 

tool that we are discussing - mass examinations - we need to think of the different uses that 
this tool can have in health planning and for providing information required to make decisions 
concerning intervention in a disease process by either preventive or early treatment measures. 
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Certainly the first use of this tool is to discover indicators of the health status of indivi- 

duals or population groups as a step in the chain of events aimed at achieving the goals of 
improved health and social well -being. This is the modern approach we must use in public 
health. We are not interested in health just as an end, but truly as a means to the end of 

improved social functioning. There are other uses, of course, for this public health tool and 

I will go into them in more detail as we go along. 

There are a few concepts that really should be stated at the onset; and one is that mass 

health examinations should be considered within the general framework of the national health 
policy and not as an isolated activity. Although it may seem self -evident, it is worth noting 

that for some time mass examinations are likely to be used principally for combating communi- 
cable diseases in developing countries. In the developed countries the story of course is 

different. And the real purpose of these examinations is to learn more about the natural 
history of disease, its prevalence, its incidence and its duration. We must not be delayed 

or deterred from looking at this principal objective by becoming too interested in the 

minutiae of what we include in screening examinations. It is equally important to talk about 

surveillance, which implies continuous observation and watchfulness over the distribution or 
spread of disease and the factors that are related, because this is one of the things that we 

must do in all our countries. When we speak of screening, this requires perhaps some explana- 

tion when used in the detection of either early or established disease. It implies medical 

investigation which does not arise from a request for health care in answer to a specific 

complaint. Screening aims at sorting out those individuals who probably have a medical 

condition from those who probably do not. 

As we come to consider other uses of our screening material, one of them is the assembling 

of data for planning, so that when mass examinations are used for survey or surveillance or 

screening they have a high potential for generating data required for subsequent planning and 

implementation of health programmes. It is this attribute that gives them an added value 

which, in addition to their intrinsic value, should be taken into account when weighing their 

merit for inclusion in national health programmes. The planning process is just as important 

in mass examinations as it is in anything we do in the field of health - and again we need to 

conceptualize what we mean by planning. We will consider the problems, objectives and 

priorities first, and then look at the resources necessary to do something about these 

priorities. We must not forget the communal constraints and initiatives, the attitudes of 

the people and the authority to do these things, and the standards or norms or a particular 

area - this is exceedingly important. The fourth part of our concept is the planning process 

itself, which includes the principles of organization and management, the latest developments 

from science and technology and, of course, programme information systems. 

Therefore, in our planning of mass examinations, let us apply the same concepts as we do 

in any programme that involves the use of limited resources. 

This immediately brings me to the question of evaluation because, like planning, the 

different types of evaluation can be simple, embodying mainly judgements of relative values 

and intrinsic worth, or they may be complex, involving systems analysis, operational research 

or even mathematical models made possible by computer technology. Let us, however, remember 

that there are mainly two types of evaluation in public health. First, there are epidemio- 

logical or laboratory studies to determine the comparative value of a test or a technique: 

for example, the validation of a test for congential dislocation of the hip among children. 

And, secondly, we need to think of administrative evaluations that relate results of a programme 

to the goals of that programme or to a project or to an activity - and if you would remember 

only one thing about this I would be very grateful, because we think here in terms of relating 

results to goals and they must be in quantitative terms. 

There are some guiding concepts that one can follow in evaluation - I will not go into 

detail, but if you are interested you may look at the technical background paper and also at 

the report for more of the information of this kind. I do wish, however, to stress the great 

importance of evaluation and the use of it in all of our operational activities. 
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When we come to the resources for mass examinations we need to think of these particular 

things: the tests and procedures that we shall use, the facilities required, the manpower, 

and the financing of these operations. I should like to say а few things about each of these. 

First of all, tests and procedures and their evaluation. Validation is a key in the use 

of tests and procedures, and as administrators we must become familiar with validation and not 

leave it only to our technical experts or laboratory research people. We need to know that 

validation consists primarily of two aspects: first, the sensitivity of the test; and, 

secondly, its specificity. Perhaps the simplest way of explaining sensitivity is to say that 

it is the degree of ability of the screening examination to detect the condition under 

investigation and not to miss people who, in fact, have that condition. We are looking for 

people who have problems. When we come to specificity, we are talking about the degree of 

ability to screen out those who do not have the disease. There are many things involved in 

these two things, but this is what we mean by validity. Before we use tests we must look at 

these technical aspects. When we come to validating some of the criteria that are involved, 

we cannot assume that tests that are valid in one country are necessarily so in another 

country. They need to be reappraised and possibly applied to a sample of the population. 

Where there is a choice between a more valid but more complex and expensive test, or examina- 

tion, and a simpler, cheaper form of screening, the choice in less highly developed countries 

may well be for the simpler test. This we have to bear in mind. It is not always possible 

to await the perfection of tests before taking action. It is sometimes necessary to use 

available tests while realizing their inadequacy. I am reminded of the sayings of that great 

statesman, Alan Gregg, whom many of you knew when he was with the Rockefeller Foundation. He 

said that the essence of wisdom is the ability to make the right decision on the basis of 

inadequate evidence. This, ladies and gentlemen, we often have to do. 

Another aspect of tests is their reliability. Here we mean the ability to obtain 
similar results by different observers or by the same observers at different times. Of 

course, there are other factors that we need to look into; and one of the critical ones is 

the efficacy of subsequent treatment, because there is nothing to be gained by finding 
something about which nothing can be done. Usually harm results to the patient rather than 
good. This, I think, is one of the critical issues. We need to think of the acceptability 
to the public - and this again is a key issue that I will touch upon in more detail as we go 
along. 

In our thinking of the resources we must come to facilities and equipment and supplies 
and transport. I will not burden you with the details, other than to say that these 
physical facilities are quite essential. It may be necessary sometimes, for example, to 

arrange for special transport to carry examinees to and from examining centres in order to 
ensure as high participation as possible. And when these examinations are integrated 
into the general health services the facilities normally used for those services are preferred, 
but there may have to be some exceptions. When we come to equipment we come into a dangerous 
area of choice. Because we are dealing here not with thousands of dollars, ladies and 

gentlemen: we are dealing with millions and millions of dollars - because automation and 
computerization are not cheap. So, in making decisions about the choice of equipment, I 

would suggest that you do not leave it to the manufacturers or the representatives, since 
if you do you will end up with equipment you do not need and cannot afford to operate. It 

is quite essential to do feasibility studies before funds are committed for the purchase of 
expensive equipment. Of course, in order to man this equipment in the proper facilities we 
need manpower, and this is perhaps the most important resource for any of our mass examinations. 
This question of manpower needs to be considered in a balanced way and here we need to go 
from availability to recruitment, to training, to placement, to effective utilization - and 

to retention. Let me say that retention is equal to recruitment or availability. We need 
to think in terms of those persons who are going to be permanently employed and those who 
are going to be employed part -time. You may set up good plans and have an idea of what 
you are going to accomplish in a year, but if the turnover of your employees is 50 per cent. 
you will reduce your output by 50 per cent. And so this is a very critical issue. The 
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shortage of manpower, of course, concerns us; and here we turn to auxiliary health personnel. 

If they are appropriately trained and supervised they are particularly useful in a wide 
range of activities. Yet, when we use auxiliary personnel, we need to remember that they 
like to advance their positions also, and so we should think about training these workers 
in a way that will make it possible for them to advance in their careers and perhaps to 
qualify generally in other aspects of the health services. It is quite essential that in 
this training of auxiliaries we include the concepts and practice of public health, so that 

the workers can realize their importance. It is not enough to have a worker do something 
mechanical and not know why he is doing it. This concept is very important, because here 
we are dealing with teams of workers. It is not enough for the leader of the team to 

understand the purpose - it is essential that every member of the team should. 

The last resource I will mention is finance. Financial resources are necessary, of 

course, in order to purchase manpower and facilities and equipment. It is difficult to 
provide cost estimates for the various components of such units, but efforts must be made to 

do this on the basis of the cost -efficiency of the operation - how efficiently it operates, 

how you get the most for the money - and on the cost effectiveness, which has to do with 

what results you truly get. It is very important to say that most large mass examination 

activities require some time before they are functioning smoothly. It may take months or 

years and, if only short -time funding is available, it may often be wise to delay the 

initiation of mass examinations until more stable funding is possible. 

After looking at the problems and the resources, we need to think of the relative 

priorities and the optimum approaches. When planning any system of health care it is neces- 

sary to determine priorities in view of the limitation of available resources; and the 

priority to be accorded to the different forms of mass examinations has to be considered within 

this general context. In actual fact we must be honest with ourselves and say that 

priorities are often determined more by political, economic and social than by medical factors. 
The importance of public health problems, of course, depends upon their severity, their 
prevalence, their incidence in the population group most at risk. We have to consider these 
factors when we talk about priorities. The subsequent possibility of providing health care 
depends on the extent of development of the general health services and on their potential for 
further development. It is of no practical use - it may even be harmful - to carry out case - 
finding in the absence of facilities for health care. 

When we come to use these screening techniques and talk about priorities we have to 
consider what it is we want to do. We do not think of the number of things, but of the 

results. Perhaps a useful illustration may be found in screening for pulmonary tuberculosis. 
The rather specific sputum examination among high -risk persons, such as tuberculous 
contacts and people with persistent coughs, may be more useful than chest radiography for 
control when funds are limited and prevalence is high. There at least appears to be good 
evidence in many countries that a decline in the prevalence of pulmonary tuberculosis is not 
attributable, to any great extent, to the use of mass radiography. Twenty years ago this may 

not have been so. Today it is so; and we must plan in terms of tomorrow, not of yesterday. 

In this same field the advent of specific drug and antibiotic therapy has led to treatment 

becoming successful, even in patients with positive sputum, diagnosed at the more advanced 

stages of the disease, before pathological changes have become irreversible. Therefore cost 

factors have to be considered in determining priorities and we must maintain a sense of 
realism. I cannot say too strongly that, no matter how attractive the project for mass 

examinations may be at first sight, in terms of its public health significance, a thorough 

cost analysis has to be made before it can be assigned its proper place in the hierarchy of 

priorities. 
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Finally, under this heading, we need to look at the demands of humanity and the expressed 
wishes of the population, which must be taken into account. We need to think, for example, of 

the possibility of early detection and treatment of various forms of cancer which have attracted 
public attention. Thus, public demand may be instrumental in awarding a higher priority to the 

use of certain mass examinations than the real merits of the screening procedure might warrant. 
Much as this may be regrettable, critical analysis often has to give way to the demands of the 
people and their elected leaders. But, ladies and gentlemen, let us not neglect to make the 
critical analysis first. 

There are some other factors that enter into the determination of priorities, but I would 
like to speak from an epidemiological viewpoint and briefly to remind you of the great impor- 
tance of taking into consideration the particular place and the particular time, because 
priorities vary with these various things. There are different ways of doing things, and one 
of our representatives at one of the meetings gave a good example in the complex preventive and 

curative services provided in some countries under the name of dispensarization. That is one 
of the ways in which we approach this particular problem. And so, while priority determina- 
tions are basically a national exercise, perhaps within the nations we may have to look 
sometimes for international co- operation. 

I come to item 4 in the outline, and here I am talking about decision- making guides. 
What are some of the factors to consider when you make decisions about whether or not you are 
going to use mass examinations, and how you are going to use them? I think the decision - 
making on mass examinations involves principles that are no different from those in use for 
deciding on any public health action. Certainly the relevant data have to be reviewed and 
the priorities considered in depth so that a careful analysis of multiple options can be made. 
Once the problem has been defined, then it is easier to proceed from that point. 

There are four critical areas in which you might wish to consider making your decisions: 
epidemiological, technical, administrative and political. In the epidemiological area, an 

important factor in deciding on the choice is obviously going to be the communicability of 
disease. Screening was originally developed as a means of protecting the public from the 
effects of the spread of communicable diseases throughout a population - for example, trachoma. 
In this way, screening was used to protect the health of the public rather than the individual, 

and this aim remains a priority where the risks are still of major importance. 

In the decision about case -finding for particular conditions, information is needed on 
the demography of the population, the prevalence of and mortality from the diseases, and 
factors of this type with which you are quite familiar. But in making decisions on epidemic 
control we also need at times to have information on the immunological status of the population 
and on the use made of vaccination procedures. Furthermore the decision to carry out mass 
examinations as part of a randomized intervention trial can be valuable for its contribution 
to the epidemiological knowledge of the disease. 

One of our discussion groups gave a very good summary of the principal things to be con- 
sidered when you are taking preliminary steps in deciding whether or not you should proceed 
with mass examinations. The following criteria came out: first of all, screening must lead 
to an improvement in end -results; secondly the therapy for the condition must favourably alter 
its natural history, not simply by advancing the point in time at which diagnosis occurs, but 
by improving survival and function and, hopefully, both; thirdly, available health services 
must be sufficient both to ensure diagnostic confirmation and to provide long -term care - not 
just one examination, not just one recommendation, not just one prescription, but continuous 
care, which is the essence of quality medical services. Certainly these services have to be 

provided in sufficient number to take care of the load that is imposed, and the long -term 

beneficial effects must outweigh the long -term detrimental effects of the therapeutic regimen 
utilized in the labelling of an individual as diseased or at high risk. 
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The sixth point in the outline is that the effectiveness of potential components of 
multiphasic screening must be demonstrated individually prior to their combination. This is 
not a cookbook to tell you how to cook a meal in this field, but it gives you some vantage 
points from which to consider whether or not you should proceed; and if the benefits of 
screening accrue to the community at large rather than the individual, the same kind of 
scrutiny has to be applied. 

When we go from this area to the technical one, we run into some serious problems, because 
the technical considerations play a leading role in deciding on the form of examination. The 
decision- makers need therefore to consider a number of technical points. I have already 
referred to validity. New things are developing every day, every week, every month, and the 

advent of automated biochemical and haematological equipment and X -ray mammography for breast 
cancer are but two examples of new procedures that need to be validated. In the field of 
data collection and processing, the decision -maker has to consider carefully the nature of the 
information needed. Here I would like to come back to a simple rule that the statisticians 
have taught us - that the decision must be made as to what data to collect, and that only those 
data that are going to be used should be collected. If you consider putting something on a 
form without determining ahead of time what you are going to use it for - in a table or a 

chart or an analysis - do not put it on the form: We have a tendency to carry excess baggage 
in all our forms and records in the field of public health. 

In the field of administration, there are many decisions that have to be made, but 

decision- making, as you know, is one of the key elements in administration, and it naturally 
falls to those administratively responsible for mass examinations to act as the final decision - 
makers. Here I would like to say that the same steps that we go through in any of our 
decision- making should be gone through when we come to the question of mass examinations. 
Certainly again we need, throughout our administrative decisions, to take into consideration 
the evaluation of our administrative procedures. 

As regards the administrative aspects of decision- making, one factor commonly not 
represented was well brought out by one of the discussion groups: the possible dangers of 
proposed mass examinations. These include physical danger from irradiation, from hepatitis 
from blood tests, iatrogenic disease - for example neurosis that might be developing because 
of slight abnormalities in the electrocardiogram reported to the patient where there is no 

significance at all - the danger of false security due to error in the examination technique, 
and some of the ethical problems such as who is to be informed about the findings. There 

are a host of decisions that have to be made administratively, and these are critical - but I 

will not go into detail. 

I should now like to come to the fourth point, which has to do with political aspects. 
In my long years of association with the World Health Organization - actually I first started 
working with this group in 1946, when I went to Poland for the Interim Commission to do some- 

thing about tuberculosis - I have always been warned about keeping away from the word 
"politics ". Perhaps there is a reason for this, and I think I will leave that reason to you, 

ladies and gentlemen. But I think now that as one of the, shall we say, elder statesmen, I 

may speak frankly about this, because it is a critical issue when we come to decision -making. 
I would say that the health administrator concerned with the planning and implementation of 
these mass examinations stands mid -way between the technical experts on one side and the 

political leaders on the other. Of course, he must give direction to his technical staff 

and make decisions, but he also receives direction from the political leaders or policy -makers 
of government; and, even more important, he is dependent upon these elected officials for 

money and authority to do his work. Therefore it behoves the health administrator to 

recognize the political implications of his planning and administrative decision -making. I 

think, frankly, that he must be thoroughly familiar with the traditions, the customs and the 

way of living of the people he serves, and especially the manner in which the elected 
representatives of the people go about their duties. 
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At times the technical developments in mass examinations are far ahead of the 
administrative capabilities of the health organization, and this has to be considered. 
Sometimes the only action possible in a situation in which some form of mass examination is 

considered is for the health administrator to require the development of some health educa- 
tional activities directed at the providers of funds, as a preliminary step to obtain 
resources for implementation. Often this kind of health education - call it what you wish - 

is the first step in astute administration. And let us be very frank and sum this up by 
saying that the technical experts can be overruled by the adminstrators, and the administrators 
in turn can be overruled by the political leaders. If you recognize this fact of life, then 
I think you can accommodate to it. If the health administrator has well -prepared plans and 
a time -schedule that is budgetarily sound he uses all the political, administrative and 
technical skills at his command to obtain the maximum amount of funds available; and if he 
has a good plan, then he can try again in succeeding years to fill the gaps in his basic plan 
so that his long -range objectives are achieved. Planning of course involves the same 
political processes as implementation. As a matter of fact, after years of planning I have 
come to believe that the planning process is truly a political process. So, if I might he 
forgiven for giving one bit of advice, I would say that the health administrator, regardless 
of who he is or what his age or experience, must be a student of political science to the 
same extent that he is a student of the health sciences throughout his professional career. 

I should like to refer briefly to research and development. There are many things I 

would like to say but you will have to read them in the text. I must, however, point out 
that in the wide range of different types of mass examinations, the scope for research is 
great - in epidemiological surveys, in surveillance, in mass screening and in planning. 
Let me say that we must give consideration to a whole gamut of research activities in the 

field of public health. First of all I would put epidemiology and epidemiological research, 

because a health programme must be based on sound epidemiological concepts and findings. 
Secondly I would point out that social science research is needed to inform the administrator 
about the attributes of the population, its attitudes towards health and disease, its use of 

the health services - because it is essential to gain the co- operation of population groups. 
Thirdly, we need adminstrative research to prove the efficiency and effectiveness of the 
different types of mass examinations. Fourthly of course we need research in the technical 
aspects of our problem; and fifthly I will include the research that we commonly term 
"fundamental" or "basic" or "laboratory" research - I prefer to call it biological research - 

which is aimed at a better understanding of the causation of disease among human beings, 
among animals and among insects. 

I will not belabour you with several of the types of epidemiological research that are 
necessary, but I do think that it is quite important to consider some of the practical aspects. 
For example a practical step in testing the value of early treatment is to carry out a 

randomized trial on a sample of the population identified as belonging to the borderline 
group, not demonstrably diseased but not clearly free from the risk of developing clinical 
disease. Diabetes mellitus is a good case in point. Where a person is discovered to have 

an increased blood -sugar level, the clinical diagnosis confirms this and yet the patient is 

not sick - has no symptoms - what should you do? Should you start treating this person? 
What will be the long -term results? This requires further studies. Social science is a 

field closely allied to epidemiological research - and here we need to do the things that will 

help us to learn about the factors of why people act towards health the way in which they do 

and what their attitudes are. Administrative research I do not need to belabour you with, 
and on the technical part I would only say that in recent years there is a danger that the 
machine will overshadow the advance of medicine and that we must be careful that this does 

not occur. 
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I should like to say just a few words about the biological aspects of research. Here 
we need to differentiate between the biological and the epidemiological. When we come to 
certain areas like cancer of the cervix, certainly it is possible to identify and remove 
surgically a lesion at the supposedly precursor stage. Biological research, on the other 
hand, is concerned with identifying the causative links in the genesis of the cancer process. 
Thus, epidemiological studies have suggested the possibility that some causative agent in 
cancer of the cervix may be transmitted by the male, while biological research has concentrated 
on the identification of what this agent may be. Research may play a very important part in 

these activities. 

The sixth point in the report is supporting services. Public participation is a critical 

issue. No matter how carefully mass examinations have been conceived and planned, their 
effective implementation is achievable only if health adminstrators succeed in gaining the 
active participation of the population groups. We need to obtain the understanding, the 

acceptance and the support of the public who are offered these examinations, and for this we 

must do the same systematic kind of planning as we do for other supporting services. 

I wish there was time to go into detail and talk about health education, but I would 

point out only one or two things. There is the importance of a conceptual approach to health 

education of various population groups, instead of the old system of learning things and 

repeating them. Here we need to think of a unified concept where people think of their 

growth and development through all stages of life, where they think of their interaction with 

one another and the reasons for their attitudes. We need to think of the personal decision - 

making that comes from a concept of health that is sound from every point of view. So in 

our field of health education, we do need to apply some systematic approaches and to proceed 

in that matter. 

The legal and ethical considerations are very serious. The successful application of 

mass examinations can be affected by legal and ethical considerations. As you know, the 

legal aspect concerns the effect the laws of the country may have in facilitating or impeding 

mass examinations. The ethical aspects are concerned mainly with the preservation of the 

confidentiality of medical information relating to individuals and with a resulting degree of 

confidence the public may have in these examinations, knowing to what extent their privacy is 

being preserved. I would point out that this is a very critical area and one that needs 

great consideration. One particular aspect is the increasing application of automated data 

handling and processing by computers. This has brought the whole question of the use of 

confidential medical data to the forefront. There appears to be no obstacle where data are 

in a. statistical form which does not divulge the identity of the individual. However, the 

holding of a large amount of information about individuals in computer data banks constitutes 

a potential danger to medical confidentiality and therefore safeguards have to be set up in 

this particular area. We need to think also about the ethical standards of medicine, the 

problems of preserving the confidentiality of the information coming from mass screening. 

I would like to say, under these supporting services, that we need to give particular attention 

to reports and records systems. Here we have to be careful not to get too involved in too 

expensive equipment that is used only one per cent., of the time and does not serve its real 

purpose. I wish time permitted my going into the way in which a full automatic system 

operates. When the patient comes in, he has already filled in a questionnaire himself; he 

is given a plastic card and as he goes from station to station he puts the card in the slot 

which identifies him automatically; an untrained person - an auxiliary worker - can go 

through the procedure of seeing that the test is made; and the results of the test and the 

identification go automatically into a data centre. This is a way in which the battery of 

tests are completed, and it is not too difficult to follow through or see that these are 

followed in the way that they should be by medical examinations. The computer, of course, 

can be programmed to indicate abnormal findings, particularly electrocardiograph 
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or the biochemical tests, and to get at the clinical limits usually observed. I think you 
would enjoy reading the section of the report which talks about the clinical limits, because 
we do not know too much about the normal range of values of individuals. This is a whole new 
field. When you get into these records and reporting systems, automated and computerized 
systems are expensive to buy or rent and furthermore it costs a lot to operate them. I might 
therefore repeat that feasibility studies of the information collected are quite essential. 
The administrator should be the master and not the slave of the mechanized equipment he employs 
in mass examinations. 

Finally, ladies and gentlemen, I should like to talk a little bit about the future in the 
few minutes that remain, because we need to think here of the various approaches we are going 
to use. Let us not forget that we must use an epidemiological approach in determining whether 
or not we should do some of the things I have discussed. We have to be frank and state that, 
for the moment, automation does not offer too much economy on scarce manpower, and, although 
it does give us more precision in measurement and in some instances may be cheap in terms of 

the test, it may overwhelm the health resources of the community and be expensive before we 
get through. Looking into the future, we have to look at more practical methods of automatic 
detection and at new ways of getting at medical histories. In several of the studies in 

different countries already some self -histories are being taken to pick up psychiatric disorders. 

This is exceedingly difficult, but the important thing is that efforts are being made to 
bring this into the history -taking so that a screen can be used to bring competent investigators 
into this very important question. 

In conclusion, I would simply like to say that there are many problems that are not yet 
resolved in methodology, in the administrative aspects and in any uses that have to be made of 

these various techniques. I would end therefore with the note that I am rather cautious at 
the moment about pushing forward too fast. I think that there are wonderful possibilities in 

mass examinations but only if they are kept under control by the various guides that we have 
considered: and, as the techniques and tests used in these examinations become more complex 
and costly, the need for evaluation becomes even greater. 

Finally, the largest issue confronting the countries in this field is how to secure a 

planned development of this complex service in the light of the many problems still to be 
solved. Related to this is the important question of the integration of mass health exami- 
nations into the general health services. Before I close I would give you two proverbs. 
These are administrative proverbs that we need to think about, The first one is that I would 
advise you, before you get into this, to "look before you leap" rather than to think in terms 
of "He who hesitates is lost ". 

The PRESIDENT: I am confident that I am expressing the feelings of each member of this 

Assembly, Dr Hilleboe, in thanking you most sincerely for the outstanding way in which you 
have directed the Technical Discussions as General Chairman. In your opening address, you 

inspired the groups with an enthusiasm for the ensuing discussions, and I hope that the 

conclusions of these debates, which you have just now summarized admirably, will be taken into 

consideration by all those responsible for the development and application of mass health 
examinations. I believe that the subject this year was one of the most important that has 

been considered in Technical Discussions in recent years. The report that is before the 

Assembly should prove invaluable to all Members. 

May I remind you that the Technical Discussions which have been held under the auspices 

of the Twenty- fourth World Health Assembly do not form an integral part of its work. However, 

in view of their interest to Member States, one of our distinguished delegates has asked the 
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Director -General, during a meeting of the General Committee, to study the possibility of placing 
at the disposal of governments the results of these Technical Discussions. The Director - 
General is at present studying ways and means of acceding to this request. As far as the 
Technical Discussions which have been held at this Twenty- fourth World Health Assembly are 
concerned, I am pleased to inform you that they will be the subject of a special issue of the 
WHO Chronicle, which has a wide circulation and is published in four languages, or in another 
appropriate publication. 

I suggest that, as in previous Assemblies, we take note of the report and again thank all 
those who have contributed to the success of the Discussions and, in particular, the Group 
Chairmen and Rapporteurs. Does this suggestion meet with your approval? In the absence of 
any objection I declare that the Assembly has taken note of the report. Thank you, 
Dr Hilleboe. 

2. PRESENTATION OF THE DARLING FOUNDATION MEDAL AND PRIZE 
REMISE DE LA MÉDAILLE ET DU PRIX DE LA FONDATION DARLING 
ПРИCУЖIЩHИЕ МЕдAJIи И ПРЕМИИ ф0идА ДДРЛИНгА 
ENTREGA DE LA MEDALLA Y DEL .PREMIO DE LA FUNDACION DARLING 

The PRESIDENT: The next item on our agenda is item 1.14 - Presentation of the Darling 
Foundation Medal and Prize. I now invite Professor L. J. Bruce -Chwatt and Professor A. 
Corradetti, to whom the Darling Foundation Medal and Prize has been jointly awarded, to come 
to the rostrum. 

Professor Bruce -Chwatt and Professor Corradetti took their places on the rostrum. 
Le Professeur Bruce -Chwatt et le Professeur Corradetti prennent place à la tribune. 

Профессор Бpус -Хеатт u профессор Еoрра етти аанимаiот мeстo Ha трибуне. 
El Profesor Bruce -Chwatt y el Profesor Corradetti ocupan su lugar en la tribuna. 

The PRESIDENT: It is now my very pleasant duty to carry out the recommendation of the 

Darling Foundation Committee which, according to tradition, has requested that the Darling 
Prize be presented during a plenary meeting of our Assembly. 

The Medal and Prize of the Darling Foundation is awarded for outstanding work on the 

pathology, etiology, epidemiology, therapy, prophylaxis or control of malaria. This prize is 

granted not only to honour the eminent malariologists receiving it but also to honour the 

memory of Dr Samuel Taylor. Darling, who died in an accident in Lebanon in 1925 whilst on a 
mission for the Malaria Commission of the League of Nations. 

It is with pleasure that I recall the recipients of previous awards of this prize, all 

men of great distinction in the field of malaria. 

The first Darling award was made to Colonel S. P. James in 1932; the second to 

Professor N. H. Swellengrebel in 1937; the third jointly to Professor P. C. C. Garnham and 
Professor H. E. Shortt in 1951. Dr G. R. Coatney and Professor G. Macdonald were the 

recipients of the fourth award in 1954; the fifth was made to Dr P. F. Russell in 1957, the 

sixth to Dr E. J. Pampana in 1959, the seventh jointly to Sir Gordon Covell and to 
Dr Arnoldo Gabaldon in 1961. In 1963, Dr M. D. Young received the eighth, in 1964 

Colonel M. K. Afridi the ninth, in 1966 the tenth award was made jointly to Professor M. Ciuca 

and Professor P. G. Sergiev and the eleventh award was made jointly to Dr G. Giglioli and 

Lieutenant -Colonel Jaswant Singh. 
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This year, the Darling Foundation Committee, as recommended by the Expert Committee on 

Malaria, has awarded the Medal and Prize to Professor Leonard Jan Bruce -Chwatt and 
Professor Augusto Corradetti in recognition of their significant contribution to the epidemio- 
logy, therapy and control of malaria. 

Professor L. J. Bruce -Chwatt who was born in Lodz in June 1907 obtained his doctorate of 

medicine at the University of Warsaw in 1930. He subsequently studied microbiology and 
serology at the State Institute of Hygiene, Warsaw, was granted a "Diplôme de Médecine 
Coloniale" at the University of Paris and worked at the Institut Pasteur and the Saint -Louis 
Hospital in Paris. 

In 1941 he took a diploma of tropical medicine and hygiene in London, and in 1942 was 

assigned to West Africa, where he worked for the next 16 years. In 1949 he organized the 
Nigerian Federal Malaria Service and remained as head of this service until he joined the 
World Health Organization in 1958. In 1951, he became a Master of Public Health of Harvard 
University. 

While in West Africa he undertook a large number of research investigations; among these 
may be mentioned his work on the transmission of specific immunity to Plasmodium berghei from 
mother rats to their litters, on radioisotopes for research on and control of mosquitos, and 
on the development of a new type of exposure chamber for mosquito bioassays. His work on the 
epidemiology of malaria in West Africa, in which he elucidated its dramatic effects on infants 
and the young age groups and its interference in the normal development of many African 
children, and his successful efforts in the antimalaria campaigns conducted in Nigeria, have 
provided a most valuable foundation to the knowledge of this disease and to the possibilities 
of its control in West Africa. In the field of chemotherapy of malaria he made a number of 

evaluations of the use of synthetic antimalarial drugs in Nigerian schoolchildren and in rural 
populations. His scientific contributions in the 1950 Conference on Malaria in Equatorial 
Africa, at which he was Rapporteur, and in the Second African Conference held in Lagos in 1955, 

for the organization of which he was largely responsible, were highly appreciated. 

Apart from his scientific acumen and linguistic ability, Professor Bruce -Chwatt has the 
special frame of mind and the retentive memory that enables him to digest vast quantities of 

literature on any malaria subject and to project the essential elements in a most lucid and 
comprehensible way, a faculty which has made him a model teacher and a prominent participant 
in the various malaria conferences or WHO Expert Committees on Malaria. It was also due to 
his scholarly attitude and to his vast field experience that he was selected as a member of 
the malaria evaluation team in India in 1957, which was sponsored by the Government of the 
United States and the Rockefeller Foundation. A year later Professor Bruce -Chwatt joined 
the World Health Organization, where during the next nine years he built up the malaria research 
programme of the Organization. 

In 1967, Professor Bruce -Chwatt entered yet another career, this time in the academic 
field, joining the Ross Institute of Tropical Hygiene, London, as Senior Lecturer, and, a year 
later, he succeeded the late Professor G. Macdonald to the Chair of Tropical Hygiene at the 
London School of Hygiene and Tropical Medicine and to the Directorship of the Ross Institute. 

Some 150 published articles bear his name, the majority covering various aspects of 
malaria, be it entomology, parasitology, chemotherapy, clinical complications, epidemiology, 
immunity or the use of insecticides - a distinguished contribution to our knowledge in this 
field. 

Professor Augusto Corradetti, who was also born in June 1907, received his Doctorate of 
Medicine at the University of Rome - the city of his birth - in 1931. He subsequently under- 
took postgraduate research studies at the Rockefeller Institute for Medical Research, New York, 
at the Johns Hopkins School of Public Health at Baltimore, and at the Bernhard Nocht Institute 
of Tropical Hygiene, Hamburg. 

Even prior to graduating in medicine Professor Corradetti started in 1929 his research on 
malaria at the Stazione Sperimentale per la Lotta Antimalarica, which was founded by the 
Government of Italy in collaboration with the Rockefeller Foundation. He served this insti- 
tution as malariologist from 1930 to 1937, and was later assigned to Ethiopia, where during 
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the next three years he undertook malaria epidemiological studies, the degree of exactitude of 
which are still unequalled in this region. On his return to Italy, he continued his research 
studies on malaria in the Istituto Superidre di Sanitá in Rome - where he was appointed as 

parasitologist - and later as the Director of the Laboratory of Parasitology, the position 
which he holds at present. 

Professor Corradetti's devotion to research work, reminiscent of the pioneer spirit of 
Italian malariologists, did not alienate him from applying his experience in the control of the 
disease in Ethiopia, Italy, and later in Peru, where at the invitation of the Government he 
advised them on the use of DDT. 

Professor Corradetti's first research paper was published in 1930 and since that date he 
has published more than 200 papers, the majority of them on malaria. Initially his interest 
lay in entomology and his experiments on the Anopheles maculipennis group were one of the 
earliest genetic studies which led to speciation of the group. Subsequently, he studied 
avian malaria parasites and became the acknowledged master on the speciation with this group 
and elucidating their various exo- erythrocytic cycles. Studies on rodent, simian and human 
malaria parasites followed as well as those on other Haemosporidia. 

Aspects of malaria immunity were studied by Professor Corradetti in 1936 and he maintained 
a continuous interest in this aspect, expanding his work in the 1960s into fundamental studies 
on sterile immunity to Plasmodium berghei infections in albino rats and on active immunization 
in malaria, using vaccination with irradiated parasites and later with the non -soluble fraction 
of malaria parasites. In addition to his work on entomology, epidemiology, parasitology and 
immunity in relation to malaria, he is an authority on leishmaniasis and has undertaken a 
number of studies on trypanosomes, babesia and other blood parasites as well as on helminths. 

In the field of international health, Professor Corradetti's association with WHO 
commenced with his participation on behalf of his country at the Second World Health Assembly. 
Subsequently he attended as a member of the Italian delegation, the Twelfth and Thirteenth, 
and Fifteenth to Twenty -third World Health Assemblies, at which, with his vast experience on 
the subject, he has drawn attention to the necessity of continued support to research on 
malaria, essential for overcoming the problems encountered in its control and eradication. 

It is gratifying to the World Health Organization to have been associated with and assisted 
by two such eminent malariologists. Their wide experience and depth of knowledge of malaria, 
and their interest and support of malaria research work as well as their substantial contri- 
butions at international congresses, conferences, and meetings have had considerable influence 
on the work of public health workers and other specialists in the field of malaria far beyond 
the confines of their own countries where their work has already insured them the highest 

recognition. 

Professor Bruce -Chwatt, Professor Corradetti, I have the great honour to present to you 

the Darling Foundation Medal and Prize. 

Amid applause, the President handed the Darling Foundation Medals and Prize to Professor 
Bruce -Chwatt and Professor Corradetti. 

Le Président remet les Médailles et le Prix de la Fondation Darling au Professor Bruce - 

Chwatt et au Professor Corradetti. (Applaudissements) 
По. amo менты п•ис ств x п.е_се_ате.ть в ает п ill ecco -Хватт и п ecco 

Коррадетти медали u пpeмию Фонда Дaр нгa. 
El Presidente entrega las Medallas y el Premio de la Fundación Darling al Profesor Bruce - 

Chwatt y al Profesor Corradetti. (Aplausos) 

The PRESIDENT: Professor Bruce -Chwatt, I invite you to address the Assembly. 

Professor BRUCE- CHWATT: Mr President, Dr Candau, distinguished delegates, ladies and 

gentlemen, to receive the Darling Prize from the hands of the President of the World Health 

Assembly is one of the highest honours to which a malariologist could possibly aspire. I am 

humbly conscious of the importance of the occasion, of my inadequacy to do it justice, and of 
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my appeciation of this award. I am also happy to share it with an Honorary Fellow of the 
Royal Society of Tropical Medicine and Hygiene, friend of many years, a man whose achievements 
I admire, and whose ideals are also my own. 

Mу interest in tropical medicine started 35 years ago in Warsaw under the influence of 
Anigstein, Hirszfeld and especially Helène Sparrow, who introduced me to Charles Nicolle. 
His marvellous book Le destin des maladies infectieuses was translated by me into Polish with 
the same juvenile fervour as that with which the Apostles carried the word of their Master. 
Émile Brumpt, Henri Gaillard, Sézary and Marchoux taught me in Paris and gave me an insight 
into the splendid contribution of the French to tropical. medicine; they also impressed me 
with the clarity of their intellect, and showed me that "цпе langue parfaite est une science 
bien faite", a dictum that Edmond Sergent quoted so often. 

The war interrupted my studies, gave me the privilege of fighting for a just cause and 
left me alone in the world; it brought me to Britain, the country that adopted me so 
generously and gave me all that is most dear and precious in my life. Buxton, Covell, Garnham, 
Hoare, George MacDonald, Malgraith, Manson -Bahr, Sinton, and many others - too many to mention 
but all well remembered - became my teachers and my kindest friends. 

The control of malaria was then one of the main problems faced by the armed services in 
tropical areas, and especially in Africa. The war years gave me the first taste of working 
on that continent, and there was no greater satisfaction than to watch the rapid decrease of 

the disease among the various allied Army or Air Force units isolated in some remote corner 
of Africa. But there was always the nagging feeling of the inadequacy of our efforts as 

long as the indigenous population of that continent continued to bear the brunt of a disease 
which killed every fifth child before it reached adolescence. When the war was over I was 

able to apply the new skill and knowledge to the control of vector -borne diseases among the 
civilian populations of Nigeria. The understanding and support of my beloved chief, Sir 

Samuel Manuwa, remains vivid in my grateful memory. 

As my experience of the ravages of malaria grew, so also grew my conviction that more 

should be done to curb it. I admired the successes reported by Soper and Wilson from Brazil 
(where a young malariologist by the name of Marcolino Candau was already showing much promise 
of future greatness), by Gabaldón from Venezuela, by Giglioli from Guyana, by Sergiev from 
the USSR, by Livadas from Greece, by Mofidi from Iran, and from India and Pakistan by Jaswant 
Singh, Viswanathan, Rao and Afridi. Two pilot projects organized in Nigeria were the fore- 
runners of more determined action and gave me the foretaste of the future that lay ahead. 

The famous sixth meeting of the WHO Expert Committee on Malaria in 1956 prepared the blueprint 
for malaria eradication and it was a joy to draft with Dr Francisco Dy - here present - some 

sections of this document. A year later I joined the Organization and gave this new task 
all the enthusiasm and devotion at my command. The early years of this activity, so ably 

guided by Pampana and Alvarado, were years of immense gratification at the dazzling successes 
of new techniques. As time went by the progress slowed down. Nevertheless, the gains of 

this unique public health endeavour have been enormous, whether assessed in terms of 1000 

million people free from the threat of malaria, or by the less quantifiable criteria of the 

economic advance of countries and areas where the disease was vanquished. 

The final goal of global malaria eradication has however receded during the past few 

years. In some areas little progress has been made, while in others, quite close to 

eradication, malaria has returned in force and sent these programmes "back to square one". 

One of the greatest tributes that one could pay to the Organization that I am proud to 

have served is the acknowledgement that, in evaluating its work, it has never attempted to 

soften its own verdict or to disguise the errors of the past. This uncompromising self - 

appraisal commands admiration and increases our faith in its present and future achievements. 

The report on re- examination of the global strategy of malaria eradication presented to 

the Twenty- second World Health Assembly is one of those documents with the hallmarks of 

clarity, logic, integrity and vision. It puts in proper perspective the technical factors 

responsible for setbacks in malaria eradication but gives due attention and emphasis to the 
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multiple and interwined social, cultural, economic and political factors. These are the 

ingredients of "human ecology", the importance of which in preventive medicine need not be 

emphasized before this audience, especially after Sir William Refshauge's presidential address. 

When the progress of a campaign is delayed by the inability of the local administration 

to comply with the plan of operations, or by inadequate training, discipline and supervision 

of spraying squads, or by the executive defects of the surveillance mechanism, surely the 

human element is the main factor. 

The same applies mutatis mutandis to the uncertainty of budgetary allocation, to over- 

optimistic reliance on external aid, and above all to the shortcomings of basic health services 

incapable, in the last stage, of taking over the task of case detection and elimination of the 

remaining foci of infection. It is in this respect that, in spite of some warnings, the 

complexity of the situation in tropical Africa has been underestimated. 

It appears that the attraction of a crash programme, the lure of the technological 
aspects of malaria eradication have overshadowed all that Malraux called the "condition 
humaine" and which is much more than the "human condition ". 

The presence of such technical obstacles as resistance of vectors to insecticides, better 
methods of microscopical diagnosis and improved chemotherapy, stimulated much research, wisely 
and generously supported by the Organization. 

And yet many questions remain unanswered and many needs are unmet: the origin of re- 

lapses, the conditions of transmission by some vectors, the mechanism of resistance, and - 

when it comes to needs - a much wider range of acceptable insecticidal compounds and of active 
antimalarial drugs. These are some randomly chosen areas of our ignorance, calling for grea- 
ter output from the two intertwined sources of basic and applied research. 

The organization of research is sometimes imagined as a steady process from the blueprint 
to a definite goal, the speed of advance being regulated by administrative guidance and pro- 
vision of adequate funds. But the attempt to direct all scientific work to practical ends 

may often lead to an impasse; the real breakthrough, the true forward leap, springs usually 
from an independent, unfettered, inspired mind. 

And yet we are aware that an exclusive drive for more knowledge may create future 

disappointments. Sir Harold Himsworth pointed out that research has often been elevated into 
a mystique, expected to solve all our problems. But it was Bernal who foresaw the present 

love -hate relationship between science and society and released the flood of today's dissents 

and doubts. 

Starting as a revulsion against increasingly horrifying nuclear weapons, this movement 

spilled over to the life sciences when molecular biology opened up vistas of genetic enginee- 

ring. It has been said that scientists leave their discoveries like foundlings on the door- 

steps of society, and the step -parents do not know how to bring them up or what to do with 

them if they grow into monsters. Science is now suspect because it is equivocal in its appli- 

cation, and the simple belief that greater knowledge brings greater human happiness sounds 

unconvincing. Some deep -seated malaise has created the movement for social responsibility of 

science which tries to find the means to influence the scientific advance for the benefit of 

mankind. 

But the disenchantment with science, however understandable, is dangerous. The fact that 

we have not been able to cope with the problems posed by technological progress does not mean 

that science itself is a failure. The anti -science movement often forgets the social benefits 

that we derived from the discriminating use of technology. 

One wonders if the current attacks on the use of DDT in public health are not a symptom 

of this irrational and uninformed attitude that opposes the use of our knowledge against the 

evils of old ignorance and new superstition. 

Jacques Monod has recently stated his belief that the values of science and the values 

of the society are incompatible. The first is based on objective appraisal of knowledge, the 

second rests on d foundation of ethics and beliefs rooted in the past. It is difficult to 
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subscribe to this credo without reservations! Surely "free science" is an illusion; it cannot 
dissociate itself completely from the social system in which it evolves, and no one knows how 
to separate the two and how to solve the moral dilemma of the individual scientist whose work 
can be misused. 

This malaise is fortunately less disruptive in medicine and especially in public health. 
Sir Theodore Fox defined our profession as a form of service which is as much concerned with 
ends as it is with means. We can never disclaim responsibility for the uses to which our 
knowledge is put. And one of the aims of our profession is to set people free, as much as we 
can - free from suffering, free from disability, free from premature death, but also free from 
those cruel biological chains that keep the .igпorаnt in servitude and poverty. "Guérir 
quelquefois, soulager souvent, prévenir toujours" should be our motto in this age, as it was in the past. 

The other aspect of our work is that it is no longer the prerogative of the medical pro- 
fession. It depends today not only on complex technological methods but on close co- operation 
with social scientists, with engineers, with educators, with economists. In our effort to work 

together with the economists we are trying hard to understand them. I am not sure that this is 

fully reciprocated. 

A few years ago Karl Evang discussed fearlessly and cogently the political, national and 

traditional limitations to the improvement of health, and all that he said then applies to the 

philosophy and practice of disease eradication. 

Experience has shown that too little attention has been paid in the past to the availa- 
bility of a network of basic rural health services when the crucial phase of malaria eradi- 
cation has been reached; and this, together with forward planning of administrative readiness 
and financial resources, is the main condition with which we are now concerned. 

It is obvious that the final success of any malaria eradication programme depends not 
only on the availability of adequate technical tools but also on the community's will and means 
to use these tools to the best advantage. It comes down to the problem of management: manage- 
ment and training of manpower, management of financial resources, guidance of public commit- 
ments - all this in relation to existing needs and conflicting priorities. 

The main lesson that we have learned is that Gunnar Myrdal was right and that neither the 

health situation nor other problems of developing countries can be solved by slavishly applying 
old formulae which worked in Europe or in the United States. Permanent progress in the under- 
privileged part of the world has better chances of success by adapting rather than adopting 
the products of western science. 

At a time when hardly any day goes by without some secret being wrenched or cajoled from 
Nature, there is no need to remind ourselves that we live in a changing world - but seldom do 
we realize the speed of this change. The growing menance of communicable disease for the ever 
increasing, ever more mobile human population of this globe has been emphasized by Maegraith 
and by Dorolle. We have witnessed the breakdown of the old concept of quarantine and have 
replaced it by the more flexible system of surveillance. 

Our views on the relationship between the technology of health and the human problems have 
undergone quite a change, and perhaps some change is needed in our understanding of the concept 
of disease eradication. The very term eradication has a different meaning in different con- 
ditions (as pointed out by Langmuir). While the global eradication of any communicable disease 
may remain a desirable goal, there is no doubt that its practical difficulty becomes increas- 
ingly obvious, even with regard to infections transmitted by direct contact. When it comes to 

a vector -borne disease, these difficulties are much greater, especially in tropical areas where 
such infections are of an endemicity unknown elsewhere and where there are so many social and 

economic constraints. 

Thus one can only agree with the flexible strategy now proposed by the Organization, as it 

takes into final account not only the feasibility of country -wide eradication of malaria but 
also the capacity to maintain it. In plainer words, it means that where eradication does not 
seem attainable the best possible control of malaria should be an interim objective of unpre- 
dictable though not unlimited duration. Such a belief, which was regarded as pure heresy a 

few years ago, has now been solemnly and authoritatively proclaimed by Gabaldón• 
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Among the many questions that we ask ourselves, one is of paramount importance: What are 
people for? Surely they do not exist just to choke in their crowded and polluted cities or to 
provide combustible material for an atomic bonfire, or to become disease fodder for parasites, 
or political fodder for rival nations or economic fodder for this or that cruel social system. 
Man's dominant aim must be an increase of quality of human personality, of achievement of inner 
experience, of simple human happiness, of peaceful co- existence with others and with the 
environment on this planet. 

It is said that the medical profession has reached the cross -roads and that unless it is 

more integrated into the social structure of the community it will forfeit its fundamental role 
in the dynamic processess that bear on the health of the world population. 

There is need for major changes, not only to improve the present conditions but even to 
preserve any semblance of the world that we know today. Mankind's options are limited and time 
is not on our side. 

Our responsibility is today greater than ever before. At the dawn of recorded history, 
medicine was an act of faith in divine or natural powers, a healing art, and the source of 
early science. It must continue to play this triple role and to follow the Ulyssean call "to 

strive, to seek, to find and not to yield ", so that in Charles Nicolle's words it becomes a 

force increasingly able to enhance the stature of man and to protect his threatened future. 

( Applause/Applaudissements/Aплoдиcмeнты /Aplausos) 

The PRESIDENT; Thank you, sir. Professor Corradetti, I invite you to address the Assembly. 

Professor CORRADETTI (Italy): Mr President, Director -General, honourable delegates, ladies 
and gentlemen, it is with great emotion that I receive the Darling Medal and Prize jointly with 
my very close friend, Professor Bruce -Chwatt. This honour is the highest recognition for a 

malariologist, and the fact that it is administered by an international agency, the World Health 
Organization, adds to its solemnity and significance. 

I wish to ascribe this award not merely to my personal work on malaria, but to the 
immense amount of scientific knowledge and pioneering action provided to mankind by Italian 
malariologists. 

Probably I do not need to recall that many Italian scientists, from Sebastiano Badi to 

Francesco Torti, were in ancient times connected with the earliest experiments of "china- china" 
cortex therapy in malaria fevers. Other scientists of these earlier periods from Gianbattista 
Don i to Bernardino Zendrini were dealing with land reclamation; and others from Francesco Redi 
and Pietro Paolo da Sangallo to Filippo Bonanni, were making substantial contributions to the 

knowledge of mosquitos. 

Perhaps I do not need also to remind you of the glorious work of that group of Italian 
malariologists who flourished in the period of time covering the end of the last century and 
the first quarter of the present. Their names are famous all over the world: Ettore Marchia- 
fava,Angelo Celli, Camillo Golgi, Giovanni Battista Grassi,Amico Bignami, Antonio Dionisi, 
Giuseppe Bastianelli. Not only did these men perfuse a treasury of knowledge in malaria, but 

their influence made Italy one of the leading nations in the struggle against this disease. At 

the beginning of this century they stimulated the Italian Government to issue a law by which 
quinine was distributed, free of charge, to the whole population of the malarious areas. At 

the same time the Italian health service was the first to organize a capillary rural infra- 
structure over the whole territory for the distribution of the drug and for performing other 
measures of malaria control. 

In 1925 two men, both with exceptionally clear minds - Alberto Missiroli of Italy and 

Lewis W. Hackett of the United States - became the heads of the Stazione Sperimentale per la 

Lotta Antimalarica, which was founded with the modest objective of experimenting in various 
parts of Italy the antilarval effect of Paris green. Missiroli and Hackett developed that 

station into one of the most efficient scientific centres of malariology in the world. They 

were able to attract the collaboration of many outstanding malariologists of Europe for solving 

such mysteries as anophelism without malaria. 
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It was in this climate of international scientific collaboration that I entered the field 
of malariology by joining the staff of the Stazione Sperimentale while I was still a very young 
student. My first significant contribution dealt with the separation by cross -breeding of the 
six sibling species of the Anopheles maculipennis group. 

In 1934 -1935, I went as a special graduate student to the Johns Hopkins School of Public 
Health, where I had the chance of sitting in the same classroom with two other students who 
were later awarded the Darling Prize: Arnoldo Gabaldón and Martin Young. 

After three years spent in Ethiopia for epidemiological studies on malaria, I started work 
in the newly built Istituto Superiore di Sanitá, which incorporated the old Stazione Speri- 
mentale per la Lotta Antimalarica. 

After the second World War the discovery of the residual action of DDT led the Italian 
malariologists, under the leadership of Missiroli, to conceive that the distribution of 2 

grams of DDT for each square metre of wall in houses and stables once a year, could interrupt 
malaria transmission. This method, later called the "Italian method ", started in Italy as a 

simple method of malaria control and in 1947 was extended to the whole of the malarious areas 

of the country. At the same time, in 1946 -1947, I exported the "Italian method" to the Peru - 
vian Pacific Coast. 

On my way to Peru, I met in Santiago de Chile a great Italian scientist, Giovanni Noé, 
who was formerly a pupil of Giovanni Battista Grassi and had spent 35 years of his activity in 
Chile. When I met him he was fighting, at the age of 70, against malaria in the Africa area. 

I shall never forget the great enthusiasm shown by him in welcoming on the Pacific Coast 
another malariologist coming from the same Roman School and working for the same purpose. My 
mission to Peru was successful and in 1948 I returned to my institute in Rome. 

In Italy the interruption of transmission by residual insecticides, repeated every year, 
led in 1952 to the liberation of the country from malaria. The whole territory became free 
from a disease which had carried off innumerable victims for at least 23 centuries. This great 
achievement finally crowned the long activity of the Italian malariologists. 

After the end of malaria in Italy, most of the malariologists refused to rest. A number 
of them joined WHO and were employed on the staff for malaria eradication in various areas of 
the world. Others, among them myself, continued to work in the laboratory on basic research 
to improve knowledge of malaria. In this connexion I wish to point out here that the funda- 
mental research on malaria and other parasitic diseases carried out at the Istituto Superiore 
di Sanitá are entirely supported by the budget of the Italian Government. 

The Italian Government and the Italian malariologists continued their activity in malaria 
even after the disappearance of the disease from the country, because they were aware that only 
a collective effort, pursued with tenacity, can lead to the liberation of many areas of the 
world from this disease. In other words the Italian Government is offering, through the action 
of the malariologists of Italy, a contribution to the health and to the social amelioration of 
the developing countries. Let me therefore associate with the honour awarded to me today all 

those Italians who in the past and present have followed in the malaria field the ideals of 

the Renaissance, by working for humanity, not merely for their own nation. (Applause/ Applau- 
dissеmеn .ts /АплодИсмeнть / Aplausos) 

3. ANNOUNCEMENTS 
COMMUNICATIONS 

ОВъяB.7]EHIIя 

COMUN ICAC IONES 

The PRESIDENT: Thank you, sir. Before adjourning the meeting, I would like to make two 

announcements. There will be a meeting from 1.45 p.m. to 2.15 p.m. today in Room XI of the 

Working Group of Committee A established on agenda item 2.8 (Human environment) to consider a 
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draft resolution. This working group is composed of the following delegations: Australia, 

Austria, Belgium, Canada, Italy, Jamaica, the Netherlands, Nigeria, Norway, Peru, Poland, 

Romania, Sweden, Union of Soviet Socialist Republics, United Kingdom of Great Britain and 

Northern Ireland, United Republic of Tanzania and the United States of America, together with 
the Rapporteur of Committee A. 

Secondly, I wish to remind you that this afternoon at 2.30 p.m. there will be a meeting 

of Committee A to take item 2.2 - Review and approval of the programme and budget estimates 
for 1972 - with subitems 2.2.1 and 2.2.2. In accordance with resolution WHA24.4, there will 

be no meeting of Committee B while these items are being discussed by Committee A. 

The meeting is now adjourned. 

The meeting rose at 12.40 p.m. 

La séance est levée à 12h.40. 

Эаседаыие аакоычилoсь в 12 часов 40 минут. 
Se levanta la sesión a las 12,40 horas. 


