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1. SMALLPDX ERADICATION: Item 2.5 of the Agenda (Resolution WHA24.45, para. 3 and Document 
A25/9) (continued) 

The CHAIRMAN drew the Committee's attention to the draft resolution proposed at the ninth 
meeting by the delegations of Ceylon, Mexico and Yugoslavia, a copy of which had now been 
circulated. The delegation of the United Kingdom, with the agreement of the sponsors of the 
draft resolution had presented the following amendments: 

I. In operative paragraph 2. replace (a) by the following: 

"2.(a) to report immediately to the Organization any case of smallpox which occurs 

in a non -endemic area;" 

II. Insert a new operative paragraph 3. as follows: 

"3. REQUESTS the Director-General to arrange to transmit promptly to all Member 
States whom it may concern information provided under 2.(a);" 

III. Former paragraph 3. to be renumbered 4. and amended as follows: 

"4. RECOMMENDS further that non -endemic countries where cases of smallpox occur 

or are suspected should inform WHO fully of their epidemiological investigations, 
where appropriate invite WHO participation, and thus facilitate international 
coordination of the measures taken;" 

IV. Renumber paragraphs 4. 5. and 6. to become 5. 6. and 7. 

Dr HACHICHA (Tunisia) considered the eradication of smallpox to be a difficult enterprise 
requiring increased cooperation between endemic countries and well -coordinated regional pro- 
grammes. More attention had to be paid to surveillance in all countries, particularly those 

bordering on endemic areas. In view of the importance of rapid diagnosis, special laboratory 

equipment and trained staff were needed. Such staff were lacking in many countries and there 

was a need for more training facilities. In Tunisia vaccination was being continued at the 
rate of 20% of the population each year, but the programme was not systematic because adults 

did not like to be revaccinated. Children, however, were systematically vaccinated in the 

second year of life and on entering school. The remarks made by the delegate of Yugoslavia 
concerning the adverse economic effects of notification were applicable to any disease subject 

to the International Health Regulations; the effects had been observed in Tunisia when cholera 

had appeared there, the economic repercussions being felt for several months. Dr Hachicha 
believed that WHO should do something about that problem. Where there was a low risk of 

smallpox, some countries had abandoned vaccination and relied on their public health services 

to control the disease. He considered that such a policy was insufficient and that those 

countries were exposing themselves to considerable risks. 

Dr MUSH (Brazil) supported the draft resolution proposed by Ceylon, Mexico and Yugoslavia. 

Dr CUMMINGS (Sierra Leone) said that his country had been free of smallpox for three 

years. The epidemiological units had now been decentralized and placed on a regional basis. 

He paid tribute to the collaboration of 19 States in the African Region and noted the efforts 

of USAID to develop a regional programme. His Government supported such programmes in the 

spirit of regional cooperation. He asked whether there had been any further developments in 

the occurrence of monkeypox. 
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Professor PENSO (Italy) did not doubt that there was now a possibility of eliminating 

smallpox throughout the world but it was a possibility that was still far from being realized. 

There was, moreover, always a danger of reintroduction of the disease in non -endemic countries, 

and the danger would grow with increasing travel. Therefore, countries that had eradicated 
the disease could not rest on their laurels. Some people said that in countries where small - 
pox no longer existed vaccination was more dangerous than the risk of contracting the disease, 
but that was true only in a vaccinated population. What would be the result, he asked, of 

introducing smallpox into a population where entire generations had not been vaccinated? He 

had himself observed that, in the several instances of smallpox introduced into Italy, the 

virus had affected only people who had never been vaccinated or who had not been vaccinated 
for 20 years. He wondered what the result would have been if mass vaccination had not been 

practised. To abandon vaccination at the present time was a dangerous policy and one that 
did not conform to WHO policy. 

Mr MINKO (Gabon) said that no case of smallpox had occurred in his country since 1964, 

but he did not believe that that was a reason for believing that the disease had been eradi- 
cated. The rapid and frequent travel made possible by modern means of transport did not 
permit any relaxation of vigilance. Systematic vaccination campaigns were being carried out 
and frontiers were being controlled. The lack of satisfactory vaccination coverage in certain 
areas led his delegation to believe that the programme in Gabon might be threatened by a with- 
drawal or diminution of bilateral assistance. In expressing his gratitude for the valuable 
assistance it had received from WHO and USAID, his Government hoped that the assistance would 
be prolonged for several years more so that Gabon could complete its programme. 

Dr AL -WAHBI (Iraq) believed that the draft resolution and the amendment before the 

Committee were inconsistent with the International Health Regulations. In suggesting that 
countries might wish WHO to certify that they were smallpox -free, the resolution went further 
than the requirements of the Health Regulations. Under those Regulations only airports 
could be certified as being free of a disease, not entire countries. Moreover, the use of 

the word "should" in operative paragraph 3 of the draft resolution implied that it was obli- 
gatory for countries to invite WHO to participate in their epidemiological investigations. 
Such language was inadmissible to the sovereign Member States of the Organization. He sugge- 
sted the use of the word "may" instead of "should" and the deletion from the following para- 
graph of the words "and wish to have certification from the Organization that the country is 

smallpox- free ". 

Dr SAMFIRESCU (Romania) proposed that an additional point should be inserted in operative 
paragraph 6 of the draft resolution recommending the intensification of research on the labo- 
ratory diagnosis and treatment of smallpox and on the mechanism of immunity. 

Dr RESTREPO CHAVARRIAGA (Colombia) said that in his country's smallpox programme the aim 

had been eradication of the disease in the shortest possible time, since the persistence of 

foci could have jeopardized the success of the programme. He considered that information 
on the epidemiological aspects of the disease should be disseminated because modified clinical 
signs and symptoms could make the diagnosis difficult and because many physicians no longer 
thought of the possibility of smallpox. Those factors could give rise to an outbreak that 
could have been rapidly controlled if measures had been taken in time. The training of 

laboratory personnel and the siting of laboratories were of great importance in view of the 
difficulties often experienced in clinical diagnosis. No cases had been reported in the 
Americas for more than a year, and he wished to know whether that period was sufficient for 
WHO to declare the disease eradicated. The answer had an important bearing on the development 
of new strategies. 

His delegation supported the draft resolution before the Committee. 

Dr ELOM NTOUZOO (Cameroon) supported the draft resolution and the various amendments that 
had been presented, particularly the one proposed by the delegate of Romania. 
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Sir George GОDBER (United Kingdom of Great Britain and Northern Ireland) said that the 
first of his delegation's amendments urged all governments to report immediately to the 
Organization any case of smallpox occurring in a non -endemic area. On reflection, his delegation 
now thought that the wording should be revised, since it might convey the impression that only 
cases occurring in non -endemic areas should be reported. He therefore suggested that the amend- 
ment to operative paragraph 2(a) should read: "to report immediately to the Organization, as 
already required, all cases of smallpox and in particular to use the most rapid means for any 
case which occurs in a non- endemic area ". 

The second amendment requesting the Director -General to transmit the information to all 

Member States, had been suggested in order to ensure that information was given immediately to 
neighbouring countries. 

Paragraph 3 of the resolution submitted by the delegations of Ceylon, Mexico and 

Yugoslavia recommended that non -endemic countries where smallpox occurred should invite WHO to 
participate in their epidemiological investigations. Such a recommendation would impose a 
burden on the Organization and might prove to be a distraction to a country at a critical time. 

In any case, the first 48 hours were vital, and it was doubtful whether a WHO expert could reach 

the scene of action in time. Hence the third amendment of his delegation. Sir George did 

not share the delegate of Iraq's concern about the use of the word "should ", since it was 

governed by the previous word "recommends" and so no obligation was imposed on Member States. 

None the less, he had no objection to omitting the word from the text altogether and to modi- 

fying the third amendment to read: 

4. RECOMMENDS further that non -endemic countries where cases of smallpox occur or are 

suspected inform WHO fully of their epidemiological investigations, and give WHO the 

opportunity to participate and thus facilitate international coordination of the measures 

taken; 

Several speakers had said that countries should not abandon the universal vaccination of 

children in the second year of life. In the United Kingdom the coverage was in fact far from 

universal, being only about 40%. But he thought that vaccination or revaccination could not 

be relied on to prevent the spread of the disease for 20 years. It was the revaccinated 

patient who was likely to acquire a modified subclinical form of smallpox and spread it widely. 

Dr MAKOUNDOU (Congo) questioned whether countries could be described as "non- endemic ", 

as they were in operative paragraph Э of the resolution, because the adjective "endemic" applied 

to a disease, not to a country. He preferred the phrase "countries normally free of the 

disease ". 

Professor HALTER (Belgium) agreed with the amendments of the United Kingdom delegation and 

of the delegates of Iraq and Romania. He wished, however, to see a further addition made to 

operative paragraph 5 of the original draft resolution, requesting the Director -General to report 

to the Twenty -sixth World Health Assembly on the progress of the eradication programme. In 

order to keep track of the various amendments proposed, he wished eventually to receive a co- 

ordinated text. 

Dr SENCER (United States of America) considered that certification of a country as free 

of a disease was not the innovation that the delegate of Iraq thought it to be. The method 

had been used for some years in the malaria eradication programme. Moreover, to invite WHO's 

participation was in keeping with Article 11, paragraph 3, of the International Health 

Regulations. In his own country the results of following the Regulations had been entirely 

satisfactory. When plague had occurred in a particular port his country had informed WHO, 

which had sent an expert from the Institut Pasteur. There had been no adverse economic effects. 

Dr AL -WAHBI (Iraq) said that his previous remarks related to diseases under surveillance 

within the meaning of the International Health Regulations and not to communicable diseases in 

general. 
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Dr HASSAN (Egypt) expressed concern lest, despite the assurances of the delegate of the 
United Kingdom, the word "should" in the third operative paragraph of the draft resolution and 
in the proposed amendment be interpreted as obliging Member States to invite WHO participation 
in national epidemiological investigations. He therefore proposed its elimination. He 
agreed with the delegate of the United States of America that WHO might participate in those 
investigations with the consent of the Member States concerned. 

Dr CHАPMАN (Canada) fully endorsed the proposals and comments of the United Kingdom 
delegate. He joined the delegate of Belgium in suggesting that the Director -General should 
be requested to report on the subject to the Twenty -sixth World Health Assembly. 

Dr ТАТо ЕNKO (Union of Soviet Socialist Republics) supported the amendments proposed and 

the views expressed by the delegations of Belgium, Romania and, particularly, Iraq. While he 
was not opposed to the invitation of WHO teams to assess smallpox eradication, certification 

of eradication should not be made dependent upon their assessment; there was no reason not to 

accept the country's own evaluation of the situation. His delegation supported the amendment 
of operative paragraphs 3 and 4 of the draft resolution along the lines indicated by the 

delegates of Egypt and Iraq. 

It would be helpful if WHO could produce a good film and an illustrated manual on the 

diagnosis of smallpox. 

Dr EVANG (Norway) appealed to members of the Committee not to be unduly influenced by 
considerations of diplomacy and to remember that they were taking part in a historic event - 

the eradication of a dangerous disease. There was nothing in the United Kingdom amendments 
to the draft resolution which would detract from the sovereignty of a Member State and he 

hoped that a majority of delegations would join his own in supporting the amendments. 

Dr GOMAA (Egypt) proposed that the Organization should assist Member States in developing 
laboratory facilities for local production of vaccine to meet national needs and, if possible, 

some international requests. An addition to that effect could be made to the fifth operative 

paragraph of the draft resolution. 

Dr SUMPAICO (Philippines) supported the draft resolution and the proposed amendments. 

He suggested that the word "large" should be deleted from the sixth operative paragraph, since 

it was not the quantity of vaccine donated that determined the gratitude but rather the 

generosity of the gesture. 

Dr BUSTAMANTЕ (Mexico) suggested that a drafting group should be established to combine 

the draft resolution and the various amendments into a single text for consideration by the 

Committee. 

There being no opposition to that suggestion, the CHAIRMAN declared the list of speakers 

closed and suggested that the drafting group include the delegations of Belgium, Canada, 

Ceylon, Congo, Egypt, Iraq, Mexico, Norway, Philippines, Romania, the United Kingdom of Great 

Britain and Northern Ireland and Yugoslavia, and any other delegations wishing to participate. 

It was so agreed. 

Dr BERNARD, Assistant Director -General, replying to points raised during the discussion, 

noted with pleasure the general agreement on the Organization's programme, as shown in the 

favourable reception accorded to the Director -General's report. 
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In reply to the delegate of the United States of America, he explained that the resources 
made available for the smallpox eradication programme and the support for Member States in its 

implementation depended on requirements which varied from year to year. Thus the requirements 
of the Region of the Americas, so far as WHO was concerned, had decreased since the Region had 
progressed from attack to surveillance and maintenance. The United States delegate could 
rest assured that the Organization would make available for smallpox eradication all the 
resources required at the current crucial stage in the programme's development to enable WHO 
to fulfil its role. For instance, the interregional teams, which reinforced regional acti- 

vities as required, would be maintained and strengthened as requested by the delegate of 

Uganda. Special attention would be paid to the development of the epidemiological survey 
units mentioned by the delegate of the Gambia, of which there were already two for the African 

Region with headquarters in Abidjan and Nairobi respectively. In addition, the Organization 

had budgetary provision for action in case of epidemics. 

In the light of the discussion, he wished to make it clear that the Director- General 

regarded WHO's participation in national programmes as cooperation with and liaison between 

governments to promote exchange of experience rather than as assistance. 

He assured delegates who had raised points such as the definition of "infected local 

area ", vaccination and revaccination, and certification, which concerned the International 

Health Regulations, that their observations would be carefully analysed and submitted to the 

Committee on International Survillance of Communicable Diseases which was to meet in the last 

quarter of the year. The report of that Committee containing its conclusions and recom- 

mendations would be submitted to the Twenty -sixth World Health Assembly. 

Where epidemiological information was concerned, speed was essential for efficacy. He 

wished to stress how greatly rapid reporting by Member States facilitated the Organization's 

task and contributed to the value of the information. In that connexion he paid tribute to 

the speed with which the Government of Yugoslavia had reported the recent 

and the regularity with which it had kept WHO informed of the situation. 

The Organization had to transmit without delay the information that it received. The 

method of transmission had been reviewed and recently the system had been changed following a 

cost -effectiveness analysis to make appropriate use of modern means of communication. After 

careful study of the use being made of the daily epidemiological radiotelegraphic bulletin, 

the Director -General had found that the greatly increased cost of continuing that mode of 

transmission of epidemiological information would be out of proportion with the use made of 

it. The Director -General had therefore decided that, as from 1 February 1972, the 

Weekly Epidemiological Record would be despatched to national administrations by the most rapid 

mail on Friday of each week and, moreover, that incoming information would be sent by telex 

daily to the regional offices, which would reply by telex or telegram to all requests for 

information from the countries of the Region. In exceptional circumstances, such as an out- 

break of a disease subject to the International Health Regulations in an unusual location or 

the cessation of such an outbreak, the regional office would immediately inform the countries 

of the region. Member States had been informed of the arrangements by the Director -General's 

circular letter of 16 December 1971. He had been glad of the opportunity to explain the new 

arrangements, which were perhaps not well known yet, and expressed the hope that Member States 

would cooperate at the national level in making the new system effective. The Director - 

General would evaluate it during the coming months and he hoped to be in a position to report 

on its efficiency to the Twenty -sixth World Health Assembly. 

Reference had been made to the appearance in the Weekly Epidemiological Record of notes 

concerning the new policy of the United Kingdom of Great Britain and Northern Ireland and the 

United States of America concerning smallpox vaccination. Those notes had been published in 

accordance with a long tradition of including in the Weekly Epidemiological Record all the 

information thought to be of use to health administrations of Member States. It appeared 

however that the information had been seized upon and used by certain bodies of opinion in 

such a way as to cause problems for the health administrations of some countries. The 

Organization would do all it could, without curtailing the information which it owed to 

Member States, to avoid giving ground for erroneous interpretations. 
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As for the premature divulgation of information to the press, the Organization never 

under any circumstances divulged to the press information not already conveyed to its Member 

States. But information was conveyed to Member States only when it came from a reliable 

source, and had been confirmed with the Member State concerned if that was necessary. It 

was therefore natural that the powerful international press, with its rapid means of 

communication and contacts, not subject to the same exigencies, should sometimes publish 

information first. Indeed the Organization was on occasion obliged to contact Member 

States in order to ascertain the truth or untruth of information first obtained from the 

press. However, he assured the Committee that the Organization would never depart from the 

principle that Member States would be the first informed. At one point in the discussion, 

the delegate of Belgium had suggested that those responsible within the Organization might 

depart from that principle and respond to other kinds of motivation. There could be no 

misunderstanding on that point; the delegate of Belgium would agree, he was sure, that the 

responsible services of the Organization were fulfilling their delicate tasks in full 

awareness of their obligations and with the interests of Member States, and those interests 

alone, at heart. 

On the question of the need for systematic vaccination, Dr HENDERSON, Chief, Smallpox 

Eradication, said that a WHO Expert Committee on Smallpox that met in November 1971 had been 

of the opinion that systematic vaccination should continue in most countries owing to the 

importance of maintaining a high level of immunity in the population, and that countries 

where that might not be necessary were very much the exception rather than the rule. However, 

Member States could not be complacent in the continuation of their systematic vaccination 

programmes, since vaccination could only facilitate the control of the disease, it could not 

prevent its importation or subsequent spread. As for the level of immunity required to prevent 

importation of cases, even a 90% coverage which itself was difficult to maintain, would not 

prevent importations and would not necessarily interrupt smallpox transmission, as had been 

found by studies in Indonesia, Pakistan and Afghanistan. Interruption of transmission 

could be obtained in endemic or non -endemic countries only by alert vigilance, rapid 

investigation of cases, careful epidemiological studies to find their sources and prompt and 

effective containment measures. As the delegates of Afghanistan, Indonesia, Ethiopia and 

Zaire had described so well, active surveillance could be carried out in any country, however 

well or poorly developed its health services, and that was the real key to success in 

interrupting transmission. 

On the question of a possible natural reservoir of smallpox other than man, he said 

that in the five years since the beginning of the eradication programme the Organization and 

its collaborating laboratories had put much study and effort into studies of that problem. 

Much information had become available. The expert committee to which he had referred had 

carefully examined all the evidence and had come to the conclusion that: 

"Although it is not possible on the basis of present information to deny categorically 
the possibility of an animal reservoir of variola virus, a consideration of the 
epidemiological facts shows this to be unlikely. In several parts of the world 
the presence of large populations of simians and other mammals, often in close proximity 
to man, has not prevented the eradication of smallpox. "1 

During the past three years, nine human cases of a pox disease simulating smallpox had been 
discovered in five countries of Africa. A number of papers on the subject were to be 
published shortly in the Bulletin. Those cases were caused by a virus called monkeypox 
virus which was related to but very distinctly different from variola virus. They had 

occurred in or near tropical rain forests frequented by monkeys but there had been no 

transmission between human cases, although over 120 unvaccinated persons had been in very 

close personal contact with the cases during the acute phase of their illness. It was thus 

believed, at the moment, that monkeypox was of no more than academic interest. 

1 Wld 11th Org. techn. Rep. Ser., 1972, No. 493, pp. 29 -30. 
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As regards the training of physicians in the diagnosis of smallpox, which would become 
more difficult as smallpox became less common, the Organization provided on request two sets 
of teaching slides on smallpox diagnosis, one showing. African and one showing Asian patients. 
The Organization had also prepared and made available on request a large poster showing a 
smallpox case and a chickenpox case at various stages in the evolution of the rash. The 

suggestion by the Soviet delegate for the preparation of a film and an illustrated manual had 
been noted and would be considered in the light of the limited financial provision for the 
production of teaching materials. 

As regards the inquiry of the delegate of Colombia on the length of time that had to 
elapse without new cases before eradication could be declared, the Expert Committee had 
concluded that the term "eradication" should apply to continents only, and not to individual 
countries, owing to the ease with which the disease could be transmitted from one country to 
another.1 Since experience had already shown that cases could come to light eight months 

after the last case had been reported, it was proposed that a period of two years should 

elapse before eradication was declared, during which time active surveillance would continue 

throughout the continent. If experience showed that a longer interval was required, the 

matter would have to be reconsidered. 

The observations of the delegates of Romania and Japan on the need for research and 

definition of terms had been noted for reference in the planning of the Organization's research 

programme for the coming year. 

The supply of high -quality freeze -dried vaccine continued to be a critical problem. For 

budgetary reasons, the programme had to rely on vaccine production in the countries themselves 

and on generous donations. WHO was providing assistance to quite a number of laboratories, 

but countries had to be of a certain minimum population and thus require a certain minimum 

quantity of vaccine annually for vaccine production to be economically feasible. He believed 

that all countries that needed assistance were currently receiving it. The Organization 

appreciated all the many assurances of continued support, whether the amounts donated were 

small or large. 

In conclusion, he quoted the Expert Committee's statement of a fact of which the 

Organization was very mindful, namely that "... the difficulties of interrupting transmission 

in the remaining principal endemic areas should not be under -estimated. The fact that 

transmission persists in these areas, whereas most of the world has become smallpox -free, 

implies special problems that will demand an effort at least equal to that made in the past 

5 years." The Committee had added: "Nevertheless, with a full commitment to this programme 

by the endemic countries, supplemented by necessary bilateral and multilateral support and 

coordination, there is every reason to believe that the goal of global eradication could be 

achieved within a few years. "2 

2. REVIEW AND APPROVAL OF TEE PROGRAMME AND BUDGET ESTIMATES FOR 1973: Item 2.2 of the 

Agenda (continued) 

Detailed review of the operating programme: Item 2.2.3 of the Agenda (Official Records 

No. 196; Resolution ЕВ49.R35; Official Records No. 199, ChapХ II, paras 36 -303 and 

313 -320; Document А25/39) (continued) 

General considerations 

The CHAIRMAN said that, as the Health Assembly had adopted the effective working budget 
and budget level for 1973 in its resolution WHA25.18, the Committee could proceed to 

1 Wld 11th Org. techn. Rep. Sвr., 1972, No. 493, p. 6. 

2 
Wld 11th Org. techn. Rep. Ser., 1972, No. 493, p. 61. 



А25 /А /SR /10 
page 9 

consideration of the operating programme for headquarters and the regions, the Voluntary Fund 
for Health Promotion, the International Agency for Research on Cancer, and the additional 

projects (Official Records No. 196, Annexes 2, 3, 5, 6 and 7 respectively), although it could 

not insert the appropriate figures in the Appropriation Resolution until Committee B had 
reviewed the programme and budget estimates for 1973 relating to organizational meetings, 
administrative services, and other purposes, and had approved the text of the Appropriation 
Resolution (Items 3.3.1, 3.3.2, 3.3.3 and 3.3.4 of the Agenda). Meanwhile she would invite 
the Committee to consider the operating programme in the order of the various sections in the 
budget volume (Official Records No. 196), together with the Executive Board's comments as 
contained in its report (Official Records No. 199, Chapter II). 

Malaria Eradication 

Dr EHRLICH, representative of the Executive Board, said that, in discussing the Director - 
General's programme and budget estimates as set out on pages 69 -71 and page 78 of Official 
Records No. 196, the Executive Board had had before it a report by the Director -General which 
had been appended to the Board's own report as Appendix 10. In that report, the Director - 
General noted that there had been in 1971 no setbacks in the programme or new outbreaks of 

malaria such as had occurred during 1970. In addition to the various subjects covered in the 

Director- General's report, the Executive Board had considered coordination with the United 
Nations and the various sources of bilateral aid for antimalaria programmes. At the Board's 
request the Director -General had brought his report up -to -date in document А25/39. 

Dr BERNARD, Assistant Director -General, explained that document А25/39 consisted of three 
parts, the first concerning - as it did each year - the region -by- region progress of the 
programme. Exceptionally, there were two supplementary parts. The second part which 
represented an attempt to analyse the evolution of international aid to the malaria eradication 

programme since its inception, was not an exhaustive analysis, being based on a number of 

sample years at five -year intervals during the period 1956 -71. It was intended to meet the 

wish of the Executive Board that the Assembly be enabled to make a general evaluation of the 

broad trends during that period. Finally, since the current situation and the evolution of 

the programme had been described, it was thought reasonable and indeed necessary to devote a 

third part to the prospects. Those to which the Committee would probably wish to pay 
special attention concerned the technical aspects of malaria eradication, with emphasis on 
the eradication or control of the disease in its ecological context, the problems of immunity 
and the search for a possible vaccine, and the development of new insecticides. As for the 
administrative aspects, emphasis was laid on modern management techniques for obtaining a 
greater yield, and on the financial problems. The latter continued to be of crucial import - 
ance if efforts were to be continued and if - as the Director -General had pointed out at an 

earlier meeting of the Committee - countries were to be helped to combat morbidity and 

mortality from malaria, which still exacted a heavy toll from the populations of endemic 
countries and retarded economic and social development. 

Professor VAN DER KUYP (Netherlands) said that the three partners of the Kingdom of the 
Netherlands had quite different ecological conditions. The European partner - the Netherlands - 

was entered in 1970 in the WHO official register of areas where malaria eradication had been 
achieved. The Caribbean partner - the Netherlands Antilles - had, as far as his delegation 
was aware, never experienced malaria. On the other hand, the American continental partner - 

Surinam - a developing country with a multiracial population of 387 000, an area of 163 800 
square kilometres, and a mainly wet tropical climate, was a malarious country. The fifteenth 
anniversary of the Surinam Malaria Eradication Service, on 1 November 1972, would be a good 
opportunity to take stock of the situation. After 15 years, malaria had still not been wiped 
out in Surinam. 
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In 1970, the whole of the neighbouring country of Guyana had entered the consolidation 
phase. Thus, for the first time in the history of malaria eradication, a continental tropical 
country had completed its attack phase. Professor van der Kuyp said it was disappointing 
that, after many years of effort, only one such country had attained that objective. He 

wondered how many years it would take other continental tropical countries to do so, and when 
the global eradication of malaria would be realized. The achievement of Guyana was heartening 

as the ecological conditions there and in Surinam were similar. However, Surinam had the 

additional problem of bush negroes, who were suspicious of anything from civilization, 

including malaria control efforts. The bush negroes showed a tolerance to Plasmodium 

falciparum and therefore seriously endangered other peoples. Malaria transmission had been 

interrupted in central Surinam, but the eastern two -fifths of the country were still causing 

anxiety. Transmission had persisted in those areas despite measures such as residual house - 

spraying with DDT and dieldrin, mass drug administration, and larviciding. The administration 

of medicated salt had started in 1966 in the two problem areas, but had not yet given satis- 

factory results. The northern border of Surinam, formed by the Atlantic Ocean, was safe. 

Surinam's eastern neighbour, French Guiana, had still not rid itself of malaria, but the two 

countries closely coordinated their antimalarial activities. 

Although the Netherlands delegation realized the tremendous task that total coverage of 

the Amazon valley represented, it wished to request the Government of Brazil to intensify its 

efforts there. Without such cooperation Surinam would not be able to interrupt malaria trans- 

mission in its highly vulnerable hinterland. 

Commenting on the Director -General's statement that global malaria eradication had not 

been achieved but that good control had, Professor van der Kuyp said that gratitude was due to 

WHO, PAlO, and UNICEF for the progress achieved thus far. In 1971, the percentage of people 

living in areas where malaria transmission had been interrupted was 91.2 compared with 35.5 

previously. The smear positivity rate was 3.0 %, compared with 9.9% in 1958 and 15.5% in 1965. 

The percentage of malaria patients in the littoral hospitals and outpatient clinics and the 

number of deaths from malaria and from Plasmodium malariae nephritis had dropped to nearly nil. 

Professor van der Kuyp proposed that WHO should divide the preparatory phase in a malaria 

programme into two stages. In the first, the pre -eradication phase, which was not the same 

as that defined by WHO, the necessity for the campaign was established, the budget was 

estimated, the availability of funds, personnel, housing, and supplies was studied, and health 

education, legislation, and international agreements were prepared. During that phase of 

preliminary study and planning, the actual campaign would not start. In the second, the 

initial phase, funds were made available, personnel were recruited, trained, and housed, 

health education was begun, supplies were ordered and stored, the necessary legislation was 

promulgated, a geographical reconnaissance was carried out, international agreements were 

signed, and collaboration with official, semi -official, and private services was established. 

In that phase the campaign could not be cancelled without serious consequences. 

During the maintenance phase, the general health services would have to prevent reinfec- 

tion. That phase would continue until worldwide eradication had been achieved and thus might 

last for ever. Professor van der Kuyp therefore proposed that the last two years of the con- 

solidation phase, during which no indigenous case of malaria would have occurred although 

large -scale vector control or mass treatment had not been instituted, should be called the 

terminal phase. From the moment the malaria eradication service transferred its duties to 

the general health services the phase would be known as the post -eradication phase. Thus the 

malaria eradication service, which would assume its responsibilities just after the pre - 

eradication phase, would relinquish them immediately before the post -eradication phase began. 

Finally, Professor van der Kuyp observed that WHO differentiated between "active" and 
"passive" case - finding. However, as it was the same malaria laboratory that examined all the 

smears, he suggested that the terms "self- conducted" and "intermediary" be used instead. 
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Dr GOMAA (Egypt) said that, in addition to the difficulties mentioned in the report on 
the malaria eradication programme, three others faced the administrator during and after the 
implementation of the programme. First, the majority of the many technicians and skilled and 

semi -skilled workers appointed during the early phases of eradication were no longer needed 
for the consolidation or post -eradication phase. One solution to the problem lay in holding 
multipurpose training courses for those categories of workers before they were allocated to 
malaria work, so as to fit them for undertaking basic health service activities afterwards. 
WHO could assist in planning such training courses. The second problem was maintenance of 
the vehicles and mechanical equipment that were essential to the progress of the programme. 
The problem was particularly acute in the developing countries, which had to import most of 

their equipment and spare parts. The third problem resulted from the administration of a 

malaria eradication programme by an independent national authority, which sometimes failed to 

ensure adequate coordination with the local health authorities. Dr Gomàа therefore suggested 

that the relations between the two authorities should be defined clearly in a manual setting 

out the responsibilities and terms of reference of both the malaria eradication staff and the 
staff of the other health services at all hierarchical levels. 

Dr ZAMFIRESCU (Romania) considered that the impressive progress made during the previous 

11 years in the malaria eradication programme ranked among the most important successes 
achieved in the field of public health. Thanks to the concerted efforts of the Member States 

of WHO, regions once ravaged by malaria had experienced a development that was reflected in a 

marked growth of their population, which had tripled during that same period. For 40% of the 
inhabitants of the formerly malarious zones, the sufferings caused by the disease were a thing 

of the past. Tenacity and a firm resolve on the part of the countries concerned were decisive 

for the successful eradication of malaria. 

However, the fact that the progress of the campaign had slowed down considerably since 

1970 was a cause of concern. More than 275 million people were still not benefiting from 
antimalarial measures and, in most of the affected zones, it was not so much technical problems 

that hindered action as administrative, organizational, and operational difficulties, all of 

which led to stagnation and even regression in the development of the programmes undertaken. 

At that stage of the programme, and in the light of the experience acquired and the pro- 

gress made, a multilateral effort on the part of the countries with malarious territories was 

absolutely indispensable. 

The revised strategy for the eradication of malaria had resulted in a new methodology 

that took into account complex epidemiological, social, and economic circumstances conditioning 

the application of antimalarial measures. His delegation considered that eradication pro- 

grammes should be revised and evaluated periodically with the help of polyvalent national and 
international teams, not only to review the time -limits set for their implementation but also 

to ensure strict adherence to the epidemiological criteria for carrying out the successive 

stages of the programmes. That was essential for the success of eradication programmes and 

entailed the development, with the assistance of highly qualified and experienced specialists, 

of national epidemiological services. Sustained efforts must be made to give polyvalent 

training to national malaria staff, so as to prepare for their subsequent integration into 
other public health programmes. 

The epidemiological situation, during the active phase of an eradication programme might 

deteriorate as a result of material or operational deficiencies. In order to foresee and 

avoid such difficult situations, it was essential to continue multilateral support throughout 

each programme. Particular attention should be paid to the final phase, during which eradica- 

tion could not be maintained without an efficient surveillance system for the detection in 

good time of imported cases or recurrences of transmission. The number of imported cases 

notified by Romania to WHO demonstrated the ever -increasing risk of the reintroduction of 

malaria into countries that lacked thorough epidemiological surveillance. 

The success of the efforts made by WHO and the other specialized agencies of the United 

Nations system to safeguard health justified confidence in the future of the world malaria 

eradication programme. 
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Dr MARTÎNEZ (Cuba) said that no budgetary provision had been made for malaria eradication 
activities in his country because Cuba had been in the maintenance phase since 1971. On the 

other hand, visits had been made during 1971 to three countries, including his own, to evaluate 
the progress of the malaria eradication programmes and to determine whether those countries had 
yet reached the stage at which they could request WHO to include them in the official register 
of regions from which malaria had been eradicated. The team that had visited his country in 
May 1971 had requested a certificate of eradication for Cuba. That had been considered at 
the meeting of directors of malaria eradication programmes in the Americas, held in November 

1971 in El Salvador, to be the most striking development of the malaria situation in the 

Region of the Americas. 

The meeting rose at 12.25 p.m. 


