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TWENTIETH MEETING 

Thursday, 20 May 1976, at 8.30 a.m. 

Chairman: Dr M. Z. DLAMINI (Swaziland) 

1. DRAFT SEVENTH REPORT OF COMMITTEE B (Document A29/72) 

At the invitation of the CHAIRMAN, Professor KHALEQUE (Bangladesh), Rapporteur, read 

out the draft seventh report of Committee B (document А29/72). 

Decision: The report was adopted. 

2. REPORTS ON SPECIFIC TECHNICAL MATTERS: Item 2.5 of the Agenda (continued) 

Development of the antimalaria programme: Item 2.5.17 of the Agenda (Official Records No. 231, 

Part I, resolution EB57.R26 and Annex 7; Document A29/25) (continued) 

The CHAIRMAN recalled that a draft resolution on the development of the antimalaria 
programme had been introduced by the delegate of India at the eighteenth meeting on behalf 

of the delegations of Afghanistan, Bangladesh, Guatemala, India, Italy, Kenya, and Venezuela. 

Professor KHALEQUE (Bangladesh) deplored the fact that the fight against malaria was 
being lost. His country was an example: the malaria programme in Bangladesh had been one 
of the best, but during the last three years the number of cases had doubled each year. His 

Government's policy was one of total involvement - political, social, and technical. The 

malaria programme had been integrated into the general health service and especially with 
primary health care, although it retained its own identity and was being given due importance, 

particularly in areas of high endemicity. Staff who had formerly held temporary appointments 

were being placed in the permanent cadre in order to show the serious concern of the government 

and to make the programme more effective. Research was proceeding both in the field and in 
institutions. 

The factors involved in the strategy of malaria control had been highlighted in the 

Director -General's report, who was to be commended on his timely intervention. The Regional 

Director for South -East Asia was to be congratulated for arranging the recent consultative 
meeting on malaria at the Regional Office. 

Dr PLIANBANGCHANG (Thailand) said that the Director -General's report held promise of 

developing new approaches towards combating malaria. It was to be hoped that WHO would 
increase its efforts to help Member States in controlling and eradicating the disease. 

In the report by the Ad Hoc Committee on Malaria (Official Records No. 231, Part I, 

Annex 7) Thailand was listed as one of the countries in which malaria eradication was making 

slow progress. The incidence of the disease in his country had increased at an alarming 
rate over the past three years, for technical and administrative reasons including the 

relaxation of criteria for the conduct of the antimalaria programme and cut -backs in essential 

staff aid supplies owing to insufficient funds. Thailand had started its malaria eradication 

programme in 1965, but the disease was still widespread throughout the country, with variations 
in the degree of endemicity. Substantial progress had been made since the programme began: 

at the outset, 26.7 million people were covered by the attack phase and 3.6 millions by the 
consolidation phase; by 1975, the corresponding figures were 6.4 and 31.5 millions. The 

ultimate goal was still malaria eradication in most of the country, with long -term control in 

the border and mountainous areas, where approximately 7 million people lived. 

Three species of malaria parasite occurred in Thailand: Plasmodium vivax, P. malariae, 

and P. falciparum. P. falciparum was found in 1962 to have a poor response to chloroquine, 

and about 90% of infection by that species currently demonstrated some degree of resistance. 
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There were five known and two suspected anopheline malaria vectors in Thailand, all of which 
were still susceptible to DDT. However, field studies had shown that malaria transmission 
by some of those species could not be interrupted rapidly, despite the effect of DDT on their 

vectorial capacity. 

The mortality rate from malaria had declined from 297 per 100 000 population in 1947 to 

14 in 1973, and the morbidity rate from 286 per 1000 in 1947 to 5 in 1965. The annual 

parasite incidence had risen from 1.3 to 6.7 during the period 1970 -74, being 5.5 in the 

first nine months of 1975. That rise was due to many factors: widespread internal migration 
of populations seeking to work in agriculture, mining, and forestry; the resistance of 
P. falciparum to chloroquine; the lack of microscopists, leading to treatment delays; an 

increase in man -made mosquito breeding places, with a lack of appropriate legislation; the 

150% increase in the price of DDT within two years; and cut -backs in essential procedures, 
owing to inadequate budgetary allocations. Furthermore, tens of thousands of refugees had 
sought shelter in Thailand, many of them malaria parasite carriers, presenting a potential 
transmission problem. Finally, guerilla activities made it impossible for malaria control 
workers to reach certain highly infected areas. 

Nevertheless, Thailand was still attempting to eradicate malaria. The eradication 
programme for the next five years was included in the Fourth Five -Year National Health Plan, 

with the target of reducing the mortality rate by 50 %, emphasis being placed on the increased 
integration of the programme in the general health services. In view of the limited 
resources in money and manpower, that would mean changes in programme administration. 
Operations would have to be adapted to local geographical and demographic conditions, and 
more research on vectors would be needed. Personnel needed to be retrained to suit the new 
circumstances. External aid continued to be essential. WHO and other donor agencies had 
contributed considerably to Thailand's past achievements and his country looked to WHO for 
further assistance with the malaria programme. 

He supported the draft resolution. 

Mr AVRAMIDIS (Greece), also supporting the draft resolution, stressed the complexity of 
the problem of malaria eradication. 

In Greece, 215 cases had been detected from 1963 to 1975 among persons infected abroad, 
60% of those having occurred from 1971 to 1975. Almost 46% of the total were P. vivax 
infections, 35% P. falciparum, and 18% P. malariae. The most frequently affected age -group 
(32 %) was that of 21 -30 years old, and the most frequently affected profession group (47 %) 

was sailors. Most imported cases had come from Africa. 
There had been no indigenous case in Greece since 1973, but in view of the presence of 

three anopheline vector species, intensive surveillance was being maintained. It was 
necessary for all physicians to be acquainted with the clinical symptoms of malaria, so that 
they could make a prompt diagnosis and institute treatment in good time. 

Dr AKALAY (Morocco) said that malaria was one of the great endemo- epidemic diseases that 
had ravaged his country for centuries. Malaria control had begun more than 60 years 
previously and had passed through several stages, the first being to reduce the incidence to 

a tolerable level. The health policy of Morocco had been reoriented from 1960, when it had 
been decided to provide the whole country with a basic health infrastructure, multidisciplinary 
in approach and aimed at dealing with the main communicable disease problems, by replacing 
the impersonal mass methods by more personalized, more modern, and more effective action. 
Such an infrastructure, based on a mobile rural service, should be able to support a malaria 
eradication programme. The programme was a main component of the public health activities 
integrated in the normal functioning of the preventive health network. 

In 1961, the Central Service for Malaria Eradication had been established, with an office 
of operations and epidemiological information, a haematological laboratory, and an entomological 
laboratory. Morocco had not adopted the widely used method of massive DDT spraying of houses 
during the period of transmission of the disease, because it polluted the environment; the 
foci were of varying importance, funds for carrying out massive countrywide operations were 
lacking, and in most of the malarious regions the health infrastructure was inadequate to 
ensure full spraying coverage aid the subsequent consolidation and maintenance. Instead, it 

had proceeded gradually, successive stages being carried out as health centres and dispensaries 
were set up and personnel and supplies provided. Morocco was now about to attack the last few 
strongholds of the disease. 
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Investment in the programme had been heavy, but was matched by the results. Whereas 

there had been 30 893 cases in 1964, there had been only 280 in 1975. The search for the last 

cases, which were increasingly difficult to find, was proving a thankless task for the nurses 
and microscopists involved, but the control work and surveillance could not be relaxed. The 
epidemiological situation gave grounds for hoping that the disease would be entirely 
eradicated, and that chance should not be missed. If it were, heavy expense would be incurred 
to the detriment of other, equally indispensable, programmes aiming at an increased standard of 
living for the population. He added that Morocco had launched its pre -eradication programme 
in 1962 as a result of agreements concluded with WHO in 1961. 

He had outlined the situation in Morocco to show that the situation could vary from one 
country to another, and that health services should seek solutions that took all the charac- 
teristics and possibilities of each individual country into account. Experience in his own 

country had shown that progress in malaria control ran parallel to the development of the 
basic infrastructure. 

He added his support to the draft resolution. 

Professor CORRADETTI (Italy) said that the deterioration in the world malaria situation 
in recent years was the result of old and new errors. In many cases there had been unjusti- 
fied enthusiasm for eradication that had proved unfeasible or premature and had been followed 
by the discontinuation of all antimalaria measures. It had been forgotten that malaria 
eradication was much more costly than measures for keeping the disease at a low level, with 
the result that several countries were currently facing serious problems and even epidemics. 

There were no miracles to be expected in the fight against malaria, which would be long. 

Countries with high malarial endemicity would have to aim at eliminating mortality and 
keeping morbidity at a low level for a very long time. If no new weapons were discovered, 
some problems would become even more acute during the next twenty -five years. Malaria para- 
sites would become increasingly resistant to chloroquine, and that resistance would spread 
to new areas. Resistance of vectors to insecticides might also spread to new areas and lead 
to new outbreaks and epidemics. 

In the circumstances, WHO's work in training malariologists and in developing malaria 
research was very valuable. The search for a vaccine was a research field of outstanding 

importance. Although malaria had been eradicated in Italy in 1952, it was at the Istituto 
Superiore di Sanitá that in 1966 the first effective vaccine had been prepared against 
experimental malaria induced by P. berghei in rats. That had been followed by a further 
vaccine, which also greatly attenuated the infection. Many recommendations for research 
had been made in WHO Technical Report Series No. 579 (mentioned in document А29/25), but the 

most important line of research was, he believed, to determine whether vaccines proved 
effective in rats could also save human lives and attenuate infection in man. The situa- 

tion as regards malaria vaccination had been stated at the WHO Symposium on Malaria Research 
held in Rabat in 1974, the main points being that vaccines made with irradiated or frag- 
mented P. berghei protected rats from death and attenuated a subsequent infection; the 

vaccines were harmless; the activity in human malaria of vaccines prepared from human para- 
sites would be known only after they had been tested in the field in areas of high endemicity; 
and such vaccines should be prepared only against P. falciparum and used to protect infants. 
The vaccines were species- specific and even strain -specific. It was therefore up to govern- 
mentsof malarious countries to prepare on the spot and test in the field vaccines against the 
local strain of P. falciparum. 

Dr LE$ENTRAU (German Democratic Republic) said that the underlying problems had been 
analysed by the Ad Hoc Committee on Malaria, whose conclusions and recommendations he 
strongly supported. In particular, he agreed that malaria control or eradication should 
receive priority in the countries affected and that supraregional coordination and coopera- 
tion, as well as technical and financial support, should be provided. Health personnel 

serving in malarious areas needed to be adequately trained, as had been stressed in 
resolution EB57.R26. It was essential to gain the interest, cooperation and participation 
of the population by comprehensive health education. 

Malaria and some other tropical diseases would remain a serious health problem in years 
to come. In his country, the examinations follow -up, and immunization of persons travelling 
to tropical and subtropical countries was stipulated by law. Persons suffering from 

tropical diseases were treated at three clinical centres. Malaria was a notifiable disease, 
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as were most other infectious diseases. Medical students from overseas 

education in tropical medicine, and physicians were continuously trained 

by means of conferences and courses. Only by global efforts, supported 

would malaria be eradicated. 

He supported the draft resolution. 
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received special 

in tropical medicine 
by most countries, 

Dr JAROCKIJ (Union of Soviet Socialist Republics) expressed the Soviet delegation's 

satisfaction with the intensification of WHO's activities in the field of malaria. The 

Organization's efforts to strengthen its leading role in work on malaria control and research 

were apparent from the report of the Ad Hoc Committee on Malaria and the Director -General's 

report. The personal contribution of the Director -General - as exemplified by Appendix 2 to 

the Ad Hoc Committee's report (Official Records No. 231, Part I, Annex 7) - merited special 

appreciation. 
The valuable work carried out by the Ad Hoc Committee in identifying, in cooperation with 

the Secretariat, the particular activities that should be intensified, had already yielded 

results; national courses for the training of malariologists had been established in a 

number of countries, several meetings on malaria had been held, and the activities of UNICEF 

had been intensified. Further efforts were required on the part of WHO and governments to 

secure the increased participation of UNDP and other international organizations. It was 

important not only to maintain the present level of activity but also to continue efforts to 

intensify the work along the proposed lines. 
His delegation, although agreeing that malaria control could not be successful without 

the full support of governments and the national will, considered that WHO should play a more 
active role in some countries - particularly in countries of tropical Africa where malaria was 

highly endemic but activities to control it were very limited and experience was consequently 
lacking. Of the estimated total of 120 million cases of malaria in 1974, 100 million had 
been in Africa south of the Sahara. National programmes should be established in those 

countries, with WHO assistance, for the multilateral assessment of the malaria situation and, 
where possible, for malaria control. There had long been a need to establish those pro- 

grammes; they might, of course, be limited in scope during the initial stages, in view of 

the lack of material and manpower resources. The health authorities, with WHO, must be 
really active in discussions with governments, and the highest government authorities must 
be kept informed and encouraged to take action. In countries with holoendemic malaria, in 

addition to the establishment of national malaria committees as recommended in the Executive 
Board's resolution EB57.R26, realistic national programmes should be worked out and malaria 
training courses should be organized, adapted as far as possible to the country's ecological 

and epidemiological situation and socioeconomic structure. Many countries in Africa could 
benefit from the experience acquired in other regions - in particular, in the Americas. 

Courses on ecological methods of controlling malaria - as planned for the Region of the 

Americas - should also be established in Africa. 

The valuable recommendations made by the consultative meeting in the South -East Asia 
Region, which the Regional Director had mentioned, merited the closest attention at the pre- 
sent stage of the malaria programme, and the measures that had been taken in that region 
might well be applied elsewhere. 

It was clear that there was a need for a complete review of the state of malaria in the 

world. Surveys should be carried out to assess the present situation and the outlook for 
malaria control in each country, taken separately - first of all in countries with limited 
malaria control activities. Such surveys could be made on the basis of standard question- 
naires prepared by WHO for the consolidation of data on national plans; the scope of malaria 
control activities and the methods used; the health services; morbidity and mortality data; 
the population groups and areas of the country most affected by malaria; manpower require- 
ments; financial aspects; antimalaria drugs and insecticides; and research being carried 
out or planned. That important work - which had not yet been carried out in some countries - 

should be started as soon as possible; surveys should be made continuously, in accordance 
with schedules agreed between WHO and Member States. It was important that governments, 

the public, the World Health Assembly and the Executive Board should be kept regularly 
informed regarding the results of evaluations of the malaria situation (which had changed so 
rapidly during the past years), and the establishment of antimalaria programmes. At the 
present stage countries should be given clear guidance as to steps they could take to inten- 
sify their national programmes. Consideration should be given to the possibility of issuing 
a series of publications - or monographs - on malaria control in different countries. 
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He expressed concern at the distribution of antimalarials in many countries without 
adequate control or adherence to the generally accepted schedules for malaria prophylaxis and 
treatment. It was possible that in the near future malaria parasite strains in Africa would 
become resistant to chloroquine. There was an urgent need to keep watch for areas with 
resistant strains and to have, and increase the production of, suitable alternative drugs. 
Measures were also required to regulate their availability and distribution. 

WHO, having at its disposal data on the experience acquired in countries that had been 
successful with malaria eradication, was in a position to recommend to countries model health 
infrastructures and antimalaria services that would give the best possible results. There 
was a need to publicize the experience gained in malaria control and to strengthen the role 
of public organizations, the participation of the population, and health education. 

With regard to research, special attention and support should be given to research pro- 
jects in fields where the need was particularly urgent. Priority should be given to the 
development and production of medicaments and insecticides that were effective against para- 
sites and vectors acquiring resistance, and also to establishing various systems for the 
control of malaria in areas of Africa where it was holoendemic. He would like to have more 
details on the work done in Nigeria in connexion with the establishment of a mathematical 
model for malaria control in the African savanna. What were the possibilities of its prac- 
tical application by antimalaria services that did not have highly qualified personnel? 

Dr MARKIDES (Cyprus) referred to the high cost of the surveillance programme in Cyprus 
since the eradication of malaria in 1948, and to the danger of reintroduction of the disease 
as a result of the tragic conditions prevailing since July 1974 which had obliged many Cypriots 
to leave their country temporarily to seek employment in countries where malaria still existed. 
Four cases, one of them fatal, had been imported in 1975, and efforts had had to be intensi- 
fied to reacquaint health workers with the disease. Health education was being given to 
emigrating Cypriots in an attempt to prevent their acquiring malaria and they were kept under 
medical surveillance on their return. He expressed his gratitude to the Regional Director 
for the Eastern Mediterranean for assistance in antimalaria work during the emergency. 

In view of the pollution caused by 30 years' use of DDT, Cyprus was considering turning 
to other insecticides, and a pilot project using Abate had started. Information on the 
experience of other countries would be welcome. 

Expressing his support for the draft resolution, he said that the threat of malaria was 
great in a shrinking world, but he was confident that with cooperation between nations victory 
would finally be won. 

Professor JAKOVLJEVIC (Yugoslavia) said that the time had come to convert words into action. 
He did not underestimate the problems, in particular the financial difficulties, aggravated 
by vector resistance to insecticides and by the rising cost of insecticides and drugs, but 

the situation was not hopeless; eradication had been near some years earlier, and with 
increased efforts the resurgence of malaria could be stopped, the gains consolidated and 

eradication pursued wherever feasible. As the Director -General had said when introducing 
his Annual Report, social goals should be set and a political will to attain them generated. 

There were undoubted difficulties in establishing health priorities in developing coun- 
tries, but it must be remembered that malaria as an epidemic disease represented a perennial 

threat and that postponement of antimalaria activities had been shown to aggravate the 
situation. The re- establishment of malaria endemicity should not be allowed to cancel out 
the benefits of smallpox eradication. While concern about countries whose malaria programme 
were facing problems was natural, it should not be forgotten that there were other countries 

where almost nothing had been done to reduce endemicity. 

Recalling the consensus reached in earlier discussions on the desirability of devoting 
more of WHO's resources to direct technical cooperation with developing countries, he said 

that all available resources should be used in the most rational way, with the full partici- 

pation of communities in their application, and with well -organized technical services at the 

national and international levels. Governments must demonstrate solidarity by contributing 

in cash or in kind to programmes against malaria in the countries most in need, 

Dr WRIGHT (Niger), recalling the decision at the last session of the Regional Committee 

for Africa to give priority to the control of malaria, said that the objectives for Niger, 
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for the next three years following a survey by a WHO consultant, was the reduction of morta- 
lity, suffering and incapacity. There was no special malaria control service but activities 
were integrated with the general health services and with those of other ministries, including 
those of information and education. The interministerial planning organization and the 

Higher Medical Council in the health ministry were involved through their technical and 
administrative bodies in work with health services at the intermediary and peripheral levels. 

In the three -year period, it was planned to provide antimalarials for all confirmed and suspected 

cases of malaria, as well as laboratory facilities for diagnosis and regular surveillance; 
these aims posed problems of organization. It was intended to concentrate on protecting 

urban dwellers and rural populations with village health teams. Particular attention would 
be paid to communities of economic importance, children and pregnant women. The modest 

programme would be evaluated at the end of the three -year period to show whether the results 

would permit a greater extension of health service coverage to the whole population and the 

formulation of a veritable antimalaria programme. Community participation was essential to 

success, and information campaigns using the mass media, schools and local committees would 
be intensified. Health education would emphasize not only preventive use of chloroquine 
but also environmental sanitation in collaboration with public wcrks authorities. 

Referring to the high cost of insecticides, spraying equipment and building materials 
for sanitation, he emphasized the need for research on the development of effective and 
economic insecticides, aid approved the thoughts of the Director - General on the development 
of the antimalaria programme reproduced in Appendix 2 to Annex 7 of Official Records No. 231, 

particularly regarding international contributions to the programme. External assistance 

for the provision of insecticides should be encouraged, but WHO should not itself be concerned 
with their supply. 

The resistance of malaria parasites to chloroquine had not yet affected West Africa, but 

it was worrying that other antimalarials, particularly long -acting sulfonamides - were not 
yet sufficiently well developed for public health use. 

With respect to the proposed establishment of training courses in malaria for French - 
speaking countries in Africa, he hoped that the training in malariology would be only part of 
the multidisciplinary public health training so urgently needed in Africa, and that had to be 

given under practical African field conditions and related to the real needs and capacities 
of countries in terms of staff infrastructure and equipment. 

He hoped that the Ad Hoc Committee on Malaria and the WHO Secretariat would continue to 

issue reports of the quality of those before the Committee. 

He supported the draft resolution. 

Professor CAYOLLA DA MOTTA (Portugal), commending the achievements of WHO's programme 

and stressing the need for national will to carry it through as well as for more research, 

described the efforts required to prevent the reintroduction of malaria into Portugal since 
its eradication in 1958. That had been rendered especially difficult by the large population 

movements between Portugal and Africa in the past 10 years, and an additional problem was now 

created by an influx of refugees which, it was estimated, would swell the population by 12 %. 

So far, however, the surveillance and control measures had been successful. 

Portugal placed its Institute of Tropical Medicine and the Malariological Institute at 
the disposal of WHO aid its Members for research and training in malariology, and fully 

supported the draft resolution. 

Dr OZUN (Romania) said that, while the eradication of malaria from most of the temperate 

zones represented an immense achievement, 44% of the population of originally malarious areas 

having been freed, that had been done almost solely in areas with a dense population and a 

high level of development where malaria transmission was seasonal. Programmes in tropical 

and subtropical areas, with year -round transmission and very different organizational, social 

and economic conditions, had been only partly successful and their achievements hard to 

maintain. 

According to the 

malaria morbidity and 

or not practicable. 

stressed that malaria 
interruption of which 
and economic progress. 

new strategy for the WHO programme efforts should be made to reduce 
mortality through control programmes where eradication was too costly 
Agreeing with that principle and supporting the draft resolution, he 

endemicity and underdevelopment constituted a vicious circle, the 

could only be achieved by control measures opening the way to social 

WHO, in close collaboration with national services, should give 



А29 /В /SR /20 
page 8 

material and technical support to such measures in all malarious areas that had not thus far 
benefited from programmes, carrying out epidemiological surveys, and planning measures 
according to the conditions obtaining in each country. Particular attention should be paid 
to the training of national staff, with WHO assistance to national centres, adapting methods 
to the conditions in the areas where the trainees were to serve. 

Dr GANGBO (Benin) commended the objectivity of WHO in recognizing the setbacks that had 
led to the revised strategy for antimalaria activities. The programme in his country had 
started with malaria training assistance in 1953 -54 and the first field work in 1955; reserva- 
tions about the aim of eradication had been expressed as early as 1959. 

He denied the suggestion that was sometimes made that the integration of malaria services 
with public health services was designed to conceal failures. In his own country, for instance, 
such integration at the operational level was essential, although there was, of course, 
appropriate specialization at the planning and advisory levels. For logistic and economic 
reasons health workers and village teams must be capable of several functions. Services had to 
be mobile and to rely on community participation and motivation. From the village unit to the 
central authority emphasis was placed on the versatility of service, as recommended by WHO. 

Dr M'BAKOB (United Republic of Cameroon), supporting the draft resolution, said that 
malaria was hyperendemic in his country except in the western and central highlands, where it 
was mesoendemic. Control measures were integrated with general health services, and the 
first concern was the training of microscopists for diagnosis of all the major endemic diseases. 
As the result of the opening of a training centre for laboratory assistants in Yaoundé in 1975, 
it had been possible to train 75 microscopists that year as against 42 in 1974. An increasing 
number of health centres were being provided with skilled staff, diagnostic equipment and 
laboratory facilities for malariological screening. That was in addition to the work done in 
hospitals and research institutes. 

Preventive measures included chemoprophylaxis for pregnant women, infants and school- 
children; 1.2 million children had been covered in 1975. Vector control by chemical means 
was limited to large towns owing to the high cost of insecticides and resistance in adult 
vectors; larval control was conducted through community participation in environmental sanita- 
tion. Antimalaria activities were carried out within the frame of the primary health services 
and the malaria service had been integrated into the epidemiological services. Vector 
susceptibility studies were being carried out. He requested WHO's assistance with the training 
of malariologists and hoped that a French -speaking training centre for that purpose would be 
established in Africa. 

Dr MUNDIA (Zambia) said that malaria represented a serious threat to health in his country, 
causing considerable mortality and morbidity, especially among children under 5 years of age 

and among people moving from areas where the disease was not endemic. A control programme 
had been implemented for many years with the aim of interrupting the life cycle of the parasite; 
the methods used were limited but regular applications of insecticides, chemotherapy applied 
through the services for maternal and child health and school health, and health education. 
Medical assistants were playing an increasing part in the programme. The Government welcomed 
WHO's assistance in antimalaria operations and in research and training. 

He endorsed the provisions of resolution ЕВ57.R26 and supported the draft resolution. 

Dr PINTO (Honduras) said that malaria deserved WHO's attention as a high priority, 
especially in view of the increased incidence after 20 years of dedicated control work. In 

Honduras the efforts to eradicate malaria had suffered a serious setback in recent years, and 

especially since hurricane Fifi, although a series of measures had been taken to intensify the 
control programme, using limited resources to the maximum; funds for the programme totalled 
10% of the national health budget. The rising price of insecticides and other supplies and 

equipment was causing serious problems. In those conditions the development of immunological 
methods of control constituted a ray of hope which WHO should increase its efforts to realize. 

He, too, supported the draft resolution. 

Dr SANTOS (Angola) said that the situation in his country was very serious following the 

war of liberation; malaria was the main endemic disease in Angola, affecting 85% of the 

population and causing extremely high mortality and infant mortality. The delegation supported 

all WHO's efforts to achieve the best methods of control. 
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Dr HAMDAN (Oman), describing the antimalaria programme operating in his country with the 

cooperation of WHO, said that all methods of control were being studied in view of the develop- 

ment of vector resistance to DDT, including trials of other insecticides, environmental 

sanitation measures, and the use of predator fish. He expressed the hope that WHO's efforts 

would continue along the lines outlined by the Director -General in his report. 

Dr LEPES (Director, Division of Malaria and Other Parasitic Diseases) thanked the members 

of the Committee for the additional information provided and for their comments. 

On the question of immunization, rather promising results were being obtained in experi- 

mental animals but even when a vaccine had been developed, time and resources, both human and 

financial, would be needed for the production of the necessary biological material before the 

vaccine could be made available for widespread use. The Organization would continue to 

support vaccine studies, but immunization was not a possibility for the immediate future. 

As regards antimalarial drugs, much as the scientific world would like to see the rational 

development of chemotherapy based on knowledge of the metabolism of the causative agent 
obtained though studies of the metabolism of the parasite and host cells, most of the work in 
progress was proceeding partly on rational, but also partly on empirical lines. Reference had 
been made on previous occasions to attempts at developing new antimalarials; although progress 
had been made, further studies were required to clarify the mode of action even of drugs of 

known effectiveness, such as chloroquine. Such studies might also throw light on the develop - 
ment of resistance. Resistance to chloroquine was much slower in developing than was 

resistance to pyrimethamine and proguanil, which might occur in Africa. So far there was no 

confirmed chloroquine resistance by Plasmodium falciparum in Africa. 

In connexion with planning flexibility, cost/benefit, and cost /efficiency, he assured the 
delegate of Iran that numerous studies had been undertaken. Where cost /benefit was concerned, 

studies had had to be based on losses to the economy due to malaria, because the benefits that 
accrued after successful eradication could also be due to other factors, malaria not being the 
sole obstacle to development. Cost /efficiency studies should be a part of any planning effort, 
but again they should take into account the local ecological situation, the infrastructure and 
the country's possibilities. As many delegates had pointed out, not only did the ecological 
conditions differ, but socioeconomic factors also influenced the cost /efficiency ratio. 

As regards training, different levels had to be provided and the facilities existed, 
although perhaps not as many as might be wished. A number of courses would be required leading 
to a master's degree in the epidemiology of malaria and parasitic diseases; but many more 
would be needed to train non- specialists in certain control techniques applicable within the 
general health services. Such courses could be organized locally and would consider coopera- 
ting with national institutions in running them. In Europe the problem was seen from a 
different angle; the number of imported cases was such that the medical profession should be 
made aware of the clinical manifestations and chemotherapy of the disease. 

It had been suggested that additional publications on malaria might be required, 
particularly in connexion with bioenvironmental control and engineering, and efforts would be 
made to that end. 

Reference had been made to the field research project in Kano, Nigeria, on the special 
epidemiological problems of the African savanna. A mathematical model had been developed and 
simulations had confirmed that the epidemiological assumptions had been correct; the forecasts 
made by means of the model had been subsequently confirmed by the practical results obtained, 
particularly in relation to the frequency of distribution of antimalarials and the efficacy of 
residual spraying. However, the model had not yet been put into widespread use in the planning 
of antimalaria programmes. Any model would require much more simplification than the Kano 
model before it could be used in government planning, or in estimating the cost /efficiency of 
measures to be applied in any given situation. 

Reference had been made to minimum measures of environmental sanitation for the elimina- 
tion of vector breeding sites; he preferred the concept of optimal measures among which a 
choice would be made according to the ecological conditions of the area and the funds available. 
The Organization planned to develop guidelines on engineering methods which, though largely 
overlooked in recent years, had been devised decades previously and had proved their worth in 
the control of malaria. Particular attention would be paid to measures that could be taken by 
the local population, with some local guidance, to reduce the numbers of breeding sites; such 
measures could affect the rate of malaria transmission. Bioenvironmental measures, such as 
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the use of predator fish, were useful and should be applied but, again, ecological conditions 
and the degrees of endemicity differed. In areas where there was a rate of over 100 
infective bites per man per year, those minor measures would not greatly reduce the level of 
endemicity and even a 50% reduction in the inoculation rate would make little difference. But 
in other areas with a low inoculation rate much could be achieved. 

Dr DIBA (Iran) suggested that the draft resolution be amended to refer to the need to 
promote the application of bioenvironmental methods of malaria control wherever feasible in 
view of the importance of eliminating vector breeding sites. 

Professor KHALEQUE (Bangladesh) and Dr KATH (India) accepted that amendment on behalf of 
the sponsors. 

Dr JAYASUNDARA (representative of the Executive Board) said that, as a member of the 
Board's Ad Hoc Committee on Malaria he would like to see reference made in the draft resolution 
to WHO assistance to countries in studies and research on biological methods of control. 

Dr SACKS (Associate Director) Division of Coordination), Secretary, suggested that the 

sponsors and those who had proposed amendments should meet to finalize the draft resolution. 

The meeting was suspended at 10.50 a.m. and resumed at 11.25 a.m. 

The SECRETARY announced that the sponsors of the draft resolution had agreed to amend 
paragraph 2 (c) and add a new subparagraph (d), as follows: 

(c) to assist countries in conducting operational studies and developing research 
facilities on various aspects of malaria, particularly concerning immunizing agents, 
new chemotherapeutic substances, and biological methods of control; 
(d) to promote the application of bioenvironmental methods of malaria control 
wherever feasible. 

Decision: The draft resolution, as thus amended, was approved. 

Promotion of national health services relating to primary health care and rural 

development: Item 2.5.14 of the Agenda (Resolutions WHA28.88 and EB57.R27; Document 

A29/22) 

Health technology relating to primary health care and rural development: Item 2.5.15 of the 

Agenda (Document А29/23) 

Professor KOSTRZEWSKI (representative of the Executive Board), introducing item 2.5.14, 

recalled that the Executive Board had considered a progress report by the Director -General on 
developments since the Twenty- eighth World Health Assembly on the promotion of national health 
services relating to primary health care; that report was before the Assembly as document 
A29/22. 

A headquarters regional office consultation on primary health care had been held in 

Geneva in June 1975 to work out the global WHO strategy on the further development of the 

primary health care programme in collaboration with UNICEF. The main achievements of that 

meeting included: an agreement within the Secretariat on the primary health care approach; 

increased understanding of the role of the Organization in promoting and supporting primary 

health care; and an outline of a global plan of action. 

Resolution WHА28.88 had been favourably received by each of the regional committees of 

WHO. Steps taken by the Organization to implement it during the past year had included the 

designation of regional focal points for primary health care; the formation of regional 

primary health care teams; the establishment of working groups at headquarters to prepare 

technical guidelines for primary health care under the direction of a steering committee on 

the subject. Two books, Health by the People1 and a joint UNICEF /WHO study entitled 

Alternative Approaches to Meeting Basic Health Needs in Developing Countries,2 had been 

1 Newell, K. W., ed., Geneva, World Health Organization, 1975. 

2 
Djukanovic, V. & Mach, E. P., ed., Geneva, World Health Organization, 1975. 
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published. Other activities had been undertaken in staff development and training, and 

interagency and country -level promotion of the primary health care approach in the context 
of prevailing socioeconomic conditions, as described in the progress report. 

The Executive Board, having carefully considered the progress report, reaffirmed the 

importance of the Organization's taking urgent action to improve national health services; 

agreed that primary health care was linked to community involvement and that success would be 
dependent upon the relationships between health services development and rural and national 

development; and emphasized that WHO's programme in primary health care as a part of 

national health services should have a high priority and that comparative studies, national 

debates, regional meetings and international exchanges should all be used to assist in 

furthering the wider objectives of primary health care. 

He recalled that the Health Assembly had already endorsed the Executive Board's decision 
that an international conference be held on the development of primary health care as part of 
national health services, as recommended in resolution WHA28.88. That conference was to take 
place under the auspices of WHO, in August or early September 1978, at a place in the Soviet 
Union yet to be decided. Co- sponsorship by UNICEF was under consideration. 

Dr NEWELL (Director, Division of Strengthening of Health Services), introducing item 

2.5.15, recalled that, in his address to the Health Assembly the Director -General had 

described four key factors - social, technical, economic aid political - upon which a move 

towards a meaningful set of actions for community health would depend. Some of the links 

between social goals, political decision -making and a health delivery system were described 

in the Director -General's report on the promotion of national health services relating to 
primary health care and rural development (document А29/22). 

Those factors, when taken together with a national promotion of health service endeavour, 

could result in the emergence of stated national priorities, and a health service structure 

to implement them, but would not necessarily indicate what methods would be used to further 

those health objectives. It was those methods or "tools" and the ways of deciding who would 
use them, for which parts of the population, that WHO described as health technology. 

Clearly WHO had always been involved in the development, adaptation and implementation 

of methods for the prevention, control or treatment of a wide range of health problems. Its 

actions had ranged from fundamental and applied research to standardization, the evolution of 

teaching methods, and to assistance in production and use. What might have been missing was 
a way to assist countries in making their choice, based upon economic, political and social, 

as well as technical, criteria, between the alternatives available to them and in evolving 

for themselves thereby a unique set of appropriate health technology actions which they could 

then apply. 

Used in this sense, the term "health technology" might seem so all- embracing that it 

could cover all that was known about health. Such a concept would be unmanageable, and the 

Director -General, while stating that such thinking needed to be a part of all WHO's technical 

programmes, considered that a direct effort should be concentrated upon (1) health conditions 

that were clearly alterable in the developing world; and (2) health interventions which were 
applicable at, or peripheral to, the district level of a country's administrative structure. 

Those priorities would link such a programme with the existing one on primary health care and 

rural development and be another facet of the same endeavour. 

One part of the Director -General's report (document А29/23) described the misunder- 

standings which could arise from the use of the term "simple" in conjunction with "health 

technology ", or in the comparison of unique national decisions on the basis of "quality ". 

The steps taken to decide upon an "appropriate" national solution and apply it might be 

difficult and complex. Some suggested criteria upon which to judge "success" were given on 

page 5 of the report. Many might be in direct conflict. The cheapest action might not be 

the most effective. The most effective might be the least acceptable to the population. 

A locally produced product might be useful but unusable in a given village situation. It 

might never be possible to arrive at what might be called an "optimal" solution, but an 

appropriate national decision was clearly needed and attainable. 

While the principle of the programme applied to the needs of all countries, it had 

particular relevance to the countries of the developing world. There, a national mechanism 

for deciding what health technology was appropriate had to be classed as essential; without 
it, those countries seemed to have much less chance of achieving their health goals. 

While action had to be taken at country level, some ways in which WHO could assist at 
other levels were given on page 7. They included: assistance to countries in setting up 
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and strengthening the processes needed to deal with such questions; the promotion, production, 
and provision of useful information in a usable form; and the promotion and conduct of 

applied research to adapt existing methods, and to fill identifiable gaps in knowledge. 

The problem was before the Assembly under the title of "health technology" for the first 

time. The Director -General considered that action was needed and possible, and that WHO, 

other international organizations, universities, and industry had parts to play in assisting 

countries with the problem. 

Dr ROUHANI (Iran), on behalf of 13 delegations,) introduced the following draft resolution 
on health technology relating to primary health care and rural development: 

The Twenty -ninth World Health Assembly, 
Having considered the report of the Director -General on health technology relating 

to primary health care and rural development; 
Reaffirming previous resolutions (in particular WHA23.61, WHA25.17, WHA26.35, 

WHA26.43, WHA27.44) on the need to encourage the provision and expansion of effective, 
comprehensive health care to meet the right of access to such care for all people; 

Recognizing the importance of resolution WHA28.88 relating to the provision of 
primary health care (promotive, preventive, curative and rehabilitative) for underserved 
populations, rural as well as urban; 

1. NOSES with satisfaction the Director -General's report; 

2. RECOGNIZES that health technology is an important support element in the development 
of primary health care and rural development and as such should be considered a priority 
area; 

3. CONSIDERS it necessary (1) to strengthen WHO's efforts to collect and disseminate to 

Member States information on the health technologies available, (2) to cooperate with 
Member States in the adaptation and the utilization of existing technologies in the light 
of locally prevailing conditions, and (3) to promote research and carry out studies on the 
development of new technologies that are both appropriate and effective; 

4. REQUESTS the Director -General to take adequate measures to establish and develop a 

programme of health technology relating to primary health care and rural development. 

• 

The Director -General's report emphasized the need to select the proper methods of preven- 
tion and treatment when they were available for application to known problems and to base 
decisions, not only upon technical grounds, but also upon a complex of variables that included 
cost /effectiveness, safety, health service structure and the life -style of the population. 
Health technology applied in the right manner and in the right place could help make good the 
inadequacy inherent in the health delivery systems of most developing countries, although it 
would vary from one to another. Each country should work out its own health technology, and 
WHO could be of the greatest assistance by collecting, analysing and disseminating information 
about existing technologies and by providing expert advice. 

Dr TARIMO ( Unted Republic of Tanzania) introduced the following draft resolution on behalf 
of 12 delegations: 

The Twenty -ninth World Health Assembly, 

Having considered the report of the Director - General on the promotion of national 
health services relating to primary health care and rural development, and resolution 

EB57.R27; 

Reaffirming previous resolutions and decisions (WHA28.88) concerning the need to 
further the health of all people within national contexts, using every appropriate method 
in an acceptable manner; 

1 Belgium, Cuba, Finland, France, Ghana, Iran, Niger, Philippines, Romania, Sudan, 
Swaziland, United Kingdom of Great Britain and Northern Ireland, United States of America. 

2 
Afghanistan, Finland, Guatemala, Guinea -Bissau, Indonesia, Iran, Netherlands, Sudan, 

Swaziland, United Republic of Tanzania, United States of America, and Zambia. 
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Considering that WHO's priority should be to assist countries to implement steps which 

will improve the health of underserved populations; 

Agreeing that health development should be considered as an essential part of 

socioeconomic development; 

Emphasizing that primary health care linked to community involvement is an approach 

which can combine health service actions with health -related actions in other sectors; 

1. THANKS the Director -General for his report; 

2. URGES Member States to consider their national health problems in their totality and, 

on the basis of equity, to consider proposals for a revision of their policies consistent 

with the principles of this resolution; 

3. REQUESTS the Director -General 

(1) to take further steps to encourage a dialogue on these issues within Member 

States, including all relevant sectors and levels of government and the population; 

(2) to assist in research and development and information exchange efforts which 

will result in appropriate and equitable solutions being available to Member States; 

(3) to assist Member States to implement the agreed -upon national solution; 

4. CONSIDERS that WHO should be prepared to play an active role in conjunction with other 

international agencies and organizations, and within national endeavours, to further rural 

development aimed at the relief of poverty and an improvement of the quality of life. 

Professor RUDOWSКI (Poland) said that his country's experience had shown that primary 
health care should be related to rural development. The impact of socioeconomic development 

on health was obvious, but the converse was less so and yet of the greatest importance. The 

participation of the community in developing primary health services could not be rated too 

highly, although the initiative taken by health personnel might also play a significant role. 

To introduce primary health care in rural areas was not enough; to be effective it had to 
be incorporated in a comprehensive health care system, supported and supervised by the other 

echelons, in a long -term process; it was not an end in itself. The objective would remain 
the development of a comprehensive health care system. With those considerations in mind, 
he strongly supported the promotion of national health services relating to primary health 

care and rural development. 

Dr SUDSUКН (Thailand) noted with satisfaction that both reports before the Committee 
explicitly endorsed the implications of the concepts and principles of primary health care 
and strongly emphasized the fundamental principles that health development could not succeed 
without concurrent development of other social and economic sectors and that rural development 
could not be separated from overall national development. Those concepts and principles 
were being applied with enthusiasm by most, if not all, developing countries including his 
own 

In his country, the national health development plan had been incorporated in the 
national socioeconomic development plan since 1960. In the past, however, there had been 
little interlinking of the various sectors at any stage of planning or implementation, or at 
any level - national, provincial, district or local. Under the plan, the rural population 
was always given the highest priority, but for a number of reasons, including poverty and 
geographical or social remoteness, the current health care system had not made available the 
services to those most in need. The health infrastructure had proved inadequate in number 
and distribution of facilities and there had also been problems of underutilization, despite 
the great efforts made. Currently Government institutions could provide care for some 15% 
of all cases. 

In the face of that situation a community -oriented primary health care approach had been 
evolved on the basis of self -reliance. The first manifestation of that approach was in 1965 
in the "Sarapee Project ", named after the district of Chiengmai Province where it took place. 
The health structure developed for each village involved "health communicators ", a "village 
health volunteer" and a child nutrition centre. Health communicators, selected among the 
villagers themselves by sociometric techniques, underwent a few days of training (though 
continuing in- service training was provided) and then took responsibility for collecting and 
disseminating basic health information for 10 to 15 households, the health volunteer and 
local health personnel, as well as taking part in some health work. The village health 
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volunteer - possibly a traditional practitioner or local leader - was responsible for 100 to 
200 households and, after initial training, provided simple medical care, emergency treatment, 
health education, and specific treatment for malaria, leprosy and intestinal parasites, as 
well as vaccinating against smallpox and distributing oral contraceptives. The child 
nutrition centre, organized and supported by the community, concentrated its activities on 
the nutritional problems of pre -school children, encouraging their attendance and providing 
dietary supplements. The personnel staffing the centre, as well as the health volunteer and 
health communicators, discharged their tasks in addition to pursuing their normal occupations. 

The peripheral health services were linked with the local structure through the provision 
of technical assistance, training, supervision and logistic and referral support. 

The project had been a success and the method extended, without modifications when 
required, to other parts of the country. In Nakornrachaseema Province, where the provision 
of primary health care was linked with multisectoral development and full multidisciplinary 
cooperation, there was a good example of the application of WHO principles. 

Primary health care continued to have high priority in the new national health 
development plan due to start in October 1976. The target was to recruit and train 22 400 
village health volunteers and 200 000 health communicators. The plan would also introduce 
a new category of health personnel - the nurse -practitioner, who would be a registered nurse 
with a year's extra training in the theory and practice of medical care. Nurse -practitioners 
would carry out screening for and treatment of specified diseases and so, it was hoped, help 
to relieve the shortage of doctors. 

In relation to health technology, he pointed out that in many of the developing countries 
health technologies were available where they were needed; those technologies were acceptable 
to the people, inexpensive, simple and, for the most part, harmless. Only their efficacy 
and harmlessness needed verification. WHO should assist Member States with the research into 
traditional health technologies, providing appropriate technical collaboration. 

He expressed his support for both the draft resolutions. 

Mrs KUO SCAN -HU (China) said that, since the Committee was discussing basic health work 
with a view to exchanging experiences, she wished to describe the important role played by 
barefoot doctors in China. 

Chairman Mao Tse -tung had constantly educated medical and health workers to serve the 
majority of the people wholeheartedly, and had instructed them to apply themselves particularly 
to the rural areas. The emergence of barefoot doctors and cooperative medical services in the 
rural areas had constituted a revolution in medical and health work. 

She herself was a barefoot doctor of the Ching -Kou Brigade in Shan -si Province. Before 
liberation, as in other parts of the country, the Ching -Kou Brigade region had been under the 
domination of "three big mountains" - imperialism, feudalism, and bureaucratic capitalism. 
The labouring people had lived in extreme poverty, and medical and health services had been 
non- existent. 

After the liberation, the people were emancipated politically and became the masters of 

the country. In the years before the Great Proletarian Cultural Revolution, some develop- 
ments had been made in medical and health work. However, as Liu Shаo -chi and his accomplice 
had disrupted and refused to implement the proletarian health line of Chairman Mao, many of 
Chairman Mao's important instructions had not been seriously carried out - in particular his 
instructions that health work should be at the service of the workers, peasants, and soldiers, 
that the emphasis should be placed on prevention, that it was imperative to arouse the masses 

to combat disease, and that traditional Chinese medicine should be integrated with Western 
medicine. A gap had still existed between urban and rural health work. 

During the unprecedented Proletarian Cultural Revolution and the movement of criticizing 
Lin Piao and Confucius, the broad masses of the people had repudiated the revisionist line. 

Chairman Mao's proletarian health line had then been implemented earnestly, and a great 

change had taken place in the Ching -Kou Brigade. The grain output had increased every year, 

and the living standards and health conditions of the peasants had improved noticeably. 

On the recommendation of the poor and lower -middle peasants, she had started to study 

medicine in 1969. After one year's training in the Commune hospital, she returned to the 

Brigade to work as one of several barefoot doctors. Since that time, she had twice received 

further training - by attending a two -month acupuncture course in 1973 and by attending the 

Commune hospital for five months in 1974. She could now carry out preventive measures 

against, and treatment of, common diseases in the field of internal medicine. She had also 

gained a knowledge of surgery, gynaecology, and paediatrics and could handle certain 



A29 /B /SR /20 
page 15 

complicated and difficult cases in a proper way. She described several typical cases that 

she had treated. 

Although she was a doctor, she also took part in collective agricultural labour, her 

income being assessed in terms of farm work -points, as was the income of other Commune 

members. In 1975 she had worked in the fields for 325 days. She always took her medical 

kit with her and gave medical treatment in the fields while working together with other 

Commune members. When not engaged in farm work, she delivered medical care to Commune 

members whenever they needed it, by day or night. 

The barefoot doctors in her Brigade attempted earnestly to implement Chairman Mao's 

proletarian health line and the principle of "putting prevention first ". They made visits 

from household to household to determine health conditions and the incidence of diseases and 

engaged extensively in health education so that the masses would be aroused to fight 

unhygienic habits themselves. A patriotic sanitation movement had been established on a 

large scale, and a new atmosphere prevailed under which old habits and customs were being 

reformed. The countryside had assumed a new look and early prevention and timely treatment 

of disease were being achieved. 

Cooperating closely with teachers in nurseries, kindergartens, and primary schools, they 

gave periodic vaccinations to children and lectured them on hygiene. 

Health work had been integrated with work on the farmland capital construction project 

and the reformation of the rural environment. In the few years since the Cultural Revolution, 

her Brigade had built two small reservoirs and five water - storage ponds and had laid water 

aqueducts more than 5 km long, thus solving the irrigation problem and providing drinking - 

water. Culverts had been built and unhygienic ditches filled in for the expansion of 

farmland and improvement of the environment. 

Thanks to the efforts made, communicable diseases were now under control and some had 

been eradicated in the area of the Brigade. Common diseases had been markedly reduced. 

A family planning programme had been undertaken at the behest of the Government, in order 

to protect the health of mothers and children, to assure the prosperity of the nation, and to 

facilitate the planned development of the economy. Technical advice was provided to the masses 

on a voluntary basis. 

The barefoot doctor was a doctor and a peasant at the same time - a new type of rural 

medical worker who merged closely with the masses and was never divorced from agricultural 

labour. He was trained either in the Commune hospital or by the members of the medical team 

sent to the countryside. Some barefoot doctors received their training in medical college. 

At present, there were more than 1.5 million barefoot doctors in China. 

The introduction of the rural cooperative medical service occurred almost simultaneously 

with that of barefoot doctors. The establishment of that service was a revolutionary 

pioneering action because it involved the organization of the peasants in practising mutual 

assistance and cooperation, which was the essence of socialism. More than 80% of the production 

brigades in China had adopted the cooperative medical system. Under that system, a cooperative 

medical service station was established at brigade level and a health centre at the production 

team level. They were financed by the commune members themselves - partly from a common fund, 

partly from the savings they made, aid partly from the collection of contributions. Commune 

members received free treatment except for a consultation fee of 5 cents at the cooperative 

medical service station. When patients were referred to medical units other than those in 

their own brigades, expenses in full or in part were paid by the latter. The adoption of the 

cooperative medical system had made it easier to practise the policy of "prevention first ", to 

promote the patriotic sanitation movement, to integrate traditional Chinese medicine with 

Western medicine, and to develop the utilization of herbal and other traditional medicines. 

It also helped commune members to overcome the difficulties incurred by illness and injury. 

Under the guidance of Chairman Mao's revolutionary health line, there was a vigorous 

development of barefoot doctors, cooperative medical services, and the settling of urban doctors 

and medical workers in the rural areas. The differences between health conditions in urban 

and rural areas and between those of manual and mental workers had been reduced. 

The key factors to success in rural health work were a correct political policy, correct 

principles and policies for health work, and a contingent of medical and health workers deter- 

mined to serve the people wholeheartedly. If a socialist country changed its colour, 

practised revisionism, and restored capitalism, if it became aggressive and expansionist and 

mercilessly suppressed aid exploited its own people, its medical services would work only for 

the few. The newly engendered bourgeois overlords would seize the leadership in medical and 
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health work, monopolize the best medical facilities and drugs, and leave the broad masses 
without medical care. 

Although the achievements had been considerable, much remained to be done. China was a 
developing country faced with the same great tasks as the other third world countries in 

developing national health work. Together with other countries, China was willing to make its 
contribution. 

The International Conference on Primary Health Care that was to be held in 1978 should 
have a clear aim. The root causes of disease, impoverishment, and backwardness were 
imperialism, colonialism, and hegemonism. To overcome those forces and to strive for and 
safeguard national independence were prerequsites for the development of the national economy 
and the national health service. That was the point that the Conference should first make 
clear. The Conference should then work out appropriate policies for the strengthening of the 
basic health services in developing countries. The people in Asia, Africa, aid Latin America 
had all suffered from oppression and exploitation by imperialism, colonialism, and hegemonism. 
After heroic and prolonged struggles, many countries had won their independence, had maintained 
their national independence and sovereignty, and had developed their economies and health 
services. They had also accumulated much useful experience and developed many good approaches 
and methods in their national health work. However, they were still confronted with the 
important task of developing further their medical and health services, particularly at the 
basic level. The Conference should discuss approaches adapted to the developing countries, 
taking into account the actual situation and the health needs of the people. It was only in 
that way that good results for the people of the third world could be obtained. 

Dr AL -AWADI (Kuwait) said that WHO's policy on primary health care was one of the most 

important landmarks in the philosophy of the Organization. All delegates welcomed that 
endeavour. The Director -General's report stressed the importance of an accepted health 

technology adapted to the life style of the population. Unfortunately most health policies 

were oriented towards the treatment of disease rather than its prevention. It was thus 

necessary to pay greater attention to the proper development of health manpower and the institu- 

tions responsible for the training of personnel. He suggested that that point should be 

mentioned in the draft resolution introduced by the delegate of Iran by amending paragraph 4 
to read as follows: 

4. REQUESTS the Director -General: 
(1) to stimulate health manpower training institutions to intensify their efforts 
for promoting and strengthening their roles in developing more effective health 
technologies that are relevant and applicable to the national and local circumstances; 
(2) to take adequate measures to establish and develop a programme of health 
technology relating to primary health care and rural development. 

Dr KRAUSE (German Democratic Republic) welcomed the initiative of promoting the development 
of primary health care. His own country had achieved remarkable results in that field, 

although some problems remained. The health system was based on the principles of an equal 
right of all citizens to free medical care, material security in case of accident or illness, 
the prophylactic care of mothers, children, adolescents and those working in industry and 
agriculture, and the free choice of a physician. The health system was an integral part of the 
entire socioeconomic system, and outpatient primary care was an integral part of the entire 
health care system. Much attention had been devoted to the rural areas. By giving responsi- 
bility to local organs for the health establishments in their areas, it had been possible to 

open up local resources in addition to those allotted from the national budget. The network 
of establishments had thus been increased and equipment had been improved. Outpatient medical 
care had been improved by the development of the former general practitioner into a "specialist 
in general medicine" by means of a postgraduate course lasting five years. In developing 
countries health auxiliaries, working under the guidance of physicians, could significantly 
improve health conditions. He welcomed the international conference on primary health care to 
be held by WHO in 1978. 

Dr HASSOUN (Iraq) supported the trend to improve primary health care, particularly in the 
rural areas. His own country had made considerable progress in that field, and the Director - 

General's report conformed to the plans of his own Government, which were being carried out in 
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association with WHO and UNICEF. Iraq had many remote and very small villages, but an effort 

was being made to provide them with health care by means of mobile health units. It was hoped 

to set up health centres in future with a complete coverage of all villages. There were, 

however, 15 000 villages and an insufficient number of specialists and auxiliary personnel. 

He welcomed the convening of regional and interregional meetings for the exchange of views and 

the drawing up of technical directives that could be adapted for use by various countries. He 

supported the draft resolutions before the Committee and the amendment proposed by the delegate 

of Kuwait. 

Dr GERRITSEN (Netherlands) said that primary health care linked to community involvement 

appeared to be an important global health problem, given the varying backgrounds of the different 

countries. Rural health care in the Netherlands no longer presented a problem because the 

distances were always short. It was, however, still an issue for other reasons. In the past 

too much emphasis had been placed on intramural care, which had not always benefited the 
patient and had been very costly. The Netherlands had discovered that primary health care 
linked with community involvement was an essential part of health services as a whole. It was 

provided by private organizations having a membership covering a large part of the population. 

To improve the health of people in developing countries primary health care was of the utmost 

importance; it formed the infrastructure on which many health projects depended. His delega- 

tion was a cosponsor of the draft resolution introduced by the Tanzanian delegate. 

Dr VALLADARES (Venezuela) said that he wished to propose two amendments, which he had 
handed to the Secretariat, to the draft resolution introduced by the Tanzanian delegate. 

The meeting rose at 1 p.m. 


