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DETAILED REVIEW OF THE PROGRAMME BUDGET FOR THE FINANCIAL YEARS 1976 AND 1977: Item 2.2.3 
of the Agenda (Resolution WHA27.57; Official Records Nos. 220 and 223; Documents A28/6, 
А28/6 Add.1, А28 /WP /5, А28 /WP /6 and А28 /WP /7) (continued) 

Communicable disease prevention and control (programme sector 5.1) (continued) 

Programme planning and general activities (programme 5.1.1) (continued) 

Dr BANGOURA (Guinea) said that communicable diseases, because of the ravages they 
caused and because they hindered development, were certainly the major concern of many 
governments, including his own. He was glad to note the efforts made by WHO to control 
such diseases - but the size of the problem meant that those efforts were still 
insufficient. International solidarity was particularly needed in eradicating communicable 
diseases, because of the danger of importation. 

His country was particularly interested in the expanded programme on immunization, 
which had already given encouraging results. However, problems still subsisted in the 
handling of vaccines, equipment, transport of mobile teams, and regular supply of vaccine. 

As far as other communicable disease programmes were concerned, his country was 
already cooperating with WHO in the onchocerciasis project already mentioned by the 
delegate of Senegal; that project would shortly be entering its operational phase. An 
international seminar on tuberculosis had been held in Conakry and a tuberculosis control 
programme established. Schistosomiasis was widespread in the forest zone of Guinea, and 
his Government would be calling upon the Organization for advice and support in working 
out a programme to combat that disease. Finally, he expressed the hope that international 
efforts for combating parasitic diseases would be more effectively coordinated in the 

future. 

Dr GERRITSEN (Netherlands) considered the expanded programme on immunization should 
be given high priority, for diseases such as diphtheria, measles, pertussis, poliomyelitis, 
tetanus and tuberculosis, which had practically disappeared from Western Europe, were 
still raging in the developing world. Since the technical and scientific means to 

prevent those diseases existed, it was no longer acceptable that so many children should 
fall victim to them. WHO was already to be congratulated on the near - elimination of 
smallpox, and comparable results ought surely to be achieved with respect to other diseases 
in the coming decade. 

Time - limited external aid could be used to accelerate the development of national 
immunization programmes where needed, and national health services could then maintain 
them. His own Government was prepared to support the expanded programme of immunization 
and was seeing whether additional financial means could be made available for it. Mean- 
while the Netherlands Institute of Public Health at Bilthoven could cooperate in developing 
vaccines of sufficient stability for use in tropical areas. The Institute was ready to 
perform specific quality control programmes to test inter alia the potency, toxicity and 
sterility of vaccines produced elsewhere aid to assist WHO in spreading knowledge of 
technical procedures for production and control of vaccines. 

Dr FRIEDMAN (Swaziland) said that measles could be a killer in the developing countries, 
where its severity was related to the nutritional status of the infant. In her own 
country, there was a high prevalence of measles between the ages of five and seven months. 

Studies had shown, however, that immunization before five months was of very limited 

effect and that the best protection from immunization was between nine and twelve months. 

Bearing in mind the cost, the protection rate, and the complications involved, she 

wondered whether it was better to wait to immunize till the age of nine months; to 

immunize before five months; or to immunize twice - before five months and perhaps 

again at nine months. 
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Dr AGUILAR (El Salvador) said that, although immunization was a guaranteed method of 
protection against communicable diseases, hundreds of thousands of children were still 
dying every day from such diseases. That situation would probably continue. Great 
enthusiasm was being devoted to the developments of antimalaria and antisyphilis vaccines. 
He felt however that it would still be best for the Organization to devote its efforts to 
the type of programme where there was the greatest guarantee of success. 

Dr QUAMINA (Trinidad and Tobago) said that her country was greatly concerned about 
the continued high incidence of diarrhoeal diseases, particularly those caused by 
salmonellae, in the under two -year old age group. She urged high priority for such 
diseases among those scheduled for further investigation. 

Document A28/6 Add.l contained a map from which it would appear that schistosomiasis 
occurred in Trinidad and Tobago. Since that was not the case, she hoped that the error 
would be corrected. 

Her delegation wished to draw attention to the inauguration of the Caribbean 
Epidemiological Centre (CAREC), which had been developed from the former Trinidad Regional 
Virus Laboratory by means of welcome contributions from РАНО and governments of the Region. 
Present budgetary allocations however did not allow for inflationary trends, and the 
Centre's current high level of activity could not be maintained without increased funds 
being made available to it. 

Dr AZIZ (Pakistan) said that the proposed immunization programme appeared promising, 
especially in view of its reasonable cost and the results expected. Developing countries 
would wish to be associated with the programme, but to make it familiar to physicians 
and general practitioners it would be necessary to hold explanatory seminars. In connexion 
with document А28 /A /WP /5, his delegation hoped that WHO and UNICEF would increase their 
efforts to assist countries to expand their immunization programmes. 

Pakistan had been free of smallpox since November 1974, and of cholera since 1971. 
The tuberculosis control programme was continuing satisfactorily, and by the end of 1976 
almost three- quarters of the population would have been covered by that programme. A 
fresh tuberculosis prevalence survey had been launched to find out the latest position of 
the disease. 

Dr 000KBURN (Director, Division of Communicable Diseases) thanked delegations for the 
enthusiasm they had shown for what WHO hoped was a practical programme; he agreed with 
the delegate of El Salvador that the moment was ripe to put every effort into it. 

The Indian delegate had mentioned that more than 90% of poliomyelitis vaccine lost 
its potency during storage; that illustrated very clearly the need for proper functioning 
of cold boxes and improved stability of vaccines. The delegates of both India and Guinea 
had raised the question of national production of vaccines, pointing to the problems in 
the production and control of the more sensitive ones. Certainly some vaccines were so 

difficult to produce and control that extreme care should be taken before embarking on 
their production, especially since the cost of concentrating bulk vaccine was relatively 
low. 

The Tanzanian delegate had mentioned the lack of funds. It was true that more 
money was needed, but he believed that funds would come in as countries became convinced 
that the programme was thoroughly practical. In Tanzania itself, UNICEF was already 
heavily committed to the programme which the Government had established because it believed 
that it would work. Other possible sources of funds were UNDP and the African Develop- 
ment Bank. WHO had a distinct part to play as a catalyst. 

The Secretariat had noted with great pleasure that Yugoslavia would be contributing 
to the Voluntary Fund for Health Promotion. WHO had experience of the high quality of 
Yugoslav vaccines. 

The delegates of Yugoslavia and the Union of Soviet Socialist Republics had asked 
whether too many seminars were not being held, whether such seminars had adequate technical 
input, and whether the resources could not be used to better advantage. Those were 
pertinent questions. In fact, there were not too many seminars at the present stage, 
since countries must be informed about the advantages of immunization, the practical nature 
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of possible programmes and the various sources of aid - and the only way to do that was to 

hold one or two seminars on the subject in each region. The technical input was good, 
although perhaps there should be more of it; an example of that technical input was given 
in the report of the Kumasi seminar, which would be available shortly. With regard to 
participants at seminars a successful start had been made in inviting decision- makers 
rather than technicians. 

The delegate of the Philippines had mentioned the support given to vaccine production 
in his country by UNICEF and WHO and also under bilateral arrangements, which showed that 
there were many sources to be tapped for improving the quality and quantity of the vaccines 
available. 

In reply to the Soviet delegate, who had raised several important points, he said 
that the reason why the working paper did not contain more information about morbidity and 
mortality was that that information was available from other sources, and it was generally 
accepted that the seven diseases in question were extremely serious over nearly all the 
developing world. The Soviet delegate had also asked about the evaluation of vaccines: 
WHO was indeed doing such work and in Uganda had carried out a number of studies on live 
polio vaccine. In Ghana and Kenya, WHO and the national authorities were evaluating the 
usefulness of certain combined vaccines being given in two doses rather than the usual 
three. 

He agreed with the Soviet delegate that training was very important, but not that it 

was necessary to spend as much as one year on it. He also agreed that studies of reactions 
to vaccines must be carried out, to check that reactions of children in different parts of 
the world were similar. WHO had in fact done a certain amount of work on that subject, 
during the last few years, and - in connexion with polio vaccine - some 11 countries 
provided regular information on any untoward reactions noted. Similar studies of other 
vaccines would be made. 

WHO also wished in due course to set up operational studies in other parts of the 
world besides Africa, since, as the Soviet delegate had pointed out, there might well be 
differences in delivery problems between regions. 

The Organization accepted with gratitude the offer of the Soviet Union to supply 
vaccines and contribute to seminars, for it was well aware of that country's vast experience 
and successes in carrying out its own programmes. He also thanked the Netherlands 
delegate for offering to provide assistance to the programme in various ways. 

The delegate of Pakistan had mentioned the need for national seminars to inform 
medical and lay personnel of the value of immunization, and the Secretariat agreed with 
that view. In Tanzania a successful series of national seminars had recently been held. 

In reply to the delegate of Swaziland, who had asked about measles immunization, he 
said that a national group of investigators in Kenya, receiving assistance from WHO and 
from the Royal Netherlands Tropical Institute, was studying that very matter. The 
difficulty was that vaccine was so sensitive to maternal antibodies that a very small 
amount of antibody in the child's circulation would immediately destroy the efficacy of 
the vaccine. There were other problems, however: it was not clear yet just what 
proportion of cases did occur below six months of age - from the early information from 
the Kenyan study it would seem that the proportion was in fact very small. Moreover, 
it was not certain that all the cases of rash and pyrexia were due to measles, and again 
the Kenya national group was making a very careful clinical, serological and virus - 
isolation study of measles -like diseases. It was therefore hoped that in due course 
firm information would be available on those problems. At the present time, his personal 
view was that if the incidence of measles in children between five and seven months of age 
was high, and if the vaccine was available, it should be used, and the child revaccinated 
after a year. Since vaccine was so expensive, that was obviously a procedure that would 
need careful consideration, and he would be inclined to suggest that emphasis should be 
laid as far as possible on vaccinating children after nine months of age and looking 
more carefully into the actual incidence of the disease in younger children. 

Dr HITZE (Tuberculosis) replying to the question of the Indian delegate concerning 
the knowledge available on the protective value of BCG vaccine, said that opinion as to that 
value was nowadays supported by the results of a number of prospective controlled clinical 
trials such as those conducted by Aronson in the United States from 1935 to 1955 and by 
the British Medical Research Council from 1950 to 1965. Protection of the order of 80% 
had been obtained, and substantial protection had been observed ten to fifteen years after 
vaccination. 
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Unsatisfactory results in some other past trials must be blamed mainly on the poor 
quality of the vaccine. That was why the Twenty- seventh World Health Assembly in 

resolution WHA27.54 had emphasized that the effectiveness of BCG vaccination largely 
depended on the quality of the vaccine used; why the WHO expert committee had formulated 
requirements for dried BCG vaccine; and why the Organization had established an internatio- 
nal quality control system. In collaboration with the Indian Council of Medical Research 
and the United States Public Health Services a large -scale controlled BCG protection trial, 
in which the level of protection would be determined by direct observation, was in progress 
in South India in a population at risk of infection by tuberculosis, as well as by myco- 
bacteria other than M. tuberculosis. The trial was designed to investigate the level of 

protection afforded by the BCG vaccine, as well as its duration, the dose -response relation- 
ship, and the possible difference in immunogenic capacity between the BCG strains used. 
An important advantage that the trial would have over previous trials was that the BCG 
strains used were now available in freeze -dried form and could be used for vaccine produc- 
tion if that were justified by the result of the trial. The epidemiological characteris- 
tics of tuberculosis made it necessary to plan such trials for a long period, since a 
possible protective effect could be appraised only after many years of continuous 
surveillance. The trial in India had not yet reached that stage. 

Speaking at the invitation of the Chairman, Sir John WILSON (International Agency 
for the Prevention of Blindness) said that the number of blind people in the world, at 
present 16 million, was increasing with the speed of population growth. Without decisive 
action there would be more than 30 million blind people by the end of the century, a 

totally unacceptable prospect. In medical terms, blindness on such a scale was a 

grotesque anachronism, for most of it was preventable or curable. In economic terms it 

was a disaster, for a thousand million dollars a year was spent simply on rehabilitation 
and pensions for the blind. 

One of the WHO budget proposals was for an interregional meeting on the prevention of 
blindness. Doubtless that would be concerned with the four diseases already identified 
by the Health Assembly that together caused 80% of the world's blindness - onchocerciasis, 
xerophthalmia, trachoma and cataract. 

Onchocerciasis affected whole communities in West Africa. Action now being taken to 
control it was a model of regional and international cooperation. Trachoma and related 
infections were as old as the pyramids; but in modern Arabia 4% of the rural population 
was blind because of trachoma. Practical methods of delivery had been designed in which 
it was possible to cure trachoma at a unit cost of about 50 cents. Xerophthalmia was the 
largest cause of child blindness in the world; but the cost of a year's protection under 
one of the mass distribution programmes of vitamin concentrate worked out at about 12 cents 
a year. In India there might be as many as 6 million people needlessly blind from curable 
cataract; but there were remarkable mass cataract camps, at one of which in 3 weeks 1200 
blind people had had their sight restored at a cost of $ 5 for each operation. 

But it was only in statistics that people went blind by the million. Each man went 
blind individually, each in his own predicament, often in destitution, fear and degradation. 
All that was absurdly, grotesquely unnecessary in view of the remedies available. That 
was why the International Agency for the Prevention of Blindness had been founded, in 

implementation of a proposal by a WHO international study group. The Agency was sponsored 
by all the bodies concerned internationally with blindness and ophthalmology. It might 
be said to represent all the world's blind welfare organizations and all the ophthalmic 
surgeons, and its aim was to break the link between blindness and population growth, to 
alert national opinion and mobilize resources. The Agency looked to the Health Assembly 
for policy leadership. 

He was very grateful to the Director -General for having adopted the prevention of 
blindness as the theme of World Health Day for 1976, which would be the starting -point of 
an effort to mobilize interest and resources and to try to raise a new level of effective- 
ness in the delivery of eye care services. Already in 30 countries national committees 
had been set up, and by the end of 1975 it was hoped that an effective organization 
would exist in most of the countries represented in the Health Assembly. WHO delegates 
could help by ensuring government encouragement for any national effort to achieve a 

maximum impact for 1976 World Health Day and making a review of the adequacy of national 
measures for the prevention of blindness, for even in the most advanced countries at 
least a third of the blindness was still preventable. 



А28 /А /SR /5 
page 6 

The Agency appreciated the limitations placed on national and international budgets 
by present economic conditions, which was why in many countries a fund -raising campaign 
would be launched in 1976 on the theme of "Thanksgiving for sight ". If the Agency could 
win the imagination, understanding and compassion of ordinary people, the results could be 
surprising. Nevertheless, it was also essential that official funds should be mobilized 
effectively. The mechanisms existed in the Voluntary Fund for Health Promotion, and he 
appealed to delegates to consider whether their governments could not provide additional 
resources to enable WHO and the other agencies involved to increase the scale and scope 
of international work for the prevention of blindness. The opportunity existed to take 
action on a world scale against blindness, at modest cost, to save the sight of millions. 
A great deal was heard about human rights in relation to minorities; was it unreasonable 
to say that one of those rights was the right to see? No man should lose his sight 
needlessly, and if he was blind he should not remain so if by a modest expenditure of skill 
and resources he could recover his sight. 

Epidemiological surveillance of communicable diseases (programme 5.1.2) 

Malaria and other parasitic diseases (programme 5.1.3) 

Dr GARCIA (representative of the Executive Board) reported that at its fifty -fifth 
session the Executive Board, following a detailed examination of the proposed programme 
budget for the financial years 1976 and 1977, had adopted resolution EB55.R22 in which it 
was noted that schistosomiasis remained largely uncontrolled and that its prevalence was 
increasing; moreover, the fact that development projects were being undertaken without 
consideration being given to preventive health measures might be contributing to the 
increase. The Director -General had been requested to initiate an analysis of existing 
control measures with a view to establishing guidelines for the different strategies that 
might be required for control operations on a global basis, due consideration being given 
to the cost /effectiveness of alternative approaches, including preventive measures in the 
planning of water and land -use development projects. He had also been requested to seek 
the cooperation of Member governments, other international organizations and appropriate 
resource institutions in supporting the coordinating role of WHO in the development of 
research and strategies for the control of schistosomiasis. The report contained in 
document A28/6 was intended to inform the Assembly of the activities being undertaken in 
response to this resolution. 

Dr LEPES (Director, Division of Malaria and Other Parasitic Diseases) said that the 
report in document A28/6 contained information on the prevalence of schistosomiasis, on 

problems related to the control of that disease, and on the activities that WHO was carrying 
out in order to implement the resolution adopted by the Executive Board. Among the 
parasitic diseases, schistosomiasis was considered to be second in importance only to 

malaria and some 600 million people were exposed to the risk of infection in subtropical 
and tropical areas. It had been estimated that approximately 200 million people were 
actually infected. The distribution of the four species of Schistosoma concerned was 
shown in the maps attached to the report. 

Although during the past two decades there had been an intensification of research 
in many fields related to schistosomiasis, there were still a number of problems that made 
health administrators and scientists hesitate to embark on schistosomiasis control on a 

large scale. The most important of these problems were: 
(1) Public health importance of schistosomiasis. The intensity of the infection depended 

not only on the species of parasite and on the reaction of the individual but also on the 

geographical area. Although there were methods for measuring the intensity of infection, 

they were not sufficiently sensitive to indicate what schistosomiasis meant to the 

community and hence what was the real socioeconomic impact of the disease. 

(2) Chemotherapy. Several groups of drugs had been developed against schistosomiasis but 

none of them were 100% effective, nor were all of them effective against every species of 

Schistosoma. There was also the problem of presumed, immediate, or late side -effects which 

made the mass administration of some of these drugs difficult. The fact that the 

pharmaceutical companies were finding it difficult to secйre important markets was another 

factor hampering the development of new drugs against schistosomiasis. 
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(3) Mollusciciding. Several good molluscicides were available but the cost of their 
application and the possibility of their effects on non - target organisms had to be consi- 
dered before they could be adopted for use on a large scale. 
(4) Biological control of snails. A number of microbial agents and of insect or fish 
predators were known to affect the life cycle of snails. In addition, species competition 
between different genera of snails was a promising possibility. All these methods needed 
further study however. 
(5) Immunization. There was no doubt that an infected individual possessed partial 
protection against reinfection, although the immune response was not fully understood. 
Attempts to develop immunizing agents against schistosomiasis had failed so far, but the 
possibility should be further explored. 
(6) Environment. It was well known that man /water contact was an essential factor in 
the spread of schistosomiasis. Water development schemes, so urgently needed in developing 
countries, could lead to an increase in schistosomiasis if not properly planned, as had 
already been experienced in Africa. The prevention of the spread of man -made schistoso- 
miasis was a matter for society as a whole and should start at the time of planning. It 
had been found that environmental sanitation alone was not sufficient and had to be 
supported by the provision of community water supplies, by health education, and by 
adequate engineering and water management. 

He summarized the activities of WHO in the field of schistosomiasis during the past 
20 years as follows: advisory assistance to countries on the institution of control 
programmes; organization of various types of meetings; assistance to research institutions 
and individual scientists; undertaking of field research activities; assisting in or 
organizing of special courses. Those activities had been developed in close cooperation 
with other agencies in the United Nations family and with a number of bilateral agencies. 
The reports of the meetings, which had been published in the WHO Technical Report Series, 
could provide adequate guidelines for the epidemiology and control of schistosomiasis. 
It was realized that meetings alone could not solve problems of public health importance, 
such as schistosomiasis: its control required a broad multidisciplinary approach and 
close cooperation and coordination. The scientists had succeeded in making important 
technical developments. The time had now come for administrators and socioeconomic 
development planners to also While many problems still remained, much 
could be achieved by applying available measures - particularly in areas with limited 
distribution of the infection - and by preventing the spread of schistosomiasis in water 
management projects. 

Dr SIRRY (Egypt) said that in Egypt the vectors of malaria were well known and could 
be easily controlled. Attention had been concentrated on the southern part of the country, 
especially the area around Aswan, following the construction of the dam and the creation 
of Lake Nasser. He wished to reassure the Health Assembly that, provided plans were made 
well in advance, the reappearance of malaria in such areas could be prevented. In fact 
the annual number of cases of malaria occurring in the Aswan region could be counted on 
the fingers of one hand and they were exogenous cases brought in from lower Egypt and the 
coast. 

When planning malaria control programmes it was important to be quite clear about the 
need for cooperation with neighbouring states. Following an agreement reached with the 
Sudan, the malaria vector had been eliminated from a 60 kilometre stretch along the 
frontier between the two countries. As an example of how wise planning could result in 
eradication of the disease, he cited the case of the southern part of Egypt, where prior to 
1942 there had been about 6000 deaths a year from malaria. With assistance provided by 
the Rockefeller Foundation, an antimalaria programme had been instituted that had 
resulted in the vector being eradicated in three years. He stressed the need to be 
constantly alert for sources of infection that could lead to a recrudescence of the disease, 
and stated that when the presence of Anopheles gambiae had been discovered in 1950 in part 
of Egypt, the rapid application of measures against this vector had prevented the reappea- 
rance of malaria. 

Dr VASSILOPOULOS (Cyprus) said that he hoped his statements would not be misinterpreted 
and assured the Committee that his delegation had no political motivation. " Although Cyprus 
had been declared free of malaria, he was afraid that the present political instability 
could lead to a great risk of a resurgence of the disease. However the health services 
were taking all necessary measures to institute effective surveillance and prevent the 
reintroduction of malaria. 
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Mr THACHER (United Nations Environment Programme) expressed great satisfaction at the 

increasing cooperation between UNEP and WHO in a wide range of activities, and especially 
with regard to malaria and other parasitic diseases. The Director - General and other 

speakers had already emphasized the importance of this work. Likewise, the governments 
represented in the Governing Council of UNEP, which met annually in Nairobi, had accorded 
high priority to the development of environmentally sound pest -management systems for con- 

trolling certain pests affecting health and agricultural production, particularly where 
the vector had a waterborne phase. 

UNEP had been cooperating particularly closely with WHO in the control of 
schistosomiasis and malaria but had also been participating in an advisory capacity in the 

onchocerciasis programme in the Volta River basin. It was taking part in the meetings to 

be held in Cairo in October and in Peru in November 1975 and was also working with FAO to 
develop a programme for the ecological management of cotton pests. He hoped that the 
Health Assembly would agree to place at the disposal of WHO the necessary financial and 
other resources to enable it to continue to play a major role of leadership in this area, 
which was so intimately related to the development process. 

Mrs TSAO HSIAO -TING (China) gave details of the progress that had been made in China 
in the control of schistosomiasis. That this disease had a history of more than 2000 
years in China had been shown by the finding of Schistosoma eggs in a female corpse taken 
from an ancient tomb. Throughout all the succeeding dynasties the ruling classes had 
shown little concern for the health of the population and large numbers of people had died 
from schistosomiasis, especially in the hundred years before liberation. In the early 
years after liberation it had been estimated that about 10 million people were suffering 
from schistosomiasis and that more than a hundred million were exposed to the infection 
in more than 10 provinces, municipalities, and autonomous regions. 

Since the founding of the People's Republic of China, Chairman Mao Tse -tung and the 
Communist Party of China had been deeply concerned about this state of affairs, and groups 
of medical workers had been sent by the Government deep into the endemic areas to carry 
out general surveys of the situation and institute measures for the prevention and control 
of the disease. Chairman Mao had issued a proclamation that schistosomiasis must be wiped 
out, and this had inspired the revolutionary zeal of the people in the endemic areas. 
A special directing body had been set up by the Central Committee of the Communist Party 
of China, and a mass movement for the prevention and control of schistosomiasis had been 
launched. In the national programme for agricultural development, the eradication of 
schistosomiasis was listed as an important measure for preserving manpower and for the 
development of production. Since the proletarian Cultural Revolution there had been a 
mass movement to exterminate the snail hosts in the endemic areas of 13 provinces, 
municipalities, and autonomous regions of southern China. The fallacy that it is 

impossible to exterminate such snail hosts had been disproved by the action of the people. 
The programme for the eradication of schistosomiasis consisted mainly of the 

following measures: 

(1) Mobilization of the masses to eliminate the Oncomelania snails that are the 
intermediate hosts of onchocerciasis. This was achieved through mass movements to open 
up new ditches, fill in the old, snail -infested ones, bury the snails, and turn the 

infested areas into fertile farm land. 
(2) Active treatment of patients. The examination, diagnosis, and treatment of 

patients with schistosomiasis was planned and phased in such a way as to take account of 
the different conditions in each farming season, of the available medical personnel and 
supplies, and of the condition of the patients. During treatment patients were taken 
good care of by the Party and by the Government: treatment was free, and patients in 
financial difficulty were subsidized. After treatment patients were restored to health 
and the women regained their fertility; the productivity rate was raised and absenteeism 
reduced. 

(3) Reliance on the masses for proper waste management and excreta control. This 
was a task of Herculean proportions that necessitated the changing of customs and habits. 
Every village was encouraged to dig its own wells, which were periodically disinfected 
with bleaching powder. Public latrines and shelters for livestock were built. Every 
production team appointed a member who was responsible for seeing that both human and 
animal excreta were disposed of in a sanitary manner so that transmission was interrupted. 
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(4) Long -term observation and periodic check -ups to ensure the consolidation of 
what had been achieved. In the areas where schistosomiasis had been effectively brought 

under control, a thorough search for snail hosts was made twice a year and an annual stool 
examination was carried out on all people and animals in the area. When snails were 
found, appropriate measures were taken to eradicate them. 

In addition to the full -time team of specialists assigned to work in the schisto- 
somiasis control programme, part -time teams were also organized. These comprised one 

person for snail detection, one for the management of excreta, one health assistant, and 

one barefoot doctor. These part -time teams performed an essential function in mobilizing 
the broad masses and as leaders in launching campaigns against schistosomiasis. 

The Party and the Government had also shown concern for scientific research in 

schistosomiasis and had established research institutes for the prevention and treatment 
of the disease at both the central and provincial level. A significant number of 

schistosomiasis research workers had been trained. Ву resolutely following the principle 
of prevention first, and by adopting an integrated approach of eliminating the snail 
hosts, treating the sick, controlling excreta disposal, and managing water sanitation, 
acute schistosomiasis had been practically wiped out in 100 counties in endemic areas. 
Oncomelania snails were now scarcely to be found in two - thirds of the entire area that had 
formerly been snail infested. 

Dr SARDE (Lebanon) said that schistosomiasis would continue to be a problem in the 
future, as countries increased the number and size of their water development projects. 
The disease had first been detected in Lebanon in 1950 and had been eradicated by 1968. 
Imported cases, however, remained a problem. For that reason WHO information on 

schistosomiasis -endemic countries was useful because it enabled the Government to take 
certain precautions, such as the examination of urine specimens from travellers arriving 
from those countries. The information should be accurate and up -to -date. Since water 
development projects were of such importance in the spread of the disease, WHO should ask 
Member States to insist that those responsible for such projects should first seek the 
advice of epidemiologists. 

Dr SIRRY (Egypt) said that the Director -General's excellent document showed the great 
danger of schistosomiasis and at the same time some hesitance with regard to elaborate 
centralized programmes. The Director -Genera. clearly appreciated the size of the problem 
and was asking the Health Assembly to support him in undertaking a global programme. The 
Assembly would not fail to give him that support, for the following reasons. First, 
200 million people were already infected and 600 million were vulnerable; secondly, great 
advances had been made in the past decade in ecology, biology, parasitology, and chemo- 
therapy; and, thirdly, the disease was known to have dangerous complications and sequelae. 
Moreover, as the Director -General's report stated, in certain areas of the world the 
prevalence and intensity of infection could be significantly reduced with the chemo- 
therapeutic agents available. 

From the economic point of view, the disease caused a significant loss in national 
income, because of the fall in productivity of infected workers and the long absence from 
work when undergoing treatment. The water development projects being carried out in 
many developing countries gave rise to fears that the disease would become more widespread. 
The proper control of those projects would reduce the incidence not only of schistosomiasis 
but also of other waterborne diseases. Even if the symptoms produced by schistosomiasis 
were regarded as mild, the great number of infected people would make the disease a major 
problem - but in point of fact many of those infected people suffered from grave complica- 
tions. While it was true that research was needed to fill the gaps in knowledge, that 
was no reason why programmes should not be launched immediately in countries where the 
extent of the problem was already known. Control programmes might provide many of the 
data that were lacking. 



А28 /А /SR /5 
page 10 

He proposed the following draft resolution, which was sponsored by the delegations 
of Egypt, Jordan, Sudan, Sweden and the United States of America: 

The Twenty- eighth World Health Assembly, 
Recalling resolutions EВ5.R.5 and ЕВ55.R22 on schistosomiasis; 
Noting that the disease remains largely uncontrolled and that its prevalence is 

increasing; and that water development projects designed to improve needed 
agricultural production and to improve needed economic conditions undertaken without 
consideration being given to preventive health measures may contribute to this 
increase; 

Noting the increasing evidence of the possible occurrence of serious complica- 
tions and sequelae as a result of schistosomiasis infection; 

Noting further that at the World Food Conference the need for greatly increased 
food production was demonstrated clearly, and that to meet the nutritional and other 
requirements of the world's expanding population will require more projects to 
impound water and irrigate fields; 

Expressing the view that proper engineering design of water management projects 
can have considerable importance in limiting the spread of schistosomiasis among 
populations affected by such projects; 

Noting the inclusion of schistosomiasis in the coordinated biomedical research 
programme of the Organization; 

Recognizing that effective planning for, and operation of, schistosomiasis con- 
trol activities requires close cooperation and coordination among agencies within 
the United Nations system, the international financial community, and ministries 
within national governments; 

Expressing appreciation for the report of the Director -General, which outlines 
the complexity of the problems involved to prove the feasibility of schistosomiasis 
control; 

Looking forward to the important international meeting on schistosomiasis that 
is scheduled to be held in Cairo in October 1975; and 

Recognizing the very high costs of implementation of control programmes using 
present available methods, 

REQUESTS the Director -General: 

(1) to prepare and keep current guidelines for the development of water management 
projects, including engineering specifications to minimize the possibility of the 
apread of schistosomiasis and other waterborne diseases in water management projects; 
(2) to advise countries and donor organizations on the application of these 
guidelines to water development projects that are planned, under construction, or 
completed; 
(3) to request Members to make available information on schistosomiasis control 
programmes that are under way or have been carried out in their countries, including 
details of research work, manpower development programmes, costs, etc.; 
(4) to seek extrabudgetary support and assistance from various sources within the 
United Nations system and from international and private agencies in order to provide 
assistance: 

(a) to governments in planning and carrying out studies on the epidemiology 
of the disease, the cost /effectiveness of alternative methods of control, and 
its social and economic impact, and 
(b) to governments which are already carrying out control programmes, and 

(5) to report on this matter to the Twenty -ninth World Health Assembly. 
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То that resolution he further proposed the following amendment: the insertion after 
paragraph 4(b) of a paragraph 4(c) reading "to stimulate increased efforts in research in 
drug development and chemotherapy, epidemiology and control, and immunological aspects of 
schistosomiasis ". 

Dr HOWARD (United States of America) stressed the inadequacy of the basic health 
services of the majority of populations in the developing countries. It was that majority 
for whom WHO had laboured for over 25 years. Yet all efforts to control the tropical 
diseases had had a remarkably small impact on the lives of the majority of the population, 
except for a limited number of global programmes such as those dealing with smallpox and 
malaria. The great burden of parasitic diseases remained: there was much that was still 
not known about them, but even the knowledge that was available had not been applied. 

He welcomed the new emphasis on schistosomiasis, although he was under no illusion 
that the disease could be brought under control in wide areas in the near future. At 
the World Food Conference in Rome in 1974 the developing countries had been asked to 
increase their irrigation substantially. As a result schistosomiasis would increase - 

and it was the rural poor who would suffer the most. His delegation was a co- sponsor of 
the resolution presented by the delegate of Egypt, and he emphasized that the resolution 
referred not only to schistosomiasis but also to other waterborne diseases, since it was 
important to control any increase in the prevalence of malaria and onchocercíasis, diseases 
that were affected by water development projects, 

Dr AL- TABBAA (Saudi Arabia) said that while malaria had not been eradicated in his 
country, its incidence had been greatly reduced owing, firstly, to the unremitting struggle 
against the mosquito and its larvae and, secondly, to the close collaboration between the 
Ministry of Health and the Ministry of Agriculture. Swamps had been drained and dams had 
been built in order to prevent the accumulation of stagnant water and in order to reclaim 
large areas of agricultural land. The cooperation of WHO had been much appreciated. 

Dr MICHEL (France) stressed the desirability of linking control measures with local 
environmental conditions. Failure to do that had resulted in many setbacks in the past. 
It was certain that research and training on specific diseases were more effective if 
carried out in close contact with the populations concerned, because the research workers 
and future doctors were then acquainted with the socioeconomic context. 

Effective methods for combating schistosomiasis were few; treatment was long and 
sometimes dangerous; molluscicides gave variable results; and no vaccine had yet been 
produced. The disease could lead to grave complications, to which might be added the 
effects of other endemic diseases. It was thus necessary to institute surveillance of 
all water development projects - a procedure that would also help to control waterborne 
diseases other than schistosomiasis. It was to be hoped that planners, engineers, and 
governments would seek the advice of epidemiologists. In the overseas departments of 
France that were affected by schistosomiasis, the surveillance of large water developments 
was obligatory. 

Dr SUMPAICO (Philippines) said that in his country extensive research had been 
carried out on schistosomiasis by national and WHO teams, and immunological studies were 
still in progress. Unfortunately, to implement the results of the research was expensive. 
The efforts needed for the eradication of the snail host - agro- engineering methods, 
farming technology and the drainage of water - logged areas - were not within the resources 
of most of the affected countries, 

In the Philippines, 16 provinces were affected and the number of cases amounted to 
500 000. His delegation supported the resolution proposed by the Egyptian delegate. 

Dr OMER (Sudan) said that schistosomiasis was one of the most serious public health 
problems in his country. In 1969 the Ministry of Health had established a pilot project 
in the Gezira area to re- evaluate the control measures there. A new method had been 
tested in 1974 - the aerial spraying of flowing water during the irrigation season. 
That method dispensed with the need for ground spraying and avoided the problem caused by 
the failure of drip -fed chemicals to penetrate the minor canals. The trial had been a 

success and might represent a breakthrough in the application of molluscicides. It was 
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significant that the total consumption of chemicals had been reduced. An expansion of 
the treated area was awaiting only the completion of the assessment programme. He hoped 
that WHO would cooperate in the forthcoming operational research and would make funds 
available for research on methods of treatment. 

Professor REXED (Sweden) considered that schistosomiasis was a problem of concern to 

all countries, and his delegation was happy to be a co- sponsor of the resolution presented 
by the Egyptian delegate. Sweden had supported research on the disease. He emphasized 
that it was particularly important to carry out research and training in the region where 
the problem existed. Only in that way was it possible to get to the root of the problem. 
To combat the disease required the collaboration of many scientific disciplines, and the 
close cooperation of the basic health services was essential. 

Dr HASSOUN (Iraq), speaking of the schistosomiasis control project in his country, 
said that only national staff were at present working on the project. They formed two 
teams consisting of three technicians and 10 field assistants. The experimental and 
control areas covered 16 000 hectares and had a population of 21 000. The application of 
sodium pentachlorophenate to the water had eliminated the snails in 1969 and 1972. The 
group of children attending p`гimarу school in the experimental area had shown a continuous 
decline in prevalence, from 90% in 1960 to 2% in 1974. A trial of the chemotherapeutic 
agent Etrenol (Hycanthone) carried out in an extended experimental area in 1970 had given 
a parasitological cure rate of 60% and an egg -count reduction of 90 %. 

He hoped that the international conference on bilharziasis that was to be held in 
Cairo later in 1975 would provide an opportunity for an exchange of views. Like the 
delegate of Lebanon, he was concerned at the migration of agricultural workers from 

endemic areas to countries where the disease was being eradicated. 

Dr NOZARI (Iran) felt that the lesson to be learnt from past experience with malaria 

control programmes was the importance of careful and comprehensive planning. It was 
clear that programmes started in haste and without proper consideration of the planning, 
programming, administrative, and financial aspects would be failures or would lead to the 

growth of resistance in the vectors. That fact was now appreciated in his own country 

since resistance had appeared in mosquitos in a certain area. He hoped that WHO would 
provide assistance in dealing with such problems. 

Schistosomiasis also existed in Iran, although fortunately only in very limited areas. 

However, large irrigation projects had been constructed and there had been an extension 

of the disease. Control operations had therefore been increased; they included the 

treatment of cases and the application of molluscicides to the irrigation canals. The 

spread of the disease had been stopped and transmission had been reduced. He thought 

that WHO assistance in the planning of control programmes was highly desirable. While 

the efforts made by WHO to develop safer and more effective drugs was much appreciated, 

it was important to utilize the tools that were already available. 

His delegation supported the resolution proposed by the delegate of Egypt. 

The meeting rose at 12.30 p.m. 


