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FIFTEENTH MEETING 

Monday, 22 May 1978, at 14h30 

Chairman: Dr N. N. MASHALABA (Botswana) 

REVIEW OF SPECIFIC TECHNICAL MATTERS: Item 2.6 of the Agenda (continued) 

Development and coordination of biomedical and health services research: Item 2.6.4 of the 

Agenda (continued) 

The Committee had before it the following draft resolution, submitted by the delegations 
of Burma, German Democratic Republic, India, Indonesia, Italy, Poland, Turkey, Union of Soviet 
Socialist Republics and United States of America: 

The Thirty -first World Health Assembly, 
Having considered the Director -General's report on development and coordination of 

biomedical and health services research; 
Recalling resolutions WHA25.60, WHA27.61, WHA28.70 and WHA30.40; 
Reaffirming that effective biomedical and health services research aimed at the 

solution of the major health problems of Member States, especially of developing 
countries, plays an increasingly important role in effective technical cooperation 
between the World Health Organization and Member States; 

1. THANKS the Director -General for his report; 

2. ENDORSES the steps already taken to implement the relevant resolutions of the 

World Health Assembly; 

3. NOТES with satisfaction the reorientation of the Organization's research activities, 
particularly through the greater involvement of the regional advisory committees on 
medical research in defining programmes of action consonant with national and regional 
health priorities; 

4. URGES Member States to: 

(1) review their research needs and institutions with a view to strengthening 
their research capabilities; 

(2) collaborate among themselves and with WHO in accelerating relevant programmes 
for biomedical and health services research; 

5. REQUESTS the Director -General: 
(1) to continue to pursue the Organization's long -term efforts to coordinate and 

promote research, with emphasis on: 

(a) strengthening the research capability of Member States; 
(b) fostering technical cooperation with and between research establishments 
of Member States; 

(c) involving more closely the Executive Board, regional committees as 
appropriate, and the advisory committees on medical research in the formulation 
of policy, the definition of priorities and the evaluation of the Organization's 
research activities; 

(2) to present to the Executive Board and the World Health Assembly a comprehensive 
research programme, in which WHO is involved, as requested by the previous 

resolutions of the World Health Assembly, covering priorities of Member States 
outlined in the Sixth General Programme of Work, as well as the special research 

programmes, including the programme of health services research; and 

(3) to report periodically on progress, as appropriate, to the Executive Board and 

the World Health Assembly. 
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Dr AUNG-TIAN-BATU (Burma), speaking as a co- sponsor of the draft resolution, explained 

that the intention of operative paragraph 5(2) was not to indicate that a comprehensive 

programme of research should be drawn up - which would be a very difficult task. What was 
intended was that priorities should be indicated for the research programmes in which WHO was 
involved, especially in relation to the Sixth General Programme of Work. 

He also suggested that the wording of the draft resolution could be improved by replacing 
the words "a comprehensive research programme" by "a comprehensive programme of research ". 

Dr LEPPO (Finland) suggested that the second preambular paragraph should be amended by 
the inclusion of a reference to resolution WHA29.64. 

It was so agreed. 

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

Medium -term programme for health manpower development: Item 2.6.7 of the Agenda (continued) 

The Committee had before it the following draft resolution, proposed by the delegations 

of Australia and Belgium: 

The Thirty -first World Health Assembly, 
Having noted the documents, the report, and resolution EВ61.R27 concerning the 

programme of health manpower development; 

1. CONGRATULATES, in its turn, the Director -General on the work accomplished; 

2. DESIRES that the programme be pursued as rapidly as possible; 

Э. INVITES Member States to consider close collaboration with WHO so as to achieve 

as rational a use as possible of already existing health personnel; 

4. REQUESTS the Director -General to report to the Executive Board and the World Health 
Assembly on the progress achieved by WHO and in Member States. 

Dr REID (United Kingdom of Great Britain and Northern Ireland) proposed that the 

draft resolution should be amended by deleting, in operative paragraph 1, the words "in its 

turn"; and by adding a new operative paragraph 2, reading: "ENDORSES the contents of 

resolution ЕB61.R27 ". The former operative paragraph 2 could also be improved by 
replacing the word "rapidly" by "vigorously ". 

Dr CUNNING (Australia) said that he had no objection to those suggested amendments. 

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

Malaria control strategy: Item 2.6.8 of the Agenda (Official Records No. 245, pp. 8 -9, 

paras 41-46; Document АЗ1 /19) 

The Committee had before it a draft resolution,1 reading: 

The Thirty -first World Health Assembly, 
Having considered the Director -General's report on malaria control strategy; 
Recognizing that the critical situation in malaria in many countries spread over all 

regions of the world is jeopardizing not only the health of their populations but also 
their overall socioeconomic development; 

Aware that such trend of deterioration if not checked immediately would result in a 

problem of global dimensions and that it could often be reversed by determination and the 

i Proposed by the delegations of Angola, Botswana, Denmark, Finland, German Democratic 
Republic, Honduras, India, Indonesia, Lesotho, Maldives, Mauritius, Nepal, Nicaragua, Norway, 
Romania, Sweden, Thailand, United Kingdom of Great Britain and Northern Ireland, United 
States of America, Venezuela and Zambia. 
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political will of Member countries and by the flexible selection and judicious 
utilization of malaria control methods that are already available; 

Considering with regret that most of the recommendations in resolution WHA22.39 
adopted by the Twenty- second World Health Assembly, when it re- examined the global 

strategy for malaria eradication, and in subsequent resolutions of the Executive Board 
and Health Assembly, have not been adequately implemented; 

Subscribing with satisfaction the decision of the Executive Board to re- establish 
an ad hoc committee on malaria; 

1. ENDORSES the report of the Director -General; 

2. EMPHASIZES that it will be possible to stop the dramatic recrudescence of malaria 
only if firm commitments are made to combat it and adequate resources are devoted to 
antimalaria activities; 

3. URGES Member States to reorient their antimalaria programmes as an integral part 
of their national health programme in accordance with the guidelines set out in the 

Director -General's report and to increase their commitments (fiscal, administrative and 
technical) against malaria, within their national development plans; 

4. REQUESTS the Director -General: 
(1) to stimulate and strengthen cooperation between the Organization and its 
Member States and among countries themselves in the rapid development and effective 
implementation of their antimalaria programmes; 
(2) to promote intercountry and interregional coordination of the national 
antimalaria control programmes; 
(3) to provide technical guidance and support to malaria control activities; 
(4) to increase the Organization's participation in the comprehensive and 
multipurpose training of public health workers in the malaria field; 
(5) to expand and support the antimalaria basic and applied field research 
programme with a view to improving antimalarial methodology; 
(6) to identify, stimulate, promote and coordinate international and bilateral 
financial involvement and technical cooperation in the field of malaria; 
(7) to assess the functional structures of the Organization dealing with 
málaria so as to gear it to undertake a comprehensive, purposeful and effective 
drive with the goal of speedy control of the disease; 
(8) to report to the Executive Board and to the Thirty -third World Health Assembly 
on the evolution of the malaria situation and on the implementation of the malaria 
control strategy by Member States and by the Organization. 

The CHAIRMAN, in introducing the item, referred to the increasing concern that had been 
expressed in recent years at the resurgence of malaria in many parts of the world. 

Dr VIOLAKI- PARASKEVA (representative of the Executive Board) said that, at its January 
session, the Executive Board had been given a preview of the Director -General's report on 
malaria control strategy. The resurgence of malaria had continued during 1977, and Board 
members had been alarmed by the increase in malaria cases in the world. It was pointed out 
that successful malaria control programmes required reasonable health service coverage and 
should be carried out as part of primary health care systems. Permanent malaria control 
measures should be an integral part of development programmes, for example those dealing with 
irrigation, drainage or highways, through the collaboration of the agencies concerned. 
Emergency plans for epidemic flare -ups should be prepared, so as to stop malaria spreading to 
areas that had been freed from the disease. 

The importance of strengthening research to develop new control methods (such new methods 
including the preparation of an antimalarial vaccine and involving field workers in applied 
research) was stressed, as was the need to promote drug production. WHO was also asked to 
collaborate in establishing malathion toxicity. 

WHO's role should be to provide Member States with information on general programme 
development, to disseminate information to Members on changes in the epidemiological situation, 
on drug -resistant strains of Plasmodium falciparum, and on new antimalarial drugs, and to 
contribute to training and research. Some Board members had emphasized that WHO should 
assign appropriate priority to malaria control measures and that a global programme should be 
worked out. The Director -General had suggested that it was for the Health Assembly to decide 
on the priority that WHO should give to its antimalarial programme. 
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The Executive Board had decided to reappoint the ad hoc group on malaria to assist in the 

preparation of the Direcotr -General's report. 

Dr LEPES (Director, Division of Malaria and other Parasitic Diseases) said that document 
A31/19 described the evolution of the malaria situation during the last ten years and provided 
guidelines on malaria control strategy. It also gave a detailed outline of WHO's role in 
technical cooperation with countries undertaking any type of malaria control activity. 
Appendix 1 gave details of the world malaria situation, while Appendix 2 described the 
detailed malaria control strategy, in addition to setting out guidelines on planning, evaluation, 
research and training. 

Those malaria eradication programmes initiated between 1956 and 1962 had resulted in a 
considerable reduction in malaria morbidity and mortality, although the final goal of 

eradication had not been achieved. Nevertheless, some 500 million people had been freed 
from the threat of endemic malaria. In addition, total coverage in space and time with 
antimalarial measures had provided, for the first time, protection to rural areas. 
Unfortunately, in the last eight to ten years, the epidemiological situation had steadily 
deteriorated in certain parts of the world. There had been, on an average, a 2.3 -fold increase 
in the number of cases reported, although in certain countries the figures reported had shown 
a 30 to 40 -fold increase as compared with 1969 -1970. Those figures must, however, be regarded 
with caution. In Africa south of the Sahara, for example, very little had been done to 
determine malaria morbidity or mortality on an organized basis. 

In view of the fact that, in most instances, the revised strategy adopted in 1969 by the 
Twenty- second World Health Assembly had not been implemented, the Director -General was sub- 
mitting the document to the Assembly as a guideline for malaria control strategy, with tactical 
variants that could be used in any country affected by the disease, depending on technical 
factors, the tools available, and the country's resources in terms of finance and manpower; 
those variants were: (1) reduction /prevention of mortality by administration of antimalarial 
drugs to those suffering from the disease; (2) reduction/prevention of specific mortality and 
morbidity by providing antimalarial drugs both to those suffering from the disease and to those 
in highly vulnerable groups; (3) prevention of mortality and reduction of morbidity and 
prevalence by administration of antimalarial drugs and by carrying out vector control measures; 
and (4) application of control measures on a countrywide basis with the ultimate objective of 
eradicating the disease. 

Malaria directly affected socioeconomic development and was a political problem inasmuch 
as it required political action. For that reason, the most important principle of any malaria 
control activity was undoubtedly the national will to control the disease. Furthermore, the 
malaria programme should be an integral part of the country health programme. The feasibility 
and practicability of reducing malaria to a level consistent with the objectives set should 
be demonstrated. Community participation should be an essential part of the overall national 
effort to control malaria. 

In view of the ecology of the disease, malaria control efforts should be coordinated with 
other economic development programmes, particularly those that included physical changes in 
the environment that might increase "man -made" malaria. The intensity of the endemo- 
epidemicity of malaria depended on a complex association of many factors related to the vector, 
the behaviour of man, and the geotopography of an area (including its climate, water courses, 
rainfall and vegetation); on species of plasmodia and their strains prevailing in that area, 
and on the treatment applied (individual or community). The clinical expression of malaria 
within a community would depend on the immunity acquired by the members of that community. 
Technically, therefore, malaria was essentially an epidemiological problem and any approach 
to its control must be epidemiological. Many epidemiological features distinguished malaria 
from other communicable and parasitic diseases, the most important being the specific pattern 
of transmission. All those factors had to be taken into consideration in selecting control 
methods. 

Some types of control measures were not exclusively the responsibility of the health 
services, e.g. bio- environmental measures and individual protection - yet those measures were 
very important. For some time to come it would be necessary to apply the methods and tools 
already developed, since it was unlikely that a miracle insecticide, new drug or vaccine would 
soon become available. 

A training programme should be prepared to provide the health services with sufficient 
skilled personnel in all aspects of malaria control. Such a training programme was being 
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worked out for the Asian countries, and it was hoped that it would be implemented early in 
1979. Preliminary discussions had taken place on the development of a similar programme for 
the Americas. Additional training activities should also be considered for Africa. 

Field research was necessary in countries affected by malaria to clarify the reasons for 
the persistence of transmission. Under the WHO Special Programme for Research and Training 
in Tropical Diseases, within which malaria was being accorded first priority, a programme of 
field research activities was being worked out that would lead to the development of additional 
national expertise. 

Some health administrators might have the impression that WHO itself was not keen to 

pursue the malaria programme since so much emphasis had been placed on national will and on 
political decisions by governments. The extent to which WHO was to provide support to the 
malaria control programme would depend on the Health Assembly's decision, while individual 
countries would decide to what extent they wished to involve the technical responsibility of 
WHO in their national programmes. In his view, it would hardly be possible for the 

Organization to reduce the attention being paid to a programme dealing with such a devastating 
disease. 

Malarious countries had to wage the battle against malaria simultaneously on four fronts: 
(1) the efforts to curb the epidemic trend of malaria so as to prevent further spreading; 
(2) the detailed elaboration of a long -term control programme; (3) the preparation of adequate 
national expertise; and (4) epidemiological research on the persistence of transmission. 
In spite of all the difficulties, good results could be obtained provided that a global 
cooperative effort was made. There was no place for pessimism. 

Dr SANKARAN (India) said that malaria continued to be a major health problem in his 
country. Prior to 1948, the incidence had been 75 million, with 800 000 deaths a year. 
Malaria had been contained following the establishment of antimalaria organizations throughout 
the country and a massive spraying programme, with the aid of national and international 
agencies and with a band of workers who later became leaders in the field. The steps taken 
were so effective that in 1965 there were only 100 000 cases, with two deaths reported; 
splenic indices became normal; and loss of working time was minimal. The country was 
into complacency; and the warning signs, with a minimal increase in incidence as early as 
late 1966, were not heeded. There was a dramatic increase to some 694 650 cases in 1970 
and to 1 322 400 in 1971. Spraying operations were started - but in the short space of six 
years the workforce had been disbanded. A new cadre of doctors, with no knowledge of malaria 
and with little interest in it, had emerged. Spray operations could not be maintained beyond 
1972 -1973 because of lack of insecticides; and later, following sporadic spraying, an 
insecticide -resistant vector emerged. The oil crisis had worsened the situation, since 
naphtha -based insecticides produced in the country became increasingly expensive. 

The rural vector, Anopheles culicifacies, had developed resistance to DDT in most areas 
and to ICI, and to a lesser extent malathion, in some areas. The urban vector A. stephensi 
had developed resistance to DDT and ICI in many areas. A strain of Plasmodium falciparum 
resistant to chloroquine had emerged in areas in the north -east of the country. There had 
been an increase in city slums, improper disposal of sewage and refuse, construction of 
housing with inadequate drainage, and accumulation of pools. Recent reports on the long -term 
effects of DDT had resulted in public antagonism to its use in spraying programmes. 

In 1976, the number of slide -positive cases was 6 467 215, with 59 deaths due to 
P. falciparum infections, the number of P. falciparum cases being 742 247. The slide 
examinations in all fever cases had shown a positivity ratio for malaria of 7 to 11 %. Over 
the past few years, renewed effort had led to the establishment of 72 entomological teams and 
the introduction of a P. falciparum containment programme; chemoprophylaxis by amino - 
quinolines for every suspected fever case; increased production and import of drugs and 
their large -scale distribution, with 100 000 drug distribution depots opened by April 1978 
and a further 150 000 to be opened by 1981; the introduction of laboratory teams at primary 
health clinics, with one inspector for every 32 000 of the population; health education of 
the public using mass media methods; a massive programme of operational and immunological 
research in many national centres, including a vector control research unit; and the allocation 
of about one-quarter of the health budget ($ 75 million in 1977) to antimalaría activities. 

He thanked the Swedish International Development Agency, the United Nations Children's 
Fund and the Norwegian Agency for International Development for their help, particularly in 
the supply of ICI, malathion, 4- аmínoquinolines, 8- aminoquinolines and pyrimethamine. 
Negotiations were under way with other government agencies. Support had been promised by 
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the Government of the United Kingdom, and the negotiating team of the United States Agency for 
International Development had promised an early reply. WHO had allocated $ 545 795 for 1977 
and $ 243 000 for 1978. 

His delegation, as a co- sponsor of the draft resolution, appealed for the support of all 
delegations for a problem that was of global dimensions. 

Dr HASSOUN (Iraq) said that the position described in document АЗ1/19 - namely that 
malaria had reappeared in some areas, and that control programmes were not possible in some 
countries, particularly in the developing countries - was due to a shortage of financial and 
manpower resources. 

In Iraq the situation was improving, thanks to financial support from the State and 
coordination between the malaria and other health services. In 1977, 1 700 000 blood samples 
had been examined, an increase of 18% as compared with 1976. That examination had revealed 
5069 positive cases, a decrease of about 40% compared with the previous year. Malaria had 
been stamped out in the central and southern regions of the country, and only the north remained 
affected. The cooperation of neighbouring countries had been extremely effective in 
implementing the malaria control programme. His delegation supported the draft resolution. 

Dr REBOLLO (El Salvador) said that El Salvador had been one of the first countries to 
transform its malaria control programme into a malaria eradication programme, but that programme 

had subsequently undergone many vicissitudes. In 1971 therefore, an international seminar 
had been convened in El Salvador, at which the reorientation of the 1969 WHO recommendations 
had been considered. At the same time, a meeting had been held of all the directors of 
malaria control programmes in the Americas and the Caribbean. Hope had now returned, since 
cases of malaria had been reduced by about 60% in the last two years. 

It had been stated that, for success to be achieved, political will was necessary; that 
will had been demonstrated in El Salvador, not only in words but in deeds, since the National 
Plan "Welfare for All" had placed responsibility for the malaria programme at a high level: 
though directed by the Ministry of Health, it was coordinated by the Ministries of Planning 
and of Social and Economic Coordination, with the participation of other ministries and 
institutions. The malaria control programme was thus multisectoral. The allocation for 
malaria control had been tripled over the last five years to allow for increases in costs 
and the loss of UNICEF support. 

A further condition for success was integration of malaria control activities into the 

health services. In El Salvador, that was a two -way process, since the health services paid 
special attention to any suspected malaria patient, while malaria control personnel took part 
in other programmes, such as family planning, thereby improving the cost benefit ratio, and 
raising the morale of the personnel. 

Operational flexibility was also important. In El Salvador, insecticides were used only 
in areas where they were effective against the vector concerned, appropriate measures were 
taken in the areas of greatest economic importance, and where two or more areas were of equal 
importance, that area was chosen where the greatest success was expected. Other measures, 
such as drainage and the use of larvicides, had been employed; and mass prophylactic treat- 

ment had been given to the population at risk, with curative treatment for those suspected 
or proved to be suffering from malaria. 

His delegation fully supported the draft resolution, of which it wished to be a 
co- sponsor. 

Dr ERNERT (Federal Republic of Germany) said that the first WHO malaria eradication pro- 
gramme had aimed at eradicating the disease by destroying the vector - by region and by 
country - throughout the world. For many governments (such as his own), for bilateral agencies 
andmultilateral agencies such as WHO and UNICEF the 'sixties had been years of disappointment. 
He recalled that, in the years 1969 -1970, a Latin American country had instituted an eradication 
programme for the second time, following a recrudescence of the disease. In another country, 
the number of cases had increased, in direct proportion, when funds and personnel fell below 
the numbers recommended by WHO and UNICEF as necessary to maintain operations and surveillance. 
In the early 'seventies, the Federal Republic of Germany had collaborated with WHO in supplying 
large quantities of new insecticide, as well as small quantities of DDT, for a pilot project 
in the savanna regions of Africa. However, it had not been possible to set up a programme 
across boundaries to destroy the vector throughout the Region, especially as there was a risk 
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of the vector becoming resistant to both DDT and the new insecticide. He therefore fully 

shared the apprehensions expressed by the countries affected, and by WHO. It was to be hoped 

that new drugs would be developed as a result of the Special Programme of Research and Training 

in Tropical Diseases. In malaria control, more than in any other field, priority decisions 

were needed at the level of ministers of health and finance in the allocation of limited funds. 

Multilateral or bilateral international cooperation should take account of such decisions, on 

which any future success would depend. 

His delegation wished to co- sponsor the draft resolution. 

Dr MYINT (Burma) said that in his country, a malaria eradication programme had been 

instituted in 1958, with the help of WHO and UNICEF. The programme had been revised from one 

of eradication to one of control in 1972 in accordance with the revised strategy adopted by 

the Twenty - second World Health Assembly. Malaria was the main public health problem in Burma 

and was one of the six priority sectors of the People's Health Programme. The programme 

included: integration of antimalaria activities with basic health services and with the pri- 

mary health care programme; the use of multipurpose and voluntary community health workers for 

antimalarial activities, together with extensive participation of the community; and estab- 

lishment of councils elected from the community, which were closely involved in the imple- 

mentation of local activities. 

Like other developing countries, his country was short of insecticides and antimalarials 

because of its limited resources. In that connexion, the Technical Discussions on drug 

policies and management, as well as the deliberations of the Assembly on item 2.6.1 of the 

agenda, had been of particular interest and use. The implementation of the recommendations 

to make essential drugs available to the majority of populations would have a noticeably 

beneficial effect on his country's antimalarial activities. The problem of P. falciparum 

resistance to 4- aminoquinolines was compounded by the high price of alternative drugs, 

including quinine. He was particularly concerned at the high price of parenteral quinine, 

which was a lifesaving drug in cerebral malaria, especially where there was resistance to 

chloroquine. 

His country was coordinating its efforts with other countries in the Region and had 

participated in border conferences and meetings organized by the Regional Office for South - 

East.Asiа. It had also taken an active part in joint research projects, especially surveil - 

lance for P. falciparum resistance to 4- aminoquinolines. 

It was possible that the adoption of the revised strategy for malaria eradication had 

brought about a decline in effort at both country and international level. In view of the 

resurgence and potential threat of the disease, the antimalarial programme needed new impetus. 

WHO should spearhead the mobilization of world opinion aid resources for a joint attack. His 

delegation supported the draft resolution. 

Dr FUJIGAKI (Mexico) said the Director -General's report was based on the concept of 

flexibility, the main objective being to stimulate effort at the global level and to dissemi- 

nate updated information on progress. In his country, the antimalaria programme was 

committed to eradication of malaria by the use of all known methods, including application 

of residual insecticides and larvicides and chemotherapy. Prior to the programme, some 

2.5 million cases and 25 000 deaths had been registered annually. In 1977, there had been 

19 000 cases but no deaths. Large areas of the country were moving from the consolidation 

to the maintenance phase and many others were moving from the attack to the consolidation 

phase. Persisting foci were being intensively attacked. Epidemiological research was being 

undertaken and the necessary strategy developed. The results would help in achieving eradi- 

cation. The "vertical" campaign had been incorporated into the permanent health services, 

with good results. The country's Public Health School ran an annual course in the epidemio- 

logy of malaria and other parasitic diseases. In addition, community participation was being 

encouraged. Because of the inherent difficulties of eradication, many of the programmes were 

going over to control. However, in view of the success already achieved, Mexico had refused 

to change its strategy aid at the XXV Meeting of the Directing Council of РАНО had submitted 
for discussion the subject of "Control versus eradication in malaria programmes ". It had 

been agreed that eradication was the objective, with control as an interim objective only. 

His country would continue along those lines and would fight to keep eradication as the 

objective of the programmes of international organizations. 

His delegation supported the draft resolution, but wished to amend operative paragraph 3 

to read: 
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"URGES Member States to reorient their antimalaria programmes, with eradication as the 

ultimate objective, as an integral part of their national health programme . . . ". 

Professor SPIES (German Democratic Republic) said that his delegation, as a co- sponsor of 

the draft resolution, agreed that the malaria control strategy should be global. However, 

the Organization should concentrate on heavily infested areas, giving support and cooperation 

adapted to each particular situation. Self- reliance and national policies were well developed 

in some countries, while in others great help was needed. 
The Director of the Division of Malaria and other Parasitic Diseases had said that the 

solution to the problem was epidemiological. He noted that operative paragraph 4(5) reccm- 

mended expansion and support of basic and applied field research. Although no new solution 
to malaria was at hand, there were some interesting developments in medical and biomedical 
research. Progress was being made in biochemistry, molecular biology, molecular genetics, 
cell metabolism, erythrocyte function, etc. It might be necessary to examine research in 

other fields to find new clues for malaria, aid he stressed the importance of strengthening 
both basic and applied research. His country would consider how it might assist in such 
research. 

Professor AVRAMIDIS (Greece) said that if malaria continued to be a major public health 
problem it was because of the lack of adequate surveillance, health infrastructure and support 
services over the past few years. There had been a recrudescence of malaria in large areas 
where it had previously been eradicated. The present situation was most alarming, since 
there was no solution to the problems of vector resistance to insecticides or of parasite 
resistance to chemotherapy. The reappearance of malaria was particularly serious for tourist - 
oriented countries. 

In his country, there were three vectors: Anopheles maculipenis, A. superpictus and 
A. sacharovi. In the years 1976 -1977, moreover, 71 imported cases had been reported. 
Because his country was susceptible to a recrudescence of the disease, a surveillance network 
had been set up and health services were on the alert to permit early detection. A seminar 
on various aspects of malaria was being held in May 1978 at the School of Hygiene in Athens, 
for physicians, public health inspectors and laboratory technicians working in the national 
health sector. 

His delegation wished to co- sponsor the draft resolution. 

Dr SILVA (Venezuela) said that in Venezuela malaria was endemic over 65% of the country, 
inhabited by about 9.5 million or 74% of the population. Mortality fluctuated between 300 and 
1000 per hundred thousand population. For some 40 years, Venezuela had had well organized 
malaria control programmes, new measures being introduced as they became available. In 1977, 
mortality was 0.02 per hundred thousand population. Epidemiological problems connected with 
transmission were still encountered in 23% of the country. In 1971, there had been approxi- 
mately 23 000 cases; in 1976, 4768; and in 1977, 5271. Imported cases had risen from 920 
in 1976 to 1387 in 1977. From 1943 onwards, an annual International Malaria School had been 
held for professionals in the field and a large number of specialists had been trained. 

Despite adequate organization and more or less adequate funds, the disease had only been 
contained: the problem had not been solved. Venezuela counted four main vectors, A. darlingi, 
A. albimanus, A. emilianus (= A. aquasalis) and A. nuneztovari. There was a large high -risk 
area where, despite the measures introduced, the principal vector of malaria A. nuneztovari, 
which could be either endophagic or exophagic, depending on the circumstance and on the strain. 
Insecticide application inside the house and sometimes peridomiciliary application was there- 
fore hindered. His country also contained a large tropical forest area, in which the disease 
could not be controlled. 

In Venezuela, as in many other countries, malaria was increasing whereas specialists in 
the field were decreasing. There was little incentive for professionals to work in public 
health activities. While it was rather outside the scope of WHO, he believed that the subject 
should be studied, since inadequate remuneration could undoubtedly have an adverse effect on a 
country's antimalaria campaign. 

His delegation supported the draft resolution. 

Dr CABRAL (Mozambique) said that the Ad Hoc Committee on Malaria and the Executive Board 
had shown a realistic approach to malaria control. The strategy of his own country's pro- 
gramme followed guidelines similar to those in the report. 
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In Mozambique, malaria was endemic, with parasitaemia levels of 75% in some areas and 
high morbidity and mortality in pregnant women and children under five. Loss of working days 
attributable to malaria was estimated to cost Sw.fr. 250 million annually. In 1976 -1977, a 

nationwide survey, the first of its kind, had been carried out. The constraints included a 
shortage of human and material resources, incomplete understanding of the ecology of the vector, 
difficulties in controlling strategy in groups at risk, and shortcomings in the health delivery 
system. 

For the malaria campaign, the risk groups had been defined according to their immunological 
pattern, controllable groups, including schoolchildren, people in communal factories and 
villages, and groups of high economic interest. The possibilities of active participation at 
different levels, for example, teachers and factory workers, had been examined. Simple cost/ 
effectiveness and cost /benefit studies had been made and the operational difficulties of the 

various approaches examined. The programme was based on chemotherapy in controllable groups, 
the treatment of all cases diagnosed, and vector control where feasible and urgent. Opera- 

tions were integrated into primary health care systems and based on community participation; 
they included mass chemoprophylaxis, environmental sanitation, and voluntary indoor spraying. 
Committees for coordination of the sectors concerned had been set up at different levels. In 

order to ensure progressive expansion of the programme, training of personnel and research 
activities were under way. The latter included research into the efficiency of different 
schemes of chemotherapy and chemoprophylaxis, the comparative efficacy of different schemes 
of chemoprophylaxis combined with vector control activities, and surveillance of resistant 
strains of Plasmodium and Anopheles. 

Available technology was expensive and had several shortcomings. In addition, there 
were operational shortcomings inherited from old- fashioned "vertical" malaria eradication 
services. Chloroquine resistance had not developed, and the drug remained an important 
weapon in malaria control. However, many found its taste unpleasant and experienced gastro- 
intestinal side effects: any improvement in that direction would therefore be most welcome. 
New weapons against the vector were also needed. In view of the side effects and persistence 
of insecticides, biological methods of control were relevant. Since immunization remained a 
dream, ways must be found to combine existing methods more effectively. Malaria control 
strategy should be coordinated with the Special Programme of Research and Training in Tropical 
Diseases and the Special Programme on Essential Drugs, and ways should be found to integrate 
malaria control activities into primary health care systems. 

His delegation wished to co- sponsor the draft resolution and proposed the inclusion of a 
new subparagraph in operative paragraph 4 reading: 

"to take the appropriate steps to achieve active coordination of malaria control acti- 
vities with the achievements of the Special Programme of Research and Training of 
Tropical Diseases; ". 

Professor VANNUGLI (Italy) said that it was clear from the Director- General's report 
and from the information given by Dr Lepes that the malaria situation was grave. The malaria 
eradication campaign had not attained its objective; in fact, the word "eradication" was 
tending to disappear from WHO documents and to be replaced by "control ". The tables in the 

report showed that the number of cases of malaria was increasing in an alarming manner in 

the countries where eradication appeared to be on the point of achievement and that the 

disease had been reintroduced into others. Why had such a situation arisen? Several 
Health Assemblies had adopted resolutions on the subject and made numerous recommendations, 
but malaria was still advancing. In fact, the problem did not seem to have been given the 

consideration it deserved. Malaria no longer occupied the place that it did some years ago; 
for example, in 1968 the total budget for antimalaria activities was US$ 6 544 316 while in 
1972 it was US$ 6 040 000. Subsequently antimalaria activities had been incorporated in 
the programme of parasitic diseases, for which the total allocation in 1978 was US$ 8 233 845. 

Thus, even if the whole of the allocation were used for antimalaria measures it would 
obviously represent a considerable decrease in real terms, taking into account inflation and 
devaluation. 

To combat the disease it was necessary to use a combination of all the traditional 
methods, concentrated in time and in space and taking into account differences in the local 
epidemiological situation. The hope had been expressed that a vaccine against malaria might 
soon be available. A vaccine employed in public health had to fulfil certain conditions, 
such as ease of administration, lack of serious side effects, reasonable cost, and the 
ability to confer lasting immunity. The day when such a vaccine would be available was still 
a long way off, whereas malaria was claiming victims at present, and was as well one of the 
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most serious obstacles to economic and social development. The tables he had earlier 
referred to showed that the responsible units in WHO knew their job and that the information 
available to them would permit them to tackle the problem. However, they lacked the means to 

carry out the activities with the necessary energy. In that connexion, priority should be 
given to the training of personnel, making use of regional centres of the kind that had 
existed in the past. It was necessary to act quickly, too, because the number of malaria 
experts was decreasing rapidly and the day would probably come when there would be training 
centres but not the necessary personnel to carry out the training. 

He supported the draft resolution before the meeting but, in order to ensure the neces- 
sary means for implementing it, he proposed that the following additional paragraph be 
inserted between operative paragraphs 4(б) and 4(7): 

"to give higher priority to the antimalaria programme in the programme budget 

estimates for 1980/81 in order that the resources allocated either under the 

regular budget or by mobilization of extra budgetary sources at different levels 
should be adequate ". 

Dr LISBOA RAMOS (Cape Verde) said that in his country malaria had for some years been 

considered eradicated but a recrudescence had occurred, although its geographical extent 
was limited and the total number of cases was not large. Antimalaria operations were being 
carried out and the technical assistance of WHO had been requested in order to reduce the 
incidence and if possible eradicate the disease. In the meantime a programme of action had 
been elaborated and was at present being implemented. Its success depended in part on the 
availability of qualified personnel and material resources, such as equipment, medicaments, 
and insecticides. He supported the principles formulated in the Director -General's report 
and also the draft resolution, with the amendments proposed by the delegates of Mozambique 
and Italy. His delegation wished to co- sponsor the resolution. 

Dr BAHRAWI (Indonesia) said that a malaria eradication programme had been launched in 

Indonesia in 1959 in cooperation with WHO and USAID, with the object of eradicating the 
disease from the country by 1970. In spite of organizational and administrative problems 
progress had been satisfactory and only 8862 cases were reported in 1965, whereas previously 
about 120 000 deaths from malaria had been recorded annually. Unfortunately, owing to 
unforeseen developments and the cessation of bilateral assistance to the programme from 1965 
onwards, the malaria situation had begun to deteriorate and the number of cases had doubled 
over the next three years. By the end of 1968 the malaria programme had been reorganized and 
integrated with the general health services. During the second five -year plan (1974 -1979) 
increased budgetary allocations had been made available to the programme and support had 
been provided by WHO and other sources. The whole malaria eradication strategy had been 
reconsidered in terms of national policies and priorities and the programme framework 
reoriented towards control rather than eradication. Technical criteria suited to specific 
epidemiological, environmental and ecological situations had been defined and operational 
standards evolved on the basis of the availability of resources and capabilities. Under 
the revised plan of operations the short -term objectives had been: (1) integration of the 

malaria control programme within the general health services; (2) prevention of the 

re- establishment of endemicity and reduction of the case incidence to below one per thousand 
in the highly infected areas and of the overall incidence to one per ten thousand in Java and 
Bali; (3) the overall reduction of morbidity and the elimination of mortality, and the 

reduction of endemicity in selected priority areas of socioeconomic importance in the other 
islands of Indonesia. Some administrative and managerial problems were still encountered 
and among the technical problems were the fairly widespread resistance of A. aconitus in 

central Java and the localized resistance of P. falciparum to 4- aminoquinolines in the other 
islands. 

The programme in the next five -year plan (1979 -84) would have two main areas: a 

programme for Java and Bali arid a programme for the other islands. In Java and Bali the 
approach in areas with a high case incidence would be different from that in areas of high 
vulnerability and in areas with a low case incidence. In the other islands of Indonesia 
the areas selected for malaria control activities, in order of importance, would be 
(1) transmigration areas, (2) economic growth areas, and (3) endemic areas. WHO's 
cooperation and support would be needed to reassess the methods adopted so that suitable and 
feasible alternative methods could be developed that could be effectively and economically 
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applied. WHO's help would also be needed in enhancing training capabilities and in assisting 

in the gradual development of applied and basic research capabilities. The existing 

WHO team would need to be strengthened by augmenting the technical expertise to cope with 

the mounting operational and technical problems faced by the programme in Java and Bali and 

the management of basic epidemiological situations in the expanding programme in the other 

islands. The Indonesian delegation also wished to co- sponsor the proposed draft resolution. 

The CHAIRMAN announced that the delegation of Argentina wished to co- sponsor the draft 

resolution but did not wish to take the floor. 

Dr EL GADDAL (Sudan) said that for a long time the malaria- transmitting mosquitos had 

been acquiring resistance to residual insecticides. Although new insecticides had appeared 

they were costly and the poorer countries were unable to afford them. Moreover, the problem 

had been further complicated because P. falciparum had become resistant to 4- aminoquinolines. 

As yet no resistance to antimalarial drugs had appeared in Africa but WHO would have to 

exert every effort to avoid resistant parasites being imported into that continent from 

Asia especially. WHO should help poor countries by sending them antimalarial drugs, at 

least for infants and pregnant women, and it should give special attention to research on 

biological control. His delegation wished to be added to the list of co- sponsors of the 

draft resolution. 

Dr AXER (Turkey) said that the results of the antimalaria campaign in Turkey had 

initially been satisfactory. In 1974 the total number of cases had been only a few hundred 

and those had been confined to a well localized focus, mainly the plain of Adana. In order 

to exploit that fertile region of Turkey a system of irrigation had been instituted, but it 

had created conditions favouring the recrudescence of malaria - lack of coordination between 

the sectors for agricultural development and the health services, and resistance of the 

principal vector to conventional insecticides. By the end of 1974 nearly 120 000 cases had 

been registered and unfortunately they were no longer localized to the plain of Adana but 

extended into the south -east of the country, mainly as a result of the seasonal migration 

of agricultural workers. 

. In the face of what was becoming an epidemic situation, the Government had declared an 

emergency in 1977 and appealed to WHO. The Regional Office for Europe had provided technical 

assistance and had appealed to European countries for equipment, insecticides and medicaments. 

Turkey had the unhappy distinction of being the first country in Europe to experience 

a recrudescence of malaria, but there was a danger that the epidemic might spread to other 

countries and the situation at the moment in Turkey was very disquieting. 

An initial degree of resistance of the principal vector to the insecticide at present 

used had been observed. Moreover, several cases of haemoglobinuria caused by treatment with 

primaquine had been reported in subjects with a deficiency glucose -6- phosphate dehydrogenase. 

The indiscriminate use of agricultural pesticides and the difficulty of controlling the 
movement of seasonal agricultural workers were also causing serious problems. 

WHO had an indispensable coordinating role in countries where malaria was resurgent and 

it could provide invaluable help in the training of personnel, either within the country or in 

regional centres. He accordingly proposed that funds from the research programme for tropical 

diseases should be used for operational research on malaria in countries where it presented 
a problem. He hoped that the experience of Turkey would not be forgotten and would enable 

other countries to prevent the reappearance of malaria in the wake of economic development. 

Mr ZAPATERO VILLALONGA (Spain) agreed with the recommendations in the report of the 

Director -General as well as with the steps to be taken in order to bring about a reduction in 

mortality aid the eradication of malaria. It should not be forgotten, however, that in the 

natural history of malaria a general improvement in economic and social conditions was 
fundamental to a reduction in the level of the disease. In his country there were some areas 
where the number of cases of malaria had fallen without any resort to specific antivector 
measures, a fall that could only be attributed to an improvement in economic and social 
conditions. The risk of the reintroduction of malaria through the importation of cases had 
also to be kept in mind in any antimalaria programme; for example, in Spain, where malaria 
had been eradicated by 1964, between that date and 1977 330 imported cases and 70 induced 
cases had been reported. All countries at present free from the disease and at 'risk of 
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reintroduction should therefore adopt a programme of active surveillance based on three 

principal points: (1) appropriate information about the disease for tourists and travellers 

from countries where malaria was prevalent; (2) continuous epidemiological studies on the 

density, habitat, anthropophilic characteristics and susceptibility to insecticides of the 

mosquito vectors; (3) training of and a steady flow of information to students, doctors and 

other health personnel to prevent them from believing, wrongly, that they would not see a case 

of malaria during their clinical work. He supported the draft resolution on malaria control 
strategy, but with regard to operative paragraph 3 he agreed with the delegate of Mexico that 

it would be desirable to insert the words "with eradication as the ultimate objective" after 

the words "antimalaria programmes ". 

Dr YANG Tsun -hsing (China) was concerned about the deterioration in the malaria situation 
in some countries and believed that WHO should pay greater attention to that situation. 

Malaria had once been rampant in China but, as a result of the arduous efforts of the last two 

decades, it had been brought under control in most areas where it had once been endemic, and 
in some areas it had actually been eradicated. Before their downfall, the gang of four had 
sabotaged the antimalaria campaign, with the result that there had been a resurgence of the 
disease in some areas. However, thanks to the efforts of the masses and the medical workers, 
the incidence had once again been reduced. 

Experience in China indicated that the following points were important: (1) unified 
leadership of party and government, with coordinated efforts by the departments of health, 
agriculture, forestry, water conservancy, education, industry, etc.; (2) an effective 
organizational set -up, with a leading body at central level aid corresponding bodies at lower 
administrative levels; in addition to the specialized institutions, the role of the infra- 
structure at the basic level as well as that of the barefoot doctors was important; (3) full 
mobilization of the masses, whose participation must be ensured by suitable health education; 
(4) promotion of scientific research; if a new remedy of low toxicity could be found for the 
radical cure of patients infected with P. vivax and if an easy way of controlling A. sinensis 
could be discovered, the eradication of malaria throughout China would certainly be greatly 
accelerated; (5) of the utmost importance, a comprehensive programme, stressing the need to 
eliminate vectors and the importance of personal prophylaxis, the actual approach varying 

according to the degree of endemicity, vector bionomics and the phase of the campaign; 

(6) antimalaria programmes carried out consistently and continuously; although the results 

so far achieved in China were encouraging, much remained to be done before the goal of 

eradicating the disease throughout the entire country could be achieved. 

China was willing to strengthen its cooperation in antimalaria programmes with WHO and 

with Member States. 

Dr JOSHI (Nepal) said that malaria was one of the major public health problems in Nepal 

prior to the establishment of the Nepal malaria eradication organization in 1958. As the 

phased malaria eradication programme had expanded gradually to cover almost the entire country 

below the level of 4000 feet, the number of cases of malaria had fallen to approximately 
2500 in a population of 6.2 million at risk of malaria since 1970. The situation had been 

reassessed, the programme reviewed and new objectives adopted after the malaria control project 
formulation in 1975. The short -term objective for 1975 -1980 was to lower the annual parasite 
incidence to below 0.5 by 1980 for all malarious areas below 4000 feet. The long -term 

objective was to maintain the incidence of malaria at such a level that the areas could be 

integrated into the health services and, in due course, to eradicate the disease altogether 

from the country. The major methods employed were residual insecticide spraying with DDT and 
malathion, limited larviciding in DDT -resistant areas, and case detection with appropriate 

remedial measures. The annual parasite incidence in the years 1977, 1976 and 1975 was 1.64, 

1.45 and 1.85 respectively. The main remaining technical problems were the resistance of 
Anopheles annularis to DDT and BIC in the terai areas of the western region and the importation 
of P. falciparum resistance to the 4- aminoquinolines. Cases imported from India through 
returning Nepalese workers and immigrant Indian labourers constituted about 29 %, 34%, and 

30% of the total of cases detected in 1977, 1976 and 1975 respectively. Operational problems 
were largely associated with poor communication, shortage of vehicles, development projects in 

malarious areas, and lack of trained staff. There was an urgent need for training in the new 
methodology and all key personnel of the programme were to be oriented in malaria control 
methodology so that they could in turn train other staff. A research programme coordinated 
with other health -related institutions was under preparation. 
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Special Programme of Research, Development and Research Training in Human Reproduction: 
Item 2.6.5 of the Agenda (continued) 

The Committee had before it a draft resolution which, together with the Swedish amendment 
thereto, is reproduced in the summary record of the fourteenth meeting. 

Dr GALEGO PIMENTAL (Cuba) said that the drafting group had made a number of terminological 
changes in the draft resolution. In the third preambular paragraph "provision of family 
planning care" had been replaced by "providing for fertility regulation" and similar changes 
had been made in operative paragraphs 2(1) and 7(1). In operative paragraph 2 the words 
"with particular regard to the needs of developing countries" had been deleted; and in 

operative paragraph 3(4) the words "and the strict observance of the rules derived therefrom" 
had been added after the words "research activities ". In operative paragraph 6 the words 
", making available national research facilities," had been inserted after "their research 
workers ". Finally, in operative paragraph 7(2) the word "benefit" had been replaced by 
"scientific and economic benefits ". 

Professor REID (United Kingdom of Great Britain and Northern Ireland) suggested that in 

operative paragraph 7(2) the word "the" after "continue" should be deleted; and that the 

words "cooperate with" should be replaced by "to secure the cooperation of ". 

It was so agreed. 

Professor ORHA (Romania) said that his delegation wished to co- sponsor the draft 

resolution. 

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

The meeting rose at 17h40. 


