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1. TRAINING OF NATIONAL HEALTH PERSONNEL: Item 2.4 of the Agenda (Resolution WHA24.59; 
Official Records No. 193, Annex 12; Resolution EB49.R13; Official Records No. 193, 

Annex 4; and Document A25/7, A25/8) (continued) 

The CHAIRMAN invited the Committee to resume its discussion of this item. 

Dr BADDOO (Ghana) said that, before further progress could be made towards the equivalence 

of medical degrees and diplomas, the definition of a physician was necessary. His delegation 

agreed, in the main, with the definition proposed in the document before the Committee, but 

suggested the insertion of "in that country" after the words "legally licensed ". The 

addition would enhance the recognition accorded by other licensing authorities to the 

qualifications obtained, ensure that the qualifications were acceptable to the registering 

authorities, and remove any doubt whether graduates who were not nationals of the country in 

which they were trained had reached the standard acceptable to the registering body in that 

country. 

The international aspects of the brain drain had been emphasized by other speakers. 

He wished to speak instead of the "internal brain drain" - the tendency for health personnel 

to gravitate to the cities, where working conditions were better. The tendency could be 

minimized by decentralizing services to rural areas and offering incentives that would ensure 

an equitable distribution of health personnel. The contribution of WHO could be similar 

to that indicated in the resolution on research in the organization of community health 

services. 

A number of speakers had stressed post-graduate training. In his view, such training 

should be geared to the needs of the student's home country. 

This delegation fully agreed with the steps that WHO was taking to organize training 

schemes for teachers. Training should cover not only the disciplines in which the candidates 

were professionally interested but also the principles and psychology of education. In 

that connexion, use could be made of the facilities provided by institutes of education. 

Finally, he was glad to note that WHO would shortly be holding a seminar on the 

methodology of teaching at the University of Ghana Medical School, Accra. 

Dr HENRY (Trinidad and Tobago) hoped that at least some of the observations made by the 

delegate of Mauritius in relation to the proposed definition of physician would be taken 

into consideration. On the whole, his delegation accepted the broad principles embodied in 

the definition, but it found some difficulty in understanding the phrase "having been 

regularly admitted to a medical school ". Admission to a medical school was a single, not 

a repetitive, act based on appropriate entrance criteria. Perhaps what was meant was that 

the candidate's qualifications normally or regularly allowed him entrance. On the other 

hand, if "regularly attended" was meant, the word "regularly" in the first line of the 

definition should be omitted and "has regularly attended and" should be inserted immediately 

before "has successfully completed" in the second line. 

Referring to the brain drain, he could see no solution to the problem of general 

application. The reasons for the phenomenon varied with the state of development of the 

different countries, and the solutions varied accordingly. 

Reviewing some of the motives advanced by students for taking up medicine, Dr Henry 

remarked that curricula should be adjusted so as to inspire students with the social 

conscience that they too often lacked. In that context, the programme outlined by the 

delegation of Israel should be watched with great interest. If by training and example 

young doctors could be persuaded to devote a few years of service to their own countries, 

the intractable problem of the brain drain would be well on the way to solution. 
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Dr TEKLE (Ethiopia) commented on the shortage of qualified manpower from which developing 

countries such as his own suffered. The need for general practitioners in Ethiopia was 

unlikely to be satisfied within the foreseeable future unless the rate at which they were being 

trained at present was increased. His delegation strongly believed that qualified national 

physicians should be encouraged to specialize so that they could replace the specialists 

recruited from abroad, the cost of whose recruitment was a great drain on his country's 

meagre resources. 

The one -year course recommended for teacher training was perhaps rather geared to 

countries that already had enough specialists, some of whom would study the methodology of 

teaching techniques at a special centre. He inquired what measures WHO envisaged to help 

developing countries to acquire a body of national specialists to teach in their medical 

faculties. The maximum period of two years for a WHO fellowship was not sufficiently long 

to qualify a graduate for teaching as well as give him specialist training. 

Dr CUMMINGS (Sierra Leone) said that although his delegation accepted the distinction 

drawn by the Executive Board between academic qualification and the right to practise 

medicine, it thought that the right to practise in the country of qualification must be 

guaranteed and should be accorded to all graduates, whether they were nationals of that 

country or not. That would inspire confidence in the training offered and make it easier 

for graduates trained abroad to be licensed to practise medicine in their homeland. 

He proposed that the phrase "by the responsible body in the country" from the definition 

of physician in Official Records No. 198, Annex 4, paragraph 2.2 should be inserted after 

"legally licensed to practise medicine" in line 4 of the definition in the document before 

the Committee. 

Dr Cummings inquired what term WHO proposed to substitute for "paramedical ", since in 

his view there was a need for a generic term to describe the category of staff previously 

referred to as "paramedical ". 

A University Centre for Health Sciences was being established in his country with the 

assistance of WHO. Its purpose was to train health service personnel as a team in the same 

institution. 

Dr AL- TABBAA (Saudi Arabia) suggested the addition of the word "humaine" after "a suivi 

avec succès le programme prescrit d'études de médecine" in the French text of the definition 

of physician, in order to obviate any possible confusion with veterinary medicine. 

In connexion with the definition, Dr FAKHRO (Bahrain) considered that recognition 

should be given not only by the country of study but also by that in which the physician was 

to practise medicine. He therefore proposed the deletion of "duly recognized in the country 

in which it is located," and the insertion of "recognized" immediately before "medical school" 

in the first line of the definition. 

Future studies on medical curricula and on methods of evaluating the attainments of 

medical students should be conducted at the regional level, since it was a logical approach to 

create mutual confidence with respect to the quality of medical education among the countries 

of the same region. It would also reduce the brain drain, which could be considered as a 

side effect of establishing the equivalence of medical diplomas. The time spent on 

discussing the innumerable causes of the brain drain could be used to better purpose in 

devising acceptable international codes that might limit the phenomenon. WHO could start 
a pilot study for monitoring the migration of health personnel, as it had done for the adverse 

effects of drugs, perhaps by sending questionnaires annually to selected countries. It 

should concentrate on encouraging host countries to take measures to reduce the immigration 

of foreign health workers, such as those mentioned by the delegates of the United Kingdom 

and Turkey. They might include the payment of some sort of compensation, perhaps mainly 

technical, by the country gaining doctors to the country losing them. 
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Dr SUPRAMANIAM (Singapore) said that the proposed definition of a physician appeared to 
cover all types of doctors, both general and specialized. In many countries, however, 

"physician" meant "specialist in internal medicine ". In order to avoid confusion, therefore, 

he suggested that the term "general practitioner" be substituted for that of "physician ". 

Regarding the equivalence of medical qualifications, he inquired whether WHO intended to 
set up an internationally accepted representative body for the periodic review of medical 
curricula, training programmes, and criteria for the completion of courses and the appraisal 

of students' performance, so that acceptable standards were maintained. If, once the 

equivalence of medical qualifications had been determined, it was intended ultimately to make 

the recognition of equivalent qualifications obligatory, the whole question would require 

further scrutiny. 

Dr FUNKE (Federal Republic of Germany) considered that the proposed definition appeared 

to take all the essential aspects into account. It was particularly acceptable to her 

delegation as the opinion had recently been expressed in her country that undergraduate 

medical curricula should differ according to whether the student intended to go in for medical 

practice or for research. The definition clearly outlined the basic general requirements for 

a physician and was in line with the policy that had been adopted by the health authorities of 
her country - namely, that specialization was a matter of postgraduate training. 

The problems involved in the brain drain had been fully discussed, and there seemed to be 

agreement on the principle that the medical services of a developing country could be 

effectively administered only by medical personnel trained in that country. A realistic view 

must be taken of the problem, which could not be solved by revolutionary measures but rather 

step by step. Her country was prepared to contribute towards solving the problem; it had 

been the loser in the post -war brain drain and did not envisage its present role of winner 

with complacency. Consideration was being given to the recommendation of WHO that developed 

countries taking part in the training of physicians from developing countries should encourage 

graduates to return to work in their own countries. A resolution along those lines had been 

adopted by the health ministers of the Lander at the request of the Federal Government. 

Graduates from abroad should undertake postgraduate training only after they had spent some 

time in their homelands and only by agreement with their governments, and undergraduates should 

not be admitted to medical faculties unless they promised to return to their countries on 

graduation. The General Medical Regulations of the Federal Republic had been amended in 1970 

to limit temporary medical registration of graduates from abroad to four years - i.e., until the 

completion of specialization. The decision had not been without impact on the growing needs 
for medical manpower in the Federal Republic. The trend in the figures for temporary 
registration in her country emphasized a point already made in the report under discussion: 
not only the countries that gained from the brain drain, but also those that lost from it, 

should play their part in achieving a sounder balance in the distribution of health personnel. 

Dr TSUКАМОТО (Japan) said that his country, like many others, suffered from a shortage of • 
health personnel, caused by a rapid increase in the demand for medical care arising out of the 
nationwide coverage of the health insurance scheme and the trend towards specialization. 
However, Japan fortunately had no internal brain drain problem, in spite of a tendency towards 

overcentralization of health personnel and hospitals in cities. 

In order to tackle the problem of shortage of personnel, his Government had established 

a national plan by which the number of students admitted to medical schools would increase 

from 4000 to 6000 a year over the five -year period 1970 -74. Furthermore, seven new medical 

schools had been established since 1970, some of which aimed at training physicians for the 

remoter areas of the country on the basis of grants provided by the prefectural authorities 

concerned. 
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Dr HASSAN (Egypt) doubted the value of the proposed definition of physician and wondered 

whether it had been prompted by local or international reasons. He saw no objection to its 

internal use by individual countries, but if international recognition was involved the 

definition fell short of the objective of universal applicability. Moreover, he doubted 

whether "physician" was the appropriate word. As other speakers had pointed out, several 

countries with an English background in medical education customarily identified "physician" 

with "internist ". The term "general practitioner" had also been suggested, but was 

unsatisfactory because the main purpose of any medical school was to produce basic doctors 

oriented to community needs, not only general practitioners. Nor could he agree that doctors 

working in laboratories or in epidemiology should be called "general practitioners ". The 

French word " médecin" seemed more appropriate, and in Arabic there was a word with a similar 

connotation. 

Another question was the kind of basic qualification meant in the definition. Many 

countries awarded an M.D. degree as the basic qualification; in others, the M.D. was the top 

specialist qualification in internal medicine. Yet others awarded a diploma of medicine or 
a degree of bachelor of medicine. The question of the equivalence of those degrees and 

diplomas needed to be taken into account. Moreover, the physician was only one member of the 

health team, and the definition dealt with only one -half of his studies, his basic medical 

education. The qualifications of a specialist also entered into the picture. The training 

of teachers and the types of medical school were also relevant to the qualifications of the 

medical graduate, because of such factors as the teacher:student ratio, laboratory, library, 

and other teaching facilities, curricula, and the number of years of study. A whole complex 

of basic requirements were involved in training a physician to meet the health needs of his 
community. Health personnel other than doctors also needed to be trained in a balanced way 
and in sufficient numbers. 

He much preferred the term "outflow" to that of "brain drain ". A normal outflow of 
health personnel from one country to another was not a bad sign; however, when it was 
intensified to the point of a haemorrhage or drain of manpower from a particular country, it 

became a problem that required investigation. The reasons for the phenomenon had been well 
summarized in the report under consideration. They were all valid, but most graduates 
nevertheless preferred to live in their own countries among their own people. They went 
abroad only for cogent reasons, the two most important being unsuitable working conditions or 
lack of professional satisfaction at home and better remuneration. He thought that the time 
and effort put into medical studies and the weight of responsibilities that a graduate had to 
assume entitled him to the same social and economic conditions as a colleague who had gone 
through the same experience in another country. It was true that conditions differed from 

one country to another and that not all governments could afford to pay the same salaries and 

offer the same advantages, but at least they should be in the same proportion. If that point 
could be expressed more clearly than it had been in the document before the Committee, it 

would help ministries of health to justify their requirements to their financial bodies. 

He hoped that a study group or expert committee would be convened or a further study be 
made on all aspects of the problem of training health personnel. 

Dr DARAMOLA (Nigeria) said that his country had five medical schools, the oldest of which 
was less than 25 years old and the newest just a week. About 200 students were expected to 
graduate at the end of the current academic year. Although that number was still inadequate, 
it represented a great improvement on the situation a decade previously. Training facilities 
for nurses and allied health service personnel were also being expanded. 

In its short experience his country had already experienced the brain drain among its 
young graduates who went abroad for postgraduate training. A postgraduate medical programme 
had therefore been established in two of the medical schools, so that many young graduates 
would be available to serve their communities while they received postgraduate training in 
their own cuinmunity. 
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Rural health care was also a problem, and a programme was being developed in which medical 
graduates would spend one year in a rural community before registration. He considered that 
the multidisciplinary approach to the problems of rural communities was interesting and should 
be encouraged. 

Like other developing countries, his own had placed too great an emphasis on curative 
medicine, for historical reasons. But medical students were currently being trained to take 
into account the environment and the influence of the home and the family as a means of assessing 
the multiple causation of disease. 

The curriculum of medical schools needed to be more closely related to the needs of the 
community and teachers should be involved in designing health service systems adapted to their 

own communities. It was also important that medical education should have clearly defined 
objectives. 

In Nigeria the demand for better health care presented an overwhelming challenge, which 

the health authorities were endeavouring to meet. The cooperation of WHO and USAID in the 

smallpox eradication programme and WHO assistance in the programme of research on the organization 
of the health services were deeply appreciated. His Government also welcomed the cooperative 
ventures currently being undertaken for the training of health personnel and the organization 
of health services. 

Medical training programmes, the delivery of health services, and the attitude of the 
consumers should be periodically evaluated in order to promote a harmonious relationship among 
those who taught and those who delivered, and received health services. 

Dr SUMPAICO (Philippines) said that the brain drain was serious in his country and affected 
not only physicians but also other health workers such as nurses. His Government was, however, 

powerless to contain the problem since it could not provide employment for all the trained 

personnel or positions giving them professional satisfaction. The problem could thus be 

better described as a brain surplus. All countries that suffered from the problem looked to 

WHO to formulate possible approaches to minimize it. The matter was a delicate one involving 
questions of personal liberty, and he hoped that a formula could be found that was based not 

on compulsion but on persuasion. 

Dr THEARD (Haiti) summarized a number of suggestions that had been made to overcome the 
problem of the brain drain. One was to increase the output of trained people so that a 

sufficient number would remain the country; a second was to produce more middle -grade personnel 

such as nurses; and a third was to create sufficient medical assistants, who could be trained 

more rapidly and who might be most useful in preventive medicine. All those suggestions were 

valuable, but he wished to emphasize the advantage of the last solution. However, it had to 

be remembered that senior staff would still need high qualifications enabling them to view 

health problems as a whole, and there had to be a number of physicians of sufficient calibre • 
to carry out research. Consequently it was necessary for countries to have means of training 

physicians of international standard. They should preferably be trained in national schools 

but, if those did not exist, they would have to be sent abroad, even at the risk of encouraging 

emigration. The creation of large regional medical schools was one possible answer. The 

situation would also be eased if rich countries increased their output of trained personnel to 

the point of saturation. 

Dr VENEDIKTOV (Union of Soviet Socialist Republics) said that the emotion and frankness 

shown in the discussion proved the importance of the subject before the Committee. For the 

first time a constructive programme had been offered, in resolution WHA24.59, for solving the 

problem of obtaining sufficient number of trained medical personnel. If that resolution were 
implemented, developing countries would be able to solve the problem in a much shorter time 

than it had taken the developed countries to do so. 
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Judging by the discussion, the two most controversial points were the definition of the 
term physician and the equivalence of medical degrees. 

With regard to the former, some delegates had asked why such a definition was needed and 

had suggested that it was superfluous. In his view, however, it was necessary, because the 

physician was the key figure in any system of health services and his qualifications consti- 
tuded the point of reference for determining the qualifications of those above and below him. 

The Health Assembly had stated, in its resolution WHA22.42, that it considered that a 

definition of the term physician should be worked out, using the methods which, in the opinion 
of the Director -General, were most appropriate for the purpose. The Director -General had 
consulted all the international and national medical organizations that he could find. The 
Executive Board had examined a large number of definitions and had arrived at the one that 

was before the Committee. No doubt better definitions could be devised to correspond with 
the position in particular countries, but it was necessary to compromise, and he thought that 
the one proposed by the Board was the most appropriate at the present time. 

Referring to some of the amendments that had been suggested, he said that the Health 
Assembly could not dictate to Member States what constituted a recognized medical school; nor 

had it any need to expand on what was meant by "independent judgement ", since that clearly 
related to medical matters. It was, moreover, a point that distinguished physicians from 
other medical workers such as nurses, who in no country were allowed to use independent judge- • ment. As to the last few words of the definition - "to promote community and individual 
health" - they were in conformity with the objective of WHO, as laid down in its Constitution. 

He thought that the definition was the most widely acceptable that could be devised under 
present circumstances and that its existence would have a favourable influence on WHO's 

programmes. 

With regard to the need for work on the equivalence of medical degrees, he pointed out 
that many countries were cooperating in training and in improving the qualifications of medical 
personnel and such cooperation was greatly hampered by lack of a means of comparing the training 
received by physicians in different countries. Resolution WHA21.35, in which reference was 
made to the need to differentiate between the legal aspects of the right to practise medicine 

in different countries and the comparability of standards of professional competence, provided 
an answer to the point raised by certain delegates. The Organization could not intervene on 

the legal aspects and he did not think that it intended to do so, although it was permissible 
to consider how some agreement on those aspects might be reached. 

The brain drain, when it reached catastrophic proportions, meant loss of the young intel- 

ligentsia, loss of medical staff and loss of time and could cause untold harm to the health 

services. He could not agree with a previous speaker that it was natural for a physician to 

choose to live where he was better rewarded. Not all countries could afford to pay their • doctors as much as they could earn by private practice in some countries. In his view, a 

physician trained out of public funds was morally obliged to serve the people of his own 

country. 

To solve the problem of the training of national health personnel within the next 10 

years, all the lines of action laid down in resolution WHA24.59 should be pursued and there 

should be a definite phased plan of work for each one of them. 
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Returning to the definition of the term physician proposed by the Executive Board, he 
said that it should be adopted "with satisfaction ". If anybody had a better definition to 
propose at some future date, he could do so. 

Professor PACCAGNELLA (Italy) expressed his support for the study on core curricula based 
on the family as a working public health unit. The family was indeed the basic element of 
society, and a critical revaluation of curricula was needed if attention was to be focused on 
the family instead of on the patient. Such an approach seemed to his delegation to be a more 
rational one when the objective was to prepare family doctors in sufficient numbers to meet 
the growing demand for health care. 

His delegation favoured the Executive Board's recommended definition of a physician. 

Dr BUDJAV (Mongolia) said that WHO should pay particular attention to studying the 

curricular of medical training institutions in the different countries, in order to propose an 

optimal period for the training of higher and middle -grade medical personnel. In his country 

the training of physicians lasted six years and that of middle -grade personnel three years - 

both following 10 years of general education. 

In Mongolia middle -grade personnel, such as nurses, provided a great deal of the health 

services to the population, especially in the rural areas. Mongolia had 18 doctors for every 

10 000 inhabitants, but 60 middle -grade personnel for the same number. WHO had given his 

country great assistance in the training of nurses, whose preparation was in conformity with 

international standards. 

He thought that there was a need to define what a physician's functions should be and 

also to define the different categories of physician, distinguishing between the general 

practitioner and the specialist. In Mongolia three different categories of physician were 

recognized. 

He agreed with the definition of the term physician suggested by the Executive Board, 

except that he wondered whether the term "medical school" was sufficiently precise under 

present circumstances. Perhaps the term "advanced medical school ", or "advanced medical 

training institute" should have been used, since he thought that was what had been meant. 

Dr LAMBO, Assistant Director- General, replying to the points raised in the discussion, 

said that the Secretariat was grateful for the detailed discussion that had taken place because 

much enthusiasm and energy had been invested in the study of the problem. 

It had not been an easy task to formulate a definition of a physician that was acceptable 

to all and pragmatic enough to be of meaning. Many individuals and experts had been con- 

sulted in many countries before the final suggestion had been made to the Executive Board. 

It was the prerogative of governments to establish norms for medical practice, and it was in 

the interests of the profession to maintain them. In spite of manifold differences between • 
countries, there was a sufficient measure of agreement to enable a definition to be drawn up. 

It was, of course, a matter for each Member State whether it accepted the definition, and 

physicians practising within that State, whether nationals or foreigners, had to comply with 

its legislation. Any suggestions for further improvement of the definition proposed by the 

Executive Board would be welcome. 

Three other problems had also been discussed - teacher training, auxiliary personnel, 

and the brain drain. The delegation of Indonesia had suggested that teacher training 

programmes should be centred in different regions in order to expose teachers to a variety of 

local conditions. WHO was aware that teachers should not only possess an expert knowledge of 

their subject but also be well versed in educational planning, psychology, educational measure- 

ment, and group dynamics. WHO had already arranged for teacher training programmes to start 
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as soon as possible in the regions, and a sequential programme with a multiplying effect had 

been conceived. An expert committee was being convened to review the situation in public 

health schools all over the world. 

With regard to the classification of auxiliary health personnel, a consultation held in 
April 1972 had indicated the desirability of standardizing jobs and titles and had urged 
that steps should be taken to facilitate the comparability of health personnel on an inter- 
national basis. The subject of auxiliary health personnel was discussed at length in the 

report by the Director -General contained in Official Records No. 193, Annex 12. The report 
stated that the utilization of auxiliaries must be as carefully planned as that of other 
categories of health personnel and that WHO would assist Member States in defining the types 

of auxiliary health worker required to meet their needs and in the planning of their training. 

The problem of the brain drain and the factors that would encourage professional staff to stay 

in their own countries were considered in the same paper, which covered most of the points 

delegates had raised. 

Dr EHRLICH, representative of the Executive Board, did not wish to defend the Board's 
proposed definition of a physician, several members of the Board having done so very effectively 
in their capacity as members of their delegations. He wished merely to explain the Board's 

intention in formulating the definition, which had never been to establish a standard of 
equivalence but merely to provide some elements that would facilitate an approach to estab- 
lishing equivalence. That was why certain terms which some members of the Committee had 
commented had been left vague. The identity of the licensing authority was one such term 
and, in view of the nature of the definition and the different situations in different countries, 
it had been deliberately left unspecified. Further definition would be needed in the future. 

In relation to the question why the definition related the physician's work to disease 
rather than to the maintenance of health, the Board had considered that reference to disease 
prevention and rehabilitation was both more far -reaching and more positive than a general 
reference to the maintenance of health, and at the same time in accordance with WHO concepts. 

The CHAIRMAN suggested that a drafting group consisting of the delegations of Ghana, 
Guatemala, Mali, Mexico, Niger, Pakistan, Singapore, Togo, Trinidad and Tobago and the USSR, 

and any other delegations interested, should meet immediately after the adjournment of the 

Committee to amend the definition of the physician. 

It was so agreed. 

2. SMALLPDX ERADICATION: Item 2.5 of the Agenda (Resolution WHA24.45, para. 3; • Official Records No. 199, paras 56 -62 and Appendix 12; Document A25/9) 

The CHAIRMAN invited Dr Ehrlich to report on the Executive Board's discussions. 

Dr ERHLICH, representative of the Executive Board, said that during its review of the 

proposed programme and budget estimates for 1973 the Board had considered a report by the 

Director -General on the smallpox eradication programme (Official Records No. 199, Appendix 12), 
which showed that substantial progress had been achieved in national programmes during 1971; 

the report stressed the need for continued active vigilance to ensure the success of the 

programme. Special attention had been given to the seven recommendations of the Expert 

Committee on Smallpox which had met in November 1971 (listed on page 104 of Official Records 

No. 199). The Board had expressed its satisfaction with the progress achieved, and the 

Director -General had pointed out that the success of the smallpox eradication campaign was 

largely due to the generous contributions received from the participating countries. The 
Director -General had also paid tribute to the efforts of the smallpox -endemic countries them- 
selves, which were in fact bearing the major burden of the cost. 
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In consequence of a recent outbreak of smallpox, the. Director-General had brought his 
report up to date by means of a further report to the Health Assembly, which was contained in 
document A25/9. 

Dr BERNARD, Assistant Director -General, said that the report gave an account of recent 
developments and problems encountered, suggesting solutions based on the conclusions of the 
Expert Committee' to which Dr Ehrlich had referred. 

Two lessons could be learnt from recent experience. First, there were grounds for 
optimism in that smallpox eradication was technically and operationally possible, provided a 

potent and stable vaccine was used and that vaccination techniques were adequate. Such a 

vaccine was available in the lyophilized vaccine that was now in general use in smallpox 
eradication programmes and which was produced in many countries. The bifurcated needle was 
proving a very satisfactory innovation in vaccination technique. From an operational point 
of view, the experience of the past five years had clearly shown that, even if coverage was 
good, systematic vaccination was not always enough: it had to be accompanied by organized 
epidemiological surveillance, consisting of a system of control at various levels by qualified 
personnel who would thoroughly investigate the source and the contacts of every case. Only 
in that way could an outbreak be contained and isolation measures and vaccination have maximum 
impact. 

Remarkable progress had been made. The twenty countries of Central and Western Africa 
where eradication had been undertaken in 1967 had reported no cases since the spring of 1970, 

although surveillance had been constant and active. In Latin America, including Brazil where 
the disease had so recently been endemic, no cases had been reported in the past year - a 

result achieved by epidemiological surveillance and systematic vaccination. The Americas 
therefore were currently free from infection; at the 1971 meeting of the WHO Regional Committee 
for the Americas /Directing Council of РАНО, the news had been received with legitimate 
satisfaction, but Member States had at the same time stressed the need for active surveillance 
to prevent any recurrence of endemicity. 

The situation had its less positive aspects which called for prudence. The disease was 

still endemic in certain countries of Africa and Asia and had reappeared in the Eastern 
Mediterranean and in Europe. There had been an outbreak in Yugoslavia and one recorded 
case in the Federal Republic of Germany. Before that, Yugoslavia had been smallpox -free 
for forty -two years. The first cases had occurred in February 1972 but, as was usual in 

such circumstances, they had not been immediately identified. When the diagnosis of smallpox 
was confirmed in early March the health authorities promptly started an epidemiological survey, 

in close collaboration with WHO, which had been immediately notified. The outbreak had been 
controlled in less than a month. 

That example showed that as long as there was smallpox anywhere in the world, there would 

be a risk to smallpox -free countries. It also showed that outbreaks could be controlled by 

prompt and systematic action. Those considerations should stimulate further efforts; such 

efforts would, for the most part, have to be made by Member States, but WHO was ready to assist 

with all the means at its disposal. The Organization had specialists with practical field 

experience who could help in developing and implementing national plans. Such plans should 

essentially comprise arrangements for the rapid, exact and complete reporting of cases; the 

establishment of a national system of epidemiological surveillance for case - finding and 

1 
Report published as Wld Hlth Org. techn. Rep. Ser., 1972, No. 493. 
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investigation of sources and lines of transmission; and routine vaccination, especially for 

high -risk population -groups, with specific immunization in and around foci. Rapid reporting 
was particularly important at national and international levels to permit coordination of 
action and create a climate of confidence. Neighbouring countries should coordinate their 
planning and action; WHO was willing to take part in that coordination at any time. 

Special mention should be made of the spirit of solidarity shown by the countries donating 
large quantities of stable and effective vaccine, either through bilateral assistance or by 
contributions to the Voluntary Fund for Health Promotion. Between January and May 1972, over 

60 million doses of vaccine had been received and distributed. The large support given to 

the programme throughout the world added to the conviction that if there was the will to 

deploy the necessary resources, and with the effective methods now available, smallpox 
eradication could be achieved. 

Sir George GODBER (United Kingdom of Great Britain and Northern Ireland) said that the 

fact that the goal was so near increased the importance of carrying out surveillance wherever 
eradication had been achieved, until such time as it was certain that eradication was worldwide. 
All the smallpox -free countries were indebted to those countries where the disease had been 
endemic and was now being eradicated; it was their efforts that were protecting all the others. 

Experience in Yugoslavia had shown that an outbreak could be quickly controlled. If the 

disease did not reappear there, worldwide eradication would seem to be not far distant. 

The United Kingdom, United States of America and Canada had recently ceased to recommend 
routine vaccination in infancy. However, there had been no systematic vaccination of infants 
for the past 60 years in the United Kingdom so that only about 40% of infants were vaccinated 
in the first two years of life. It had therefore been decided to rely on prompt detection of 

imported cases and quick action around them. In such a situation arrangements for action at 
a moment's notice must be carefully prepared. In the United Kingdom all the physicians in an 

area where a case of smallpox was diagnosed, or suspected, would be provided with a recorded 

talk accompanied by coloured slides to help them in diagnosis of the disease. He knew that 
WHO had similar aids that were useful in control work. The countries at present free from 

smallpox had an obligation not only to keep up their own surveillance but also to ensure that 

travellers were vaccinated before going to areas where eradication was not complete - for he 

hoped that no one would imagine that vaccination could be abandoned as long as there was 
smallpox anywhere in the world. 

The continued success of the campaign would depend increasingly on rapid availability of 
information about epidemiological changes, and his Government was concerned that the daily 

broadcasting of epidemiological bulletins from Geneva had been discontinued. He wondered 

what arrangements were being made to inform Member States of any outbreak of communicable 

disease. 

As cases of smallpox became more rare, diagnosis would become more difficult. Good 

virological services must be available to confirm diagnoses - which could be made with 

confidence where the disease was common, but with diminishing confidence where it was less so, 

or in the case of modified smallpox in vaccinated subjects. In the final stages of control 

WHO would have an important part to play in ensuring that adequate virological services were 
available to areas where the final residual foci were being eliminated. 

Dr SAENZ (Uruguay) recalled that, in the history of his country, it had been General 

José Artigas who, in 1817, had recommended the vaccination against smallpox of the population 

in territories occupied by his troops. Uruguay had had considerable experience of smallpox, 

from the time of the epidemics with their high mortality and morbidity to the present state 

of eradication which had been achieved 10 years previously. Since then nine cases of variola 

minor (alastrim) had been reported but they had proved to be imported. Smallpox vaccination 
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had been compulsory since 1850 and a law to that effect had been enacted in 1911. Vaccine 
production had started in 1879, and the present epidemiological situation bore witness to the 

safety and efficacy of the vaccine; there had been very few major postvaccinal complications. 
The health services had enough qualified staff to ensure clinical and virological diagnosis 
and consequently the immediate notification of any reappearance of the disease. 

His country had signed an agreement with WHO/PAIl concerning participation in the 
smallpox eradication campaign which had been put into operation on 28 July 1968. The 

programme was being conducted with the resources available locally and in individual 
communities. There was no real problem, but control was proving difficult in certain 
urban and rural frontier areas, where there were no natural barriers and where only the 

coordinated coverage of all the communities would suffice. In 1971, therefore, his 

Government had concluded an agreement with Argentina for the coordination of joint 
vaccination programmes. It was hoped that a similar agreement would be reached with Brazil. 

So far, out of a total of 2 850 000 population, 2 151 712 (or 75.4 %) had been vaccinated 
or revaccinated between 1967 and 1971. 

The Directing Council of РАНО, at its meeting in Washington in October 1971, had declared 

that smallpox had been eradicated from the Americas. That privileged situation might prove 

to be temporary. Uruguay had therefore no intention of ceasing routine vaccination which, 
together with epidemiological surveillance, was the only means of preventing the spread of the 

disease and renewed endemicity. He was in full agreement with the recommendation of the 
Expert Committee on that point. In the developing countries, epidemiological surveillance 

if it was to be effective must be combined with improvement of health statistics and greater 

assistance to local vaccine production and virological laboratories. 

The meeting rose at 5.30 p.m. 


