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ELEVENTH MEETING 

Tuesday， 20 January 1981， at 14h30 

Chairman: Dr D. BARAKAMFITIYE 

1. PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1982-1983: Item 9 of the Agenda 

(Resolutions WHA33.17, para. 4(1)， and WHA33.24, para. 3; Document Рв/82-83) (continued) 

REPORTS OF THE REGIONAL DIRECTORS ON REGIONAL CCMMITTEE MATTERS REQUIRING THE PARTICULAR 

ATTENTION OF THE BOARD: Item 10 of the Agenda (Resolution WHA33.17, para. 4(4)； 
Documents EB67/5, ЕВб7/б, EB67/7, EB67/8 arid EB67/lO) (continued) 

PROGRAMME REVIEW: Item 9.2 of the Agenda (continued) 

GENERAL PROGRAMME DEVELOPMENT, MANAGEMENT AND COORDINATION (Appropriation Section 2 , 
Document Рв/82-83, pages 65-89) (continued) 

Research promotion and development (major programme 2.4) (continued) 

The CHAIRMAN gave the floor to the Chairman of the global Advisory Committee on Medical 
Research, who had not been able to be present when major programme 2.4 was considered. 

Professor BERGSТЯШ (Chairman of the global Advisory Committee on Medical Research) 
explained that while the advisory committees on medical research were administratively linked 
to Research Promotion and Development, they were concerned with many research programmes in 
various parts of the budget. Their main task was to assist WHO in identifying research needs 
and opportunities that could speed up progress towards the health goals of the Organization. 
But the hard fact was that such progress largely depended on the resources available, not only 
financial resources but also trained personnel; there, as in other fields, the problem was to 
increase the resources available for and in the developing countries. 

In the industrialized countries mortality data were no longer sufficiently sensitive 
indicators for health information, since about two-thirds of the population died between the 
ages of 60 and 90. Morbidity due to debilitating and painful noncommunicable and chronic 
diseases was the dominating problem, and medical research was therefore focused on diseases 
such as cancer, atherosclerosis, hypertension, rheumatism, etc, A large part of the medical 
research funds of the world (amounting to between US$ 5 ООО ООО 000 and US$ 6 ООО ООО 000) 
was spent in those fields and on basic biomedical research. 

In the developing countries, mortality data were still very sensitive indicators of 
health improvement, especially data on child mortality, since often 30% of the population 
died before the age of five. In those countries, a great impact could be rapidly made 
through effective information and the application of known methods, if resources were made 
available and were properly utilized. What was required was health services research, i.e. 
research in the health service and its operational area and intimately connected with primary 
health care. The cost would mainly be met from national resources and from bilateral funds. 

It was however easy to underestimate the need for new or improved methods in such fields 
as tropical parasitic diseases, human reproduction, viral diarrhoeas, or nutrition as related 
to weaning and diarrhoeas - areas that were not usually given priority in the research efforts 
of the industrialized countries. It was also easy to underestimate the importance of building 
up scientific capability in the developing countries so as to ensure rapid adaptation and 
implementation of new knowledge. Such capability-strengthening called not only for training 
but also for the strengthening or creation of scientific institutions and an appropriate 
career structure. The ACMRs had discussed these matters at great length. Remarkable 
progress had been made during the 1970s, when WHO ' S scientific visibility and credibility had 
progressively increased thanks to the increased voluntary contributions of a number of Member 
States, which now totalled more than US$ 40 million annually. 

Several thousand of the world's leading scientists in areas given priority by WHO were 
now directly and actively involved in planning and executing the research and training efforts 



managed by WHO staff. The management principles adopted by WHO and used in the large research 
councils and academies of the industrialized countries ensured the quality and relevance of 
the research, by means of peer reviews, etc. The involvement of so many scientists was also 
having a long-term effect on their native countries, since more graduates were entering those 
fields and increasing national research resources were being used. Moreover such programmes, 
and the involvement of W H O , had begun to stimulate the pharmaceutical industry to greater 
effort in the priority areas. 

Referring to the discussion in the Executive Board the previous year, he mentioned that 
the computerized information systems now in operation in the special programmes were excellent. 
It was hoped that they would eventually be utilized throughout the Organization. 

The strengthening of research capabilities was somewhat different in nature since it 
required long-term commitments and, eventually, national takeover. Again, WHO was the best 
organization to ensure the continued participation of national staff in we11-managed and 
relevant research projects during the period of 5-10 years needed to create a viable unit, 
which constituted the only really efficient training method. 

WHO ' S role as regards the research efforts of the industrialized countries was to 
catalyze increased collaboration and to coordinate the national efforts of the various 
countries both multilaterally and bilaterally. Progress could be increased by drug trials, 
public health measures and health services research - all of which could be largely accom-
modated within the regular budget, with marginal voluntary contributions. The situation 
in the developing countries was different: they required rapid progress in the strengthening 
of their scientific institutions and research on their priority problems. In the long run 
national resources and possibly bilateral funds would be available to support those activities, 
but for the next few decades there was no alternative to WHO managing coordinated national 
research and training efforts. 

As to the manner in which voluntary contributions were used, he stated that about 7 5% went 
directly into projects, the majority of them in developing countries. The funds were used 
under strict scientific peer review as to quality and relevance, and would undoubtedly 
increase the research efforts of the industrialized countries on the problems of the developing 
world. The largest programme, the Special Programme on Research and Training in Tropical 
Diseases , was moreover supervised by a Joint Coordinating Board, of 26 government representa-
tives， the majority from developing countries. All the ACMRs were agreed that an increase 
in the voluntary contributions to WHO
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 s research programmes was of crucial importance for 
health development: it would stimulate and make possible the best type of health technology 
transfer, and was the most efficient way of promoting technical cooperation not only among 
developing countries but among all Member countries. 

DISEASE PREVENTION AND CONTROL (Appropriation Section 4, Document PB/Ô2-83, pages 146-195) 

Communicable disease prevention and control (major programme 4.1) 

Programme planning arid general activities (programme 4.1.0) 

Epidemiological surveillance (programme 4.1.1) 
‘ / 

Dr ALVAREZ GUTIERREZ, commenting on paragraph 7 of the text for programme 4.1.1, asked 
whether the decrease referred to in respect of the South-East Asia Region implied that there 
had been no request from countries in that Region for 1982-1983, and whether the savings 
would be utilized elsewhere in the regular budget. Did the reduction mean that WHO would 
riot be undertaking any epidemiological surveillance activities in the South-East Asia Region? 

Dr HYZLER (alternate to Dr Reid) endorsed the general thrust of the epidemiological 
surveillance programme, which was an important component of the strategy to achieve health 
for all by the year 2000. The reference in paragraph 3 under major programme 4.1 to the 
promotion of both operational and basic research struck the right balance, and was welcomed 
by those who believed that both those branches of scientific endeavour should be encouraged 
to work in tandem. The grouping of diseases in terms of the utilization of appropriate 
technology, as outlined in paragraphs 5, 6 and 7 under major programme 4.1, was to be 
commended. 



Reference was made in paragraph 5 to rubella vaccination. It was essential to bear in 
mind the importance of such vaccination not only in preventing the disease itself, but, more 
important in preventing certain congenital malformations with their sequelae of physical and 
mental handicaps. He accordingly urged that rubella vaccine should be given a much higher 
rating in the formulation of immunization strategies. 

Paragraph 9 of the text under major programme 4.1 referred to the increasing concern 
felt by airline and postal workers over the transport of biological materials. It was a 
timely reminder of a problem which might create difficulties in certain areas of international 
scientific collaborative work； every effort should be made to allay those anxieties. The 
advice received by his own country from both the Regional Office and headquarters had been 
appreciated. It was an example of the way in which the prestige and authority of the 
Organization could be put to effective use. 

Reference was made in the same paragraph to the development by many countries of special 
containment laboratories and hospital facilities for the isolation and treatment of persons 
exposed to or infected with dangerous pathogens. He drew attention to the development in his 
own country of a facility known as a "bed isolator", whereby the patient was nursed in a 
plastic tent. Air entering and leaving the tent was passed through filters, thus ensuring a 
safe environment for the staff attending the patient； access to the patient was by 
invagination of the plastic envelope. That facility (now available in a number of hospitals) 
had proved successful, both in terms of safe patient care and in avoiding the need for the 
building of specialized and costly hospital facilities for the isolation of patients 
suspected or known to be suffering from highly infectious diseases. He commended that 
facility to the attention of the Organization. 

Dr ORADEAN considered that, bearing in mind the importance of the communicable diseases, 
sufficient emphasis did not appear to be given to the epidemiological surveillance programme. 
Two annual epidemiology courses seemed inadequate to meet the growing needs of Member 
countries for development of epidemiological services and for basic and operational research. 
She urged that the programme should be expanded both as regards training of personnel and 
quality of epidemiological data, with a view to improving the planning of campaigns against 
communicable diseases and, above all, the evaluation of results. 

Dr KRUISINGA emphasized the vital importance of communiсable disease prevention and 
control. Noting that the estimated obligations under the regular budget for that activity in 
1982-1983 showed an increase over the previous biennium, he asked whether, in view of 
inflation, that represented a "real" increase or not. He wondered whether the Secretariat 
would consider it a practical possibility in future budgets to show the amounts to be spent on 
a particular activity in terms of real costs as compared with previous years. 

Paragraph 6 of the text under programme 4.1.1 (Epidemiological surveillance) referred 
to WHO'S cooperation in improving the quality and extent of epidemiological information, in 
collaboration with Member States. Under Article 64 of the Constitution, each Member was 
required to provide statistical and epidemiological reports in a manner to be determined by 
the Health Assembly. Member States accordingly had a clear obligation in that respect. He 
would welcome a statement from the Secretariat on the current status of reporting, and on 
whether Member States were fulfilling that constitutional obligation. 

The CHAIRMAN, speaking in his personal capacity, associated himself with speakers who 

had stressed the importance of communicable disease control, which was a fundamental concern 

for developing countries. 

The general grouping of diseases outlined in paragraphs 4-8 under major programme 4.1 
would be a helpful approach for local health technicians. Another important point was the 
need to evolve standardized diagnostic and therapeutic techniques that could be of help to 
health workers in the peripheral or intermediary health services. He also endorsed the point 
made by Dr Oradean with regard to the strengthening of training in epidemiology. 

Clearly, the budgetary provision for communicable disease prevention and control 
reflected the importance of that major programme. Epidemiological surveillance posed an 
immense problem, particularly in the developing countries. Perhaps consideration could be 
given to a method whereby epidemiological reporting was combined with evaluation of 
vaccination programmes. 



Dr ZAHRA. (Director, Division of Communicable Diseases) thanked the Board for its 
endorsement of the overall programme and was happy to confirm that work was proceeding 
in the directions pinpointed, leading to the preparation of a global medium-term programme 
in communicable diseases prevention and control. Such a document had been prepared on the 
basis of continuous discussion at various levels - country, regional and headquarters -
and it would provide a good basis for a more critical approach to the programme budget now 
being considered. 

Dr Нуz1er had referred to the valuable activities at present taking place to introduce 
an element of biosafety into ongoing programmes: the aim was to prepare a programme which 
kept sight of hazards arising and contained practical guidelines in terms of biosafety. 
Here again a medium-term programme on safety measures in microbiology was available, and 
useful work had been done on guidelines on various aspects of the shipment of infectious 
specimens, for example; these had been discussed by WHO ,in working groups with other 
agencies, such as the International Air Transport Association and the International Postal 
Union, and had been accepted on a tripartite basis. Dr Нуz1er had mentioned the bed 
isolator. That equipment had been recommended by the most recent WHO working group and 
formed part of the international guidelines which had been prepared on laboratory safety. 

Dr Oradean, the Chairman, and other member s had spoken of the crucial role of training 
in the development of epidemiological surveillance. He agreed that two interregional 
courses formed a meagre contribution to developing and strengthening the training process, 
but fortunately the Organization, through its regional and country programmes, was placing 
greater emphasis on training through "learning by doing" and through field practice areas 
at country level, based on actual control programmes, on investigations of outbreaks of 
disease, or on research projects in the laboratory or the field. 

In reply to Dr Kruisinga, he said that funds would always remain limited in a programme 
as crucial and as diversified as the communicable disease programme was in developing 
countries. However, the reorientation in preparation for the medium-term programme on 
communicable disease prevention and control indicated that well developed and well formulated 
problem-oriented and problem-solving programmes, assisted by regular budget funds, would in 
due course attract far larger extrabudgetary resources and would lead to larger commitments 
at country level. 

With reference to WHO ' S constitutional obligations, he stated that WHO published each 
year a progress report on the functioning of the International Health Regulations, in 
agreement with Member States and the members of the panel on International Surveillance of 
Communicable Diseases. 

Dr CARTER (Epidemiological Surveillance of Communicable Diseases) said that, in 
stressing the need for diagnostic techniques that were appropriate to communicable disease 
control at the peripheral level, the Chairman had identified the problem associated with 
the development of epidemiological surveillance. In many countries there was still a great 
deal to be done to provide even primary health care at peripheral level, and such basic 
elements of surveillance as the diagnosis and early reporting of cases of disease could 
only advance in conjunction with the development of primary health care. 

As Dr Oradean had pointed out, the training of epidemiologists in two interregional 
courses could have only a limited effect on the production of trained personnel to undertake 
surveillance, which was but one of the many activities of a meaningful epidemiological 
service. It was to be hoped that the young doctors trained in those courses would develop 
surveillance activities in their own countries at the peripheral level, utilizing the 
medical and auxiliary personnel available. 

Collaborative efforts directed towards disease control programmes, e . g t h e Expanded 
Programme on Immunization and the Diarrhoeal Disease Control Programme, were continuing 
to develop surveillance activities related to the diseases involved. Such surveillance was 
an integral and essential part of the evaluation. 

In response to Dr Kruisinga's request for some indication of the completeness of 
epidemiological reporting, he said that stress was being laid on the vital role of surveillance 
activities. As a specific example, although information on poliomyelitis was improving from 



year to year, it was still not possible to provide data for a given year until some ten 
or eleven months of the succeeding year had elapsed. The further development of national 
epidemiological services would result in more complete and up-to-date information
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Dr GUNARATNE (Regional Director for South-East Asia) recalled that Dr Alvarez had noted 
the reduction of almost US$ 200 000 as compared with the previous biennium under the epidemio-
logical surveillance programme for South-East Asia (from US$ 1.9 million to US$ 1.7 million, 
mainly related to Bangladesh). During the 1980-1981 biennium there had been two projects 
supported by the regular budget and UNDP for the training of epidemiologists, both of which 
were to be phased out by the end of 1981. In their place two existing institutes in 
Bangladesh (the Institute of Epidemiology and the National Institute for Preventive and Social 
Medicine) were combining to train their middle-level epidemiological staff, and th这t programme 
was taking over for 1982-1983 . . 

Mr FURTH (Assistant Director-General) said that Dr Kruisinga's question concerning the 
possible breakdown of budgetary increases into real and cost increases provided him with the 
opportunity to draw the Board's attention to the table on page 58 which set out one such 
breakdown for all major programmes. It emerged from that table that the increase in real 
terms for communicable diseases prevention and control had been 3.32% while the cost increase 
had been 11.43%, the programme as a whole representing 15.51% of the total regular budget. 
Another such breakdown was contained in the tables on pages 24-27， in which real and cost 
increases were shown by region and headquarters. There were other tables in the budget 
volume containing breakdowns between real and cost increase but the ones he had mentioned were 
perhaps the most significant. 

Malaria and other parasitic diseases (programme 4.1.2) 

The CHAIRMAN recalled that the malaria action programme had already been dealt with by 
the Programme Committee of the Executive Board. He called attention to the Programme 
Committee's report in document EB67/wp/l. 

The Director-General had presented to the Board the epidemiological situation for the 
period 1972-1979. It emerged that, whereas in certain geographical areas such as South-East 
Asia there had been a reduction in the number of cases of malaria, no change had been 
registered in other areas. The Board had received up-to-date information on the activities 
carried out by the Organization to improve the epidemiological situation by way of national 
units for the organization of training； to solve technical problems； and to arrange 
technical meetings with the object of improving the coordination of the activities of Member 
States. 

The Director-General's report raised a number of questions. For example, had the 
Organization ceased to believe in the possibility of eradicating malaria? If so, what should 
be done by countries that had based their programmes on the supposition that the disease could 
be eradicated? Where did the Organization stand in respect of field research on malaria, and 
what could individual countries do either alone or collectively? Were any new antimalaria 
therapies in the pipeline? What assistance was the Organization giving in the development of 
a Chinese plant-derived drug? What was the Organization doing to stimulate political commit-
ment in countries where there was an alarming recrudescence of malaria? What form of support 
did the Organization expect for its malaria programmes from the Executive Board and the Health 
Assembly? 

WHO'S position regarding malaria eradication had been reaffirmed as an integral part of 
the malaria strategy. Even so, it should be borne in mind that while the fundamental element 
was the technical possibility of preventing transmission, it was for the national health 
authorities to ensure effective surveillance. The problem of the resistance of Plasmodium 
falciparum to chloroquine had been examined. The Programme Committee had noted the steps 
taken by WHO to train nationals in the carrying out of sensitivity tests and in the provision 
and maintenance of the necessary equipment. It had noted however that those activities would 
not on their own solve the problem of resistance to drugs； it had therefore asked the 
Organization to extend its cooperation with Member States to cover the testing of new drugs or 
of combinations of available drugs. 



Malaria control was an integral part of achieving health for all by the year 2000. The 
Programme Committee had been fully aware that countries, in particular African countries, were 
faced with so many health problems that it was very difficult to allocate priorities for work in 
such areas as malaria, diarrhoeal diseases , immunization, nutrition, and health services development. 
Against such a background an integrated strategy was the soundest approach. The Committee had 
noted and approved resolution AFR/RC3O/R17 adopted by the Regional Committee for Africa, which 
invited Member States to formulate national antimalaria strategies. The developing countries, 
however, had not yet succeeded in taking all the necessary steps on their own. The major 
question therefore was what the world community was prepared to do to help intensify anti-
malaria activities and to mount the vast programmes needed to combat the disease, particularly 
in Africa, Without substantial support from the international community, it was hard to see 
how the malaria situation in Africa could improve or how progress was to be achieved in 
countries which had embarked on campaigns geared to eradication. Since research on malaria 
had given very encouraging results， the Programme Committee had suggested that WHO sponsor 
applied research at national level. The results obtained in the past two or three years in 
South-East Asia, Turkey and certain countries of the Americas were very promising. There 
could be no relaxation of effort however, if the recrudescence of malaria was to be avoided. 

He invited members of the Board to comment on the Programme Committee's report. 

V 
Professor DOGRAMACI fully endorsed the Chairman's remarks. Efforts could certainly not 

be relaxed. The results of campaigns sometimes proved less satisfactory after a time than 
on first evaluation. For example in Turkey, results up to mid-1980 had appeared most 
encouraging. In the event, however, hopes of eradication had proved to be false and the 
disease was still causing concern. 

He referred to the budget figures given for the European Region on page 154， noting the 
general decrease in 1981-1982 as compared with the previous biennium. Not only was there a 
decrease of US$ 44 000 in the regular budget, but efforts to mobilize extrabudgetary funds 
appeared to have been less satisfactory than expected； they showed a decrease from US$ 671 200 
to US$ 295 800. Yet those funds were needed for purposes too important to allow of delay. 
Vector resistance to new insecticides was developing, resistance of P. falciparum to chloro-
quine was spreading, and there was no guarantee that the work being done at the moment would 
be applicable in the circumstances obtaining a few years hence. He asked what was being done 
to attract extrabudgetary funds, in line with the promise made at the session of the Regional 
Committee for Europe. 

Dr REZAI asked whether any vector resistance had been observed to propoxur compound 

insecticide； and, if so, in which Member State? Secondly, in areas where there was no 

known resistance of P. falciparum to chloroquine, which of the antimalarial drugs would the 

Secretariat recommend for mass chemoprophylactic programmes? 

Dr AL-GHASSANI (alternate to Dr Al-Khadouri) said that some countries had undertaken 
to introduce malaria control programmes within the framework of their primary health care 
services, while others had retained them as separate programmes. He asked why the 
Secretariat considered that the subject was still in need of further study. Was it because 
the inclusion of malaria programmes in primary health care services had been found to be 
unsuccessful or was it for other reasons? 

The increase in the budget allocation for malaria and other parasitic diseases was to 

be welcomed, but more support should be given to control programmes in the regions. 

Professor XUE Gongchuo, after endorsing the Chairman
1

 s coirmients, said that, as was 
indicated in document EB67/PC/^P/7，paragraph 31，malaria was a threat riot only to health 
but also to socioeconomic development; its prevention had therefore rightly received 
widespread attention. One of the major difficulties encountered in preventive work was 
the successful application of research findings to field work. The Programme Committee had 
already dealt with that aspect of the problem, and the Organization should give it still 
further consideration. 

Continuous changes in the methods used for the dissemination and application of 
research findings would be needed. Experience in his own country had shown that such 
dissemination and application required centralized leadership and coordination. WHO was 



providing under programme 4.1.2 the kind of coordination required at all levels. The 
experience, knowledge and pharmaceutical products of those countries that were free from 
infection should be mobilized in the overall campaign, and the Malaria Action Programme 
should be expanded to ensure that research and production were adequately coordinated on 
a broader basis. Close and systematic contact between the Advisory Committee on Medical 
Research and the organizational units concerned would be necessary. In any case, the 
approach adopted in document and the annexes thereto was to be commended. 

Dr OREJUELA said that in the Americas the malaria situation was not improving but 
deteriorating. Governments were now disinclined to go on spending the vast sums of money 
required to produce the necessary environmental changes in the humid tropical climates and 
the extensive uninhabitated marshy areas with high rainfall where malaria vectors bred. 
In such circumstances malaria eradication by spraying was simply too gigantic a task. 
Neighbouring inhabited areas were often protected by natural barriers in the form of high 
mountain ranges which prevented the passage of vectors. He therefore wondered whether a 
better strategy might not consist in exercising greater epidemiological vigilance to 
prevent the importation of malaria into uninfected areas. That would mean abandoning the 
goal of eradication, but it could lead to more effective control. 

Dr LITVINOV (adviser to Dr Venediktov) congratulated the Director-General on the 
excellent documentation before the Board, which represented a big step forward in comparison 
with the documentation submitted at the sixty-fifth session. 

Despite the fact that the incidence of malaria had decreased in many parts of the 
world and that very considerable experience in malaria control and eradication had been 
accumulated in the 1950s and 1960s, the current situation was alarming because protozoal 
resistance to drugs and vector resistance to insecticides were increasing. The low figure 
allocated to malaria research on page 155 of the budget document was therefore a source of 
concern. Failure to remedy the situation now would have serious repercussions in a few 
years' time. 

His second point related to training, which in view of the shortage of highly trained 
malariologists should be given every encouragement in the programme. He wondered however 
whether all possible openings were being utilized. There were facilities for epidemiological 
training in many parts of the world - the courses sponsored by WHO in Moscow, Prague and 
Cameroon for example. Perhaps they could be used as an adjunct to the malaria programme. 

With regard to other parasitic diseases, he suggested that the Organization should pay 
special attention to dracontiasis, which was the cause of considerable economic losses in 
Africa, especially West and Central Africa, and in India. 

Dr BROYELLE (alternate to Professor Aujaleu) noted with approval that a paragraph on 
the political and administrative aspects of malaria control and eradication had been 
included in the documentation before the Board. Those aspects were just as important as 
the technical aspects and were to a very large extent responsible for the success or 
failure of programmes

 # 

In the documentation before the Board consideration was given to the question as to 
whether control and eradication services should be structured as "vertical" programmes or 
integrated in the general health services• The prevailing view seemed to be that they 
should be structured vertically, for fear that integration into otfier services might 
compromise the programme. 

The reproach levelled at vertical services was that they operated in isolation and 
that they led to repetitive and rather mechanical disinfection, chemotherapy and chemoprophy-
laxis work, to the neglect of other important aspects, e . g” epidemiological and educative. 
But coverage of these aspects could not be achieved by a mobile and therefore transient 
vertical service： permanent contact with the population was required in order to gather 
full epidemiological information and to provide effective education. Consequently, the 
vertical services were forced to rely upon, and to cooperate with, other health services. 
Real teamwork between the primary health care services and the vertical malaria services 
could produce excellent results, the problem then being largely one of programme content 
and working methods. An integrated service, however, would not necessarily ensure that all 
essential aspects were covered. 



Manpower training, particularly of specialists, had been emphasized in the reports 

before the Board. In view of the isolation in which malaria eradication and control teams 

worked, care must be taken to prepare them psychologically for operating in circumstances in 

which they never saw the immediate results of their discouragingly repetitive work. 

Cooperation with other services would help to stimulate them. In any event, a close relation-

ship between the primary, secondary and tertiary levels was essential in order to ensure their 

continued efficiency. 

Dr DOLGOR (alternate to Dr Radnaabazar) requested further information on the Organiza-

tion
1

 s activities relating to the gastrointestinal protozoal and helminthic infections 

(referred to in paragraph 21 on page 152)； he particularly wished to know which specific 

zoonoses were included among them. 

Dr BRAGA said that, as he knew from personal experience, in the past great progress had 

been made in malaria control and eradication using very rudimentary tools : we11-organized 

and disciplined action had often achieved spectacular results. Since then much knowledge had 

been accumulated on such aspects as drugs, treatment, insecticides, protozoal resistance to 

drugs and vector resistance to insecticides. As Dr Broyelle had pointed out, the organization 

of the health services was of prime importance. And yet, although knowledge of the immuno-

logical and parasitological aspects was increasing, programmes seemed to be caught in a 

vicious circle. 

In the documents under consideration, he had found no mention of future trends. What 

were the expectations regarding a possible vaccine? He understood that studies were going 

ahead in Paris； perhaps Professor Aujaleu could provide some information. In the conquest 

of territories from malaria, the use of insecticides and of drugs was well known. A better 

organization of health services in support of control campaigns and - with luck - the develop-

ment of a vaccine would help to redress the present gloomy situation, 

Dr FAKHRO recalled that for many years there had been hopes that malaria could be 

eventually eradicated. However, in the past three or four years there had been a radical 

change in the general situation throughout the world. Whole regions where malaria had been 

controlled were suddenly witnessing a resurgence of the disease, the exact cause of which was 

unknown• Not even the specialists knew when it would be possible to say that control had 

been achieved. Political will, although important, could not alone deal with the problem. 

Primary health care programmes might bring a decrease in mortality^ but would not eradicate 

the disease. Malaria was resisting both insecticides and drugs. Consequently the only way to 

find a radical solution was to carry out intensive multisectoral studies. 

Members of the Board had alluded to the regular budget allocation of US$ 114 000 for 

research. Should that sum be increased arid, if so, by how much? If the Secretariat was assured 

that suitable studies were being undertaken outside the Organization, then the allocation of 

US$ 114 000 was adequate. If however it felt that any such studies were not in conformity 

with the nature and magnitude of the problem, then the Board or the Health Assembly must give 

serious consideration to the question of research in depth. 

Dr AL-SAIF asked for further information on the resistance of P. falciparum to chloroquine. 

Dr PATTERSON said that although malaria was a problem in many parts of the world, in 
Jamaica the story had happily been one of success. She was therefore more concerned to have 
information on the section of the programme which dealt with helminthic infestation. In many 
parts of the world, including Jamaica, anaemia from various causes - nutritional, sickle-cell 
or helminthic - was still a major public health problem. She asked for details of any recent 
advances that had been made concerning hookworm, and on the collaborative centres which it 
was planned to establish. 

Dr LISBOA RAMOS was especially interested in replacement insecticides when there was 

resistance to DDT or other insecticides, and also when there were fears of high concentrations 

of insecticide residues. He asked what were the measures of choice, taking into account the 

cost and the effectiveness of such replacement insecticides arid also the difference between 

the use of insecticides in public health and their use in agriculture. He asked for 



information from the Secretariat on the use of replacement insecticides either in the case of 
vector resistance, or for strategic reasons, e.g. , the avoidance of DDT residues. 

Mr AL-SAKKAF noted that despite the efforts made during the past few years in training, 
provision of technical information, and research, malaria still presented a constant threat, 
even for countries that had made tremendous efforts to eradicate or control it. However 
there were countries, including his own (Yemen) , that were still in the early stages of 
malaria control, frequently because of the limited funds available and also because 
of the nature of the environment ； and in those countries 110 progress was being achieved. 
Cooperation was necessary, particularly between countries with common frontiers. It was 
absolutely necessary to intensify malaria control, and one way was for WHO to play a greater 
role in coordinating the efforts of those countries, 

Dr KYAW MA.UNG asked what was the best drug for controlling chloroquine-resistant 
malaria, in view of the many new drugs appearing on the market. In Burma it was believed 
that quinine was still the best drug against P. falciparum, but the price of quinine had 
considerably increased。 

The CHAIRMAN observed, in the light of Dr Broyelle ' s comments and of paragraph 5 on 
page 151，that two approaches to malaria control existed: a vertical approach, which 
Dr Broyelle had sufficiently described, and an integrated approach. As was known, Africa 
had for some time adopted the integrated approach based on primary health care. In other 
regions there were vertical approaches with individualized programmes. There must surely 
be an operational and conceptual difference between them, and he wished to know what the 
difference was with regard to their impact in the short term, the medium term and even the 
long term. A year ago it had been said that the campaign to eradicate malaria had begun 
in the 1950s, and that if anything had been eradicated, it was the malariologists. Since 
Dr Lepes had survived that eradication he could probably reveal the secret. 

In a number of countries there were many problems ； malaria, diarrhoeal diseases, and 
sometimes trypanosomiasis； there was a tendency to develop one programme against malaria, 
another against diarrhoeal diseases, an expanded immunization programme - vertical structures 
having very few contacts with the rest of the health system. An acute problem of coordina-
tion was then found in a situation where manpower and funds were very limited； there resulted 
a kind of scattering of resources which could not have a real impact on the health of the 
population. In paragraph 5 it was stated that methods of malaria control through the primary 
health care approach would need further study. The Board had learned that research was a part 
of all the programmes of the Organization. However, if research should be done on the 
integrated approach, the same was probably true for the vertical approach. Or did the 
integrated approach need further study because it was more difficult to put into operation, or 
because its impact was more doubtful. 

He also sought information on the attitude of donors, since there was an appreciable amount 
under extrabudgetary resources. Was there a tendency on the part of donors towards the 
vertical approach, which probably gave relatively spectacular results in the short term, or was 
there a tendency towards the integrated approach? 

Dr LEPES (Director, Malaria Action Programme), replying to questions, said that the most 
important question was undoubtedly that of approach - integrated or vertical. The Director-
General, in submitting his report on malaria control strategy to the Thirty-first World Health 
Assembly，including four tactical variants, had offered to every country the possibility of 
adjusting its malaria control activities to the magnitude of the malaria problem, and to 
available manpower and financial resources, and also of adapting the structure to the 
tactical variants or type of strategy selected. 

If integration of the malaria service into the general health services had created 
difficulties it was because of the way that integration had been carried out. Integration, 
as Dr Tarimo had once said, was in fact not a question of either/or, but of degree, according 
to the strategy selected and available manpower resources. There were no general prescrip-
tions for the most favourable type of integration to secure malaria control - that had to be 
left to the country itself ； but it had to be recalled that the Director-General，in addition 



to the malaria control strategy, had insisted on what society as a whole should do, in 
addition to the health technicians, and on how to cope with the totality of health require-
ments of a country, and the administrative structure. That would include the interaction of 
vertical services, where they existed, and horizontal services fulfilling the declared aims 
of Member States regarding health goals. At the Seventh Asian Malaria Conference recently 
held in Manila, a paper on primary health care and malaria control had been presented which 
might serve as a guide to Member States in establishing structures for expected functions in 
malaria control. 

In the African Region, the integrated approach that had been adopted was probably the 
only one that could be realistically pursued, with the exception of island countries in the 
Atlantic and Indian Oceans. In other countries on the continent of Africa, the primary health 
care approach was the only one feasible, although in specific situations, such as development 
projects or high-risk groups, additional measures against transmission could also be applied. 

There were details on specific training activities in connexion with drug resistance, in 
vitro cultivation of parasites, epidemiology, vector biology and control and research methodo-
logy in annex 3 of appendix 2 of document EB67/PC/WP/7， which in turn was annexed to the 
Programme Committee's report on the malaria action programme (document EB67/wp/l). If the 
Board desired, additional information could be provided on the conceptual frame within which 
interregional and continental planning of programmes were being developed, including the 
question of training of general health service personnel, from the primary health care worker 
up to the director of health services. 

Regarding epidemiological surveillance in malaria, it was very much needed in 
programmes with activities aimed at the interruption of transmission. In malaria 
eradication programmes, surveillance had largely been used to facilitate the depletion of 
the parasite reservoir. However, surveillance per se， without attack measures being applied, 
would be of little use. 

On the question of prevention of the spreading of malaria, the Organization was 
providing information to Member States on the measures to be undertaken to prevent 
reintroduction of the disease. In 1966 a group had considered those measures and issued a 
report which was published in the Technical Report Series on prevention of the reintroduction 
of malaria.1 More recently, the Regional Office for Europe had organized a meeting in 
Izmir, Turkey, and, in collaboration with the Government of Italy, a meeting in Erice, with 
the aim of further elaborating specific measures for vigilance against malaria. The 
question had again been discussed at the Seventh Asian Malaria Conference. 

In replying to the question of what was the best drug for mass drug administration, he 
said that in areas where no chloroquine resistance existed chloroquine/pyrimethamine remained 
the best combination of drugs. However, the decision on mass drug administration was a 
difficult one and it should be thought over twice before deciding to control malaria through 
those means. 

Resistance of vectors to propoxur had been detected so far in A . albimanus in Costa Rica， 
Guatemala, Mexico, Nicaragua and Salvador; in A . sacharovi in Greece and Turkey； in 
A . maculipermis in Turkey； and in A . athroparvus in Spain• 

As to which was the best drug for treatment of chloroquine-resis tant P. falciparum 
malaria, for the time being it was certainly mefloquine, but quinine could also be used 
successfully. However, in some areas tetracycline should be combined with quinine to obtain 
parasite clearance in instances of chloroquine-resistant P. falciparum malaria. 

Regarding the question of a malaria vaccine, while it would be difficult to say exactly 
when such a vaccine would be available， there were good reasons to believe that one would be 
developed. Those reasons were: firstly, the demonstration of immunization against malaria 
in animal models with different species and different developmental stages of plasmodia； 
secondly, since 1976 the in vitro cultivation of P, falciparum had been carried out, thus 
securing a considerable amount of biological material for the development of a vaccine. 
Thirdly, recent developments in recombinant DNA technology offered new possibilities for the 

1

 WHO Technical Report Series, No. 374，1967 (Prevention of the reintroduction of malaria： 

report of a WHO Meeting). 



purification of the antigen of a protective nature and for its production. The Organization 

was closely following developments being pursued in many institutes through the world and the 

Director-General would certainly not fail to bring to the attention of the Board and Assembly 

any important new development in the field. 

On the question of the reduction of funds for research, he said that the Director-General 
had provided a few days ago a very detailed explanation on how the different parts of the 
Organization, such as the Special Programme for Research and Training in Tropical Diseases, 
were interacting as far as malaria research was concerned. In addition, and as pointed out 
by the Director-General, funds might be provided to Member States should they come up with 
research proposals that were urgently required for the implementation of the malaria control 
strategy and which would, in fact, be of the health services research type. 

Dr DAVIS (Parasitic Diseases Programme), replying to Dr Litvinov, said that dracontiasis 
was a dramatic condition with which man became infected through swallowing well water contain-
ing infected larvae, which lived in a crustacean. The resultant female worm grew to a 
length of 60-120 centimetres and poked its head out of the legs or arms. It was prevalent 
in agricultural labourers and farmers and existed in circumscribed foci in East, Central and 
West Africa and parts of the Indian subcontinent. In theory, it could be completely 
eradicated. In the USSR that was so and in Iran it had also been eradicated by adding 
chlorine to the water. It could easily be eradicated in the water by use of a minute amount 
of DDT and a number of drugs were available to treat it. Unfortunately no specific WHO 
programme existed, but it was an eminently preventable and eradicable disease. 

Dr Dolgor had asked about gastrointestinal protozoal and helminthic infections. After 
some years in which interest had been expressed in the subject, a staff member had been 
appointed to initiate a specific programme on the prevention and control of such infections. 
A report on the subject would be ready in time for the next session of the Board in which the 
principles of surveillance, control and prevention for the foreseeable future would be laid 
down. The Director-General had provided funds for training and teaching and it was hoped to 
implement a programme of control, mainly through primary health care mechanisms. Collabora-
tion was taking place with the Japanese Nutrition Foundation, which had expressed interest 
in the influence of periodic chemotherapeutic treatment on nutrition and malnutrition, as well 
as with the diarrhoeal diseases programme. A report had been published on parasite-related 
diarrhoeas and it was expected to implement two or three new collaborating centres for 
amoebiasis and giardiasis research. The programme involved Entamoeba histolytica, Giardia 
Iambiia, Ascaris’ the hookworms, Trieuris, and Strongyloides’ which was of great importance 
not only in the tropical world, but also in the temperate world with the advent of immuno-
suppression ,transplant surgery and corticosteroid treatment. It was an active programme 
and it was hoped that in two or three years' time results would be achieved. The programme 
was suited to morbidity control through primary health care systems. 

Dr Patterson had asked what advances had been made in hookworm infections. It was known 
that former areas of distribution of Necator americanus and Ancylostoma duodenale were over-
lapping and there were a lot of mixed infections. N. americanus lived for up to 13 years in 
the human body, while Ancylostoma lived for much less time. Necator produced 9000 eggs per 
day per female and Ancylos toma produced 30 000 eggs per day per female. Each Necator worm 
could suck 0.03 to 0.05 ml of blood per worm, while Ancylostoma could suck from 0.16 to 0.34 ml. 
They were therefore a distressing condition for farmers in Africa and South America and 
in fact in practically every WHO region. One of the most striking advances had been the 
demonstration in India that larvae of A. duodenale became dormant in man for some eight months. 
During that period the larvae were resistant to chemotherapeutic agents； after eight months 
they woke up again, their development restarted and they became adults. Epidemiology and 
the planning of control programmes were thus made more complicated. The principles of 
control remained the same: the sanitary disposal of human faeces, health education, chemo-
therapy and the correction of anaemia. One of the success stories of modern chemotherapy had 
been the provision of adequate drugs against the intestinal nematodes, in particular, the 
hookworm. There were some highly effective broad-spectrum anthelmintics and there was a 
numerous variety of other drugs effective solely against the hookworms. Despite 70 years of 
hookworm control - it started in 1909 with the Rockefeller Foundation at whose apex of 
operation 41 countries were involved - the present prevalence of hookworm infection was 



probably higher than ever, perhaps 1000 million infected persons. The explanation lay in 
the population explosion which meant that, although marked success had been obtained in 
individual control campaigns, the absolute number of cases remained constant. Moreover, 
unchanging environmental circumstances, a slowly changing socioeconomic situation and the 
failure to achieve adequate population health coverage contributed. For those reasons, 
hookworm could be attacked on a primary health care basis. There were some parasitic 
infections whose strategy of control would encompass the control of morbidity rather than of 
transmission, for example, ascariasis, hookworm and probably at present schistosomiasis. 

Dr КАРRIO (Regional Director for Europe), replying to Professor Do^ramaci, said that the 
budgetary situation was the same as it had been at the Regional Committee's session in 
October 1980. However, there had been developments in Turkey, whose epidemiological 
situation was that of a country that had eradicated a disease that had later been reintroduced. 
Another method must now be found of dealing with malaria in place of the emergency action of 
two years previously. Many of the suggestions made by the Board were in fact being applied 
by the government concerned and WHO and it might be a useful experiment to combine primary 
health care and the vertical malaria control system. 

Dr GUNARATNE (Regional Director for South-East Asia) said that resistance to chloroquine 
was spreading in the South-East Asia Region, in particular, in Thailand and Burma, and in 
the former country it was about 90-95%. In 1980 new foci had appeared in central and north 
India, Sumatra and Java. The alternative drugs were a combination of long-acting 
sulfonamides and pyrimethamine in the form of Fansidar which was being used in Thailand to a 
great extent, but there appeared to be development of resistance even to that drug. It had 
been noted among the Cambodian refugees in eastern Thailand and there was fear that it would 
spread all over the country. 

Research work was being done under the regional Advisory Committee on Medical Research, 
as well as in collaboration with the Special Programme for Research and Training in Tropical 
Diseases. Training in resistance testing was being done in Bangkok and teams were monitoring 
countries where there was chloroquine resistance. 

Dr HAMON (Director, Division of Vector Biology and Control), in reply to Dr Lisboa Ramos, 
said that where malaria vectors reacted to DDT, or were only moderately resistant, and stopped 
transmission of the disease, DDT constituted the best solution for malaria control by 
application inside homes. It presented the greatest safety factor for man arid, if used 
correctly for house spraying, the risk of contaminating the environment was minimal. 
Environmental damage was generally due to intensive agricultural use; for example, in certain 
cotton-growing countries 20 to 30 applications of DDT had been made annually and under such 
conditions the environmental pollution was considerable. That was not the case when using 
2 g/rn^ within houses only once or twice a year. Where there was resistance to DDT and the 
control of transmission was in jeopardy, the first alternative insecticide was malathion, 
which had a good safety margin when good formulations were used. The next was fenitrothion, 
whose safety margin was less but whose residual effect lasted longer. Finally, there was 
propoxur, whose safety margin was adequate if certain precautions were taken, any poisoning 
being usually rapidly reversible, but whose residual effect was brief. Propoxur was 
extremely costly, fenitrothion rather expensive, and malathion expensive. Treatment with 
them would increase the cost by about 5 to 25 times compared with DDT, although these orders 
of magnitude were theoretical because the length of the transmission season had to be taken 
into account to determine them with accuracy. If the transmission season was short, a 
residual effect lasting six months was not necessary and one single spray-round of malathion 
whose effect lasted three months would be sufficient. If the transmission season lasted 12 
months a year, alternative insecticides would become very costly with three to four spray-
rounds needed each year. It was also necessary to take into account resistance to alternative 
insecticides because in many countries the vector had become resistant following the use of 
agricultural insecticides and there was always the possibility that if it was resistant to DDT 
it was also resistant to many other insecticides. That might lead to the situation mentioned 
by Professor Dogramaci in which only one alternative insecticide gave results, and 
unfortunately the number of countries in which that situation prevailed was increasing 
slowly but surely. 



Dr NAKAJIMA (Regional Director for the Western Pacific) said that chloroquine resistance 
was prevalent in many countries in the Western Pacific Region. Not only refugees bat also 
local populations had become chloroquine resistant as well as mefloquine resistant and even 
with Fansidar. The situation was serious and an intercountry malaria group was studying it. 

He agreed with Mr Al-Sakkaf that malaria had no borders. The Western Pacific Region, 
in collaboration with the South-East Asia Region, organized annual or biannual malaria 
border meetings. In 1980 two had taken place, one of which had been the South-West Pacific 
malaria border meeting in which eight countries had participated and discussed coordination 
in training, research and exchange of information on common problems. In association with 
the South-East Asia Region, the Western Pacific Region had also organized the South-East 
Asian malaria border meeting, in which Indonesia, Malaysia, Singapore and subsequently the 
Philippines had taken part. It had discussed coordination of operations along the common 
border, particularly in Borneo and between Singapore and Indonesia, coordination of training, 
and fields of research. 

Dr ACUNA (Regional Director for the Americas) said that the problems facing the Region 
of the Americas were similar to those in other regions. However, the countries of the Region 
had decided to adopt a slightly different strategy to that followed in other regions. There 
had been efforts to transform vertical programmes into horizontal programmes integrated in 
the priority programmes for the Region, namely, extending the scope of primary health care, 
with primary health care workers carrying out the work. The second aspect was to train or 
retrain malaria personnel, because although they had had considerable success in logistics, 
they had been unable to change their approach. It was therefore necessary to train new 
personnel to use the limited resources made available by governments for various programmes 
in a more logical and epidemiological manner - for example, to use drugs, insecticides and 
larvicides at the appropriate time under the right conditions and to forego using the former 
system of total coverage through widespread use of insecticides and radical cures, which 
involved heavy costs that were beyond the possibilities of the countries themselves. There 
was also moderate investment in research activities, particularly epidemiological research, 
with a view to seeking more efficient methods of combating the problem. 

The meeting rose at 17h30. 


