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1. COMPOSITION OF THE SUB- COMMITTEE ON INTERNATIONAL QUARANTINE 

The CHAIRMAN drew attention to the time -table for the day, which included a meeting of the 

Sub -Committee on International Quarantine established by the Committee on Programme and Budget. 

He asked which delegations wished to participate in the work of the Sub -Committee. 

Dr BERNARD, Assistant Director -General, Secretary, read out the names of the following 

countries whose delegations had indicated their desire to participate: Argentina, Australia, 

Austria, Belgium, Burundi, Cameroon, Canada, Central African Republic, Congo (Brazzaville), 

Czechoslovakia, Democratic Republic of the Congo, Ethiopia, Federal Republic of Germany, 

Finland, France, Ghana, Greece, Guyana, India, Indonesia, Iran, Iraq, Italy, Ivory Coast, 

Jamaica, Japan, Kuwait, Lesotho, Malaysia, Mauritania, Nepal, Netherlands, Nigeria, Norway, 

Philippines, Poland, Portugal, Saudi Arabia, Somalia, Sweden, Switzerland, Syria, Trinidad 

and Tobago, Union of Soviet Socialist Republics, United Kingdom of Great Britain and Northern 

Ireland, United Republic of Tanzania, Venezuela and Yugoslavia. 

The CHAIRMAN, said that any further delegation wishing to add its name to the list should 

inform Dr Kaul, Secretary of the Sub -Committee. 

2. MALARIA ERADICATION PROGRAMME: Item 2.5 of the Agenda (Documents А21/P&В /1 and 

А21 /P &В /12) (continued) 

The CHAIRMAN invited the representative of the Executive Board to report on the Board's 

discussions on the malaria eradication programme at its forty -first session. 

Dr RAO, Chairman of the Executive Board, drew attention to resolutions WHA20.14 of the 

Twentieth World Health Assembly and ЕВ41.22 of the Executive Board. 

The Executive Board had been very concerned at the state of the malaria eradication 

programme, which was going through a difficult stage, as stated by the Director- General in his 

report to the forty -first session of the Board. It had noted that, while two additional 

countries had embarked on eradication programmes, there had been delays and setbacks due to 

the lack of adequate insecticides and the shortage of trained staff, and also to the absence 

in some countries of basic health services, which had been an obstacle to the maintenance of 

eradication in areas that had reached that phase. There had also been problems of 

co- ordination. The Board had paid particular attention to the situation in the African 

Region. 

In the light of those difficulties and of the report of the Director -General, and taking 

into account resolution WHA20.14, the Executive Board had considered that the essential was 

to sustain the gains already achieved while developing basic health services, and to overcome 

financial and administrative problems. 

Operative paragraph 1 of resolution ЕВ41.22 requested the Director -General "to bring the 

report on the development of the malaria eradication programme up to date "; the latest 

report was before the Committee in document A21/P&В /1, together with document A21/P&В /12. 
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In the same resolution, the Board reiterated the previous resolutions of the World Health 

Assembly "urging governments to accord priority to the provision of personnel and of the 

financial and administrative facilities needed to accelerate the achievement of malaria 

eradication ". It also urged governments of countries with malaria eradication programmes 
"to continue the development of rural health services, giving priority to those areas covered 
by the programme in order to ensure the maintenance of the gains already achieved ", and 

requested the Director- General "to continue to support the development of basic health services 
and to provide technical advice on antimalaria measures applicable pending the launching of 
malaria eradication programmes"- It also urged governments and institutions, particularly 
those of countries now free from malaria, to "provide increased facilities for malaria research 
in order to find methods to hasten the attainment of eradication on a world -wide basis ". In 

the preamble to its resolution, the Board recognized that an adequate coverage of rural health 
services was a pre -requisite for the undertaking of large -scale antimalaria measures and that 
the lack of such coverage was one of the main factors delaying the implementation of malaria 
eradication programmes, particularly in Africa. 

The CHAIRMAN invited comments from the floor. • Professor CORRADETTI (Italy) said that the need to rectify the strategy of malaria 
eradication was now universally recognized. The Director -General, in document А21 /P &B /12, 
was proposing studies on (1) the socio- economic impact of malaria and of malaria eradication 
programmes, (2) technical methodology, (3) maintenance of achieved eradication and (4) the 

steps to be taken. The Twentieth World Health Assembly's request that the Director -General 
should elaborate a new strategy might be interpreted as containing an element of criticism 
and implying that insufficient consideration had been given to countries' possibilities for 
carrying out programmes, with consequent wastage of limited resources. No doubt that was 
true in several instances - but that kind of criticism should not be directed against the 
malaria eradication programme alone. Projects for international assistance, both in the health field 
health field and elsewhere, were still being suggested to governments without sufficient 
consideration for priorities in general development and for the capacity of governments to 
absorb those activities and meet the recurring expenditure they entailed. The Italian 
delegation, in adopting a critical attitude to WHO's policy of malaria eradication at previous 
Health Assemblies, had intended constructive criticism with a view to the adjustment of the 
general pыыi'Oy followed by WHO in all programmes of assistance to governments. Malaria 
eradication had been singled out because it was the most important programme undertaken by 
WHO, representing the largest single item of the budget. 

From the very beginning of WHO, its activities in connexion with the various diseases and • other health factors had each been taken separately, whereas the emphasis should have been 
placed on the co- ordination of the health programme as part of the general development 
programme of a given country. The result of such division was that human and financial 
resources were wasted in uncoordinated programmes. It often happened that,countries with 
limited resources could not maintain the financial effort required to meet their needs 

separately in that way. Plans for general socio- economic development, and even WHO programmes 
themselves, suffered from the lack of co- ordination. 

There was a need for more objective reconsideration not only of the malaria eradication 
programme but of the general pattern of assistance in health matters: it was unfair to single 
out for criticism one programme from which humanity at large had greatly benefited. 

It was clear to everyone, after twenty years' experience, that any programme of assistance 
must be adapted to a country's situation and organized with a view to its socio- economic 
development. Preliminary studies should be made by specialists, including sociologists, 
economists, and experts in operational research or systems analysis. The latter were now 
available within WHO, in the new Division of Research in Epidemiology and Communications 
Science, which could play its part in basic planning. 
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The Italian delegation welcomed the studies proposed by the Director -General in document 

A21 /P &B /12, and recommended that they should herald a change in strategy, not only for malaria 

eradication but also for other forms of assistance to governments. 

Dr KIVITS (Belgium) paid a tribute to the objectivity of the reports on the development 
of the malaria eradication programme presented annually by the Director -General. This year 
the interest of the item was increased by the report on the re- examination of the global 
strategy of malaria eradication (document А21 /P &B /12). That report went into the reasons 
for the establishment of the programme in 1955, and for the changes in strategy subsequently 
made on recommendation of the Expert Committee on Malaria, and outlined the difficulties met 
with in the field. 

The overall picture was positive, since by the end of 1967 seventy -nine per cent, of 

the population of originally malarious areas were now either in malaria -free areas (thirty - 
nine per cent.) or protected by programmes underway (forty per cent.). He would not be 
forgetting that progress, nor the tremendous effort made, when he brought out less bright 
aspects of the picture. 

The reports under consideration contained reassuring information in regard to certain 

problems that had for some years caused concern. His delegation noted with satisfaction 
that DDT was, except in some localized cases of failure, still the cheapest, safest and most 

effective insecticide for combating malaria, and that the resistance of plasmodia to malaria 
drugs, in particular chloroquine, was not as common as had been feared. The administration 
of chloroquinized salt had apparently not provoked a reduction in the sensitivity of 
Plasmodium falciparum to that inexpensive and relatively safe drug. The distribution of 
antimalarial drugs had proved a useful element in many eradication programmes. 

In spite of those reassuring aspects, many local problems remained. Operational 

research should be pursued to determine new methods for interrupting transmission where 
traditional methods had failed, using both insecticides and drugs, associated perhaps with 

larviciding measures. Laboratory research was also necessary, and WHO should continue its 

aid to national laboratories. Immunological research was a particularly promising field. 

Africa south of the Sahara remained the great problem, Some 200 million people - or 

96 per cent, of the population at risk in that region - were not yet covered by eradication 

programmes. The obstacles were largely administrative and financial, and the necessary 

health infrastructure was lacking. WHO, together with UNICEF, the United Nations Development 

Programme and bilateral assistance programmes, should concentrate its efforts on helping the 

governments of that region to develop their basic health services. 

Meanwhile the antimalaría activities should be intensified, for malaria caused too many 

deaths among children, impeded development in schoolchildren, and reduced the output of 

workers. And if the actual malaria eradication programmes had to wait, at least the 

preparations for them would have the great merit of stimulating the development of the basic 

services indispensable for all aspects of health promotion in Africa. Training should 

therefore be multidisciplinary, leaving greater specialization in malaria until later. He 

asked whether the review of the work of the training centres in Lagos and Lomé mentioned in 

section 4 of document A21 /P &B /1 was being undertaken in that sense. 

• 
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Dr ELOM (Cameroon) recalled that Cameroon had been one of the first countries in Africa 

south of the Sahara to launch a pre -eradication programme with WHO assistance. Unfortunately 

it had been realized that, in existing conditions, and particularly in savannah areas, the 

interruption of transmission was impossible. His delegation therefore followed with great 

interest the reports on development of the malaria eradication programme and the discussions 

on them, and it supported the proposals for a new strategy. In particular the priority given 

to the development of basic health services (which was closely linked with the improvement of 

a country's social and economic situation), to health education of the population, and to the 

training of staff, was fully justified. 

Cameroon was currently trying to introduce the measures necessary to meet those require- 
ments. With a view to extending the basic health services to cover the whole country, six 

demonstration areas had been set up in ecologically different regions, with health centres, 
mobile teams and health visitors collaborating with hospitals and other state institutions, 

including those responsible for education, health education, socio- economic development, and 

rural and community development in western Cameroon. The experiment, which he had described 
in detail at the Twentieth World Health Assembly, had met with financial, recruitment and 
training difficulties of the kind to be expected in a developing country. But it would 
provide a useful lesson and allow the health authorities to adjust their sights. 

The current plan of operations for the pre -eradication programme in Cameroon was being 
integrated with that for the development of basic health services. All rural health units 
had recently been brought under the major endemic disease service, which had been renamed the 
Service for Major Endemic Diseases and Rural Medicine. The intermediate aims were to give as 
full health coverage as possible to rural populations and to integrate specialized and more 
general public health services; the ultimate hope was to eradicate all communicable diseases, 
including malaria. 

Pending the start of operations, the following measures had been taken to reduce rates 
of infestation as much as possible: preliminary epidemiological studies; geographical 
reconnaissance and drawing -up of maps; systematic passive case detection, in collaboration 
with consultants in health centres and health visitors in their circuits; standard treatment 
with chloroquine; health education and teacher training; training of staff in seminars and 
on national and international courses organized by WHO; regular administration of anti- 
malarial drugs in primary schools and kindergartens, covering at present 650 000 children, 
with no evidence thus far 0f resistance to chloroquine (which had been provided by the French 
Fonds d'Aide et de Cooperation); antilarval campaigns in villages, with public participation; 
and a full -scale environmental sanitation project assisted by WHO and UNICEF. 

Thanks to the assistance of WHO and UNICEF, and bilateral assistance from France, the 
European Community and the United States of America - in addition to the national 
contribution - the many problems encountered were being overcome. However, success would be 
more certain if WHO would consider sending an entomologist for a long period, to carry out 
the studies in areas not yet surveyed. He also appealed to WHO to increase its financial 
assistance and supplies, and to UNICEF to revoke its decision to stop supplies of insecticides 
for highly endemic countries; that was necessary if the high mortality and morbidity rates 
among children and adults were to be reduced by emergency spraying of the kind done in 
Cameroon. 

Dr ALAN (Turkey) said that he shared the opinion 0f the delegate of Belgium and wished 
to be associated with his remarks on the malaria eradication programme. 
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The Director -General had once again submitted an excellent report in document A21 /Р &В/12, 
from which could clearly be seen what was necessary for a re- examination of the global 
strategy. In particular the Director -General proposed that the studies should cover the 
countries which had not met major obstacles in the implementation of their programmes as well 

as those which had. 

When Turkey had considered starting a malaria eradication programme in 1957, it had 

already had a quarter of a century of experience of malaria control, and a special service 
already existed. It was thought that eradication would be child's play, that it would be 
achieved in five years. In fact, several administrative, financial and technical difficulties 
had been encountered, and by 1968 the plan of operation had had to be revised several times. 
It was now hoped that eradication of malaria from Turkey would be achieved by 1972, if not by 

1970. 

The Director -General proposed in his report that programmes at several different stages 

should be studied, to determine the economic, social, administrative and technical factors 
influencing their implementation. Categories of countries had been established according to 
whether appreciable progress was lacking, whether there was slow progress as compared with the 
initial targets, or whether progress was satisfactory. Turkey had once fitted in the second 

category, but now it could be placed in the third. The Turkish delegation would like to see 
the plan approved, as proposed in document А21/Р &В /12, and suggested that WHO experts might 
study the programme in Turkey. 

In the same document, section 3 described the steps to be taken and the protocol laid 

down for use not only by public health administrators and malariologists, but also by 

economists responsible for development planning. He asked whether the protocol was already 

determined and available to delegations. 

Dr DURAISWАМI (India) said that the malaria eradication programme in his country had 
progressed satisfactorily until 1964, after which there had been some setbacks due primarily 
to operational and logistic causes. A certain number of areas had reverted from both 
consolidation and maintenance phases to the attack phase, and in 1967 those areas included a 

population of some 32 million. The appreciable increase in reversions to the attack phase 

had caused the Government to take immediate steps for a re- phasing of the programme which laid 
down uniform criteria for reversions, based mainly on the incidence of malaria in consolidation 
and maintenance phase areas during 1967 and 1968. As a result of that re- phasing the 
Government had been in a position to make realistic budget estimates for operations and 
provision of supplies for 1968, and adequate financial support had been given to the programme 
for that year. The phasing of the programme in 1968 and 1969 would place 28 per cent, of the 

population in the attack phase, 18 per cent, in the consolidation phase and 54 per cent, in 

the maintenance phase. The basic health services had lagged behind the malaria eradication 
programme in earlier years, with the result that not all the areas qualifying for entry into 

the maintenance phase could in fact be admitted; the remaining areas had a total population 

of about 20 million. 

The Government of India was taking all possible steps to provide adequate basic health 

services to meet the requirements of the maintenance phase. 

In spite of the setbacks to the programme that had continued up to 1967, its achievements 

should not be lost sight of. 1967 had been an unusual year, with heavy rainfall in India 

after three years of drought, so that in some states epidemics had actually been forecast. 

Yet the total number of cases recorded was about 200 000, with no reported deaths. When 

compared with the 75 million cases and 750 000 deaths in 1952, that figure revealed a reduction 

in the incidence of malaria of 99.5 per cent. 

• 

• 
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It could safely be assumed that there would be a similar reduction in the economic loss 

to the country through malaria, which had been estimated in 1952 to be of the order of 

7500 million rupees each year. The reduction could be estimated at 7485 million rupees 

in 1967. In addition, there had been direct economic gains due to increased industrial 

production and improvements in agriculture, which could be estimated at 14 392 million 
rupees annually. 

Finally, he added that research in cytogenetic studies of malaria vectors was in 

progress in India. 

Dr FOFANA (Mali) said that although malaria was the most serious endemic disease in 

Mali, the country did not yet have an eradication programme or even a formal pre -eradication 
programme. That was because it did not have enough human and material resources, and 
preferred to keep those it had for programmes equally urgent but more within its capacity. 

However, Mali was currently devoting its efforts to training staff and reinforcing and 
extending rural health services, health education and environmental sanitation with a view 

to general health work that would include the fight against malaria. The health services 

were engaged in chemoprophylaxis, mainly the administration of chloroquine to children and 
pregnant women; the drug was also distributed in school co- operatives. That was the first 

step towards an attempt at malaria eradication. 

His delegation approved the proposal to review the work of the training centre in Lomé, 

which should be extended and made multi- disciplinary. States should be given every chance 

to take advantage of what the centre had to offer. It was also desirable that there be no 

duplication of work between the centres in Lagos and Lomé and the one in Bobo Dioulasso. 

Thus close collaboration between the Organization for Co- operation and Co- ordination in the 

Control of Major Endemic Diseases (OCCGE) and WHO was necessary. 

His delegation also supported WHO's efforts in the field of research - in particular, 

entomological research and research on insecticides and antimalarial drugs. It placed 
great hope in the research being carried out in immunology. 

Malaria eradication in the African Region should be supported and organized on a sub - 

regional basis, as it demanded perfect co- ordination. The few scattered programmes in 

existence were likely to fail if neighbouring countries did not themselves start programmes; 

it was wise to begin at the beginning, with the training of staff and the development of 

basic services. Mali would appreciate any assistance, multilateral or bilateral, which 

would support such a policy. It approved the resolutions adopted by the Regional Committee 
for Africa in 1962, 1966 and 1967 on malaria eradication. 

The procedure recommended for the re- examination of the strategy of malaria eradication 

was encouraging, although it would be some time before a definite solution could be reached, 
and he congratulated the Director -General and the Secretariat on their work to that end. 

Dr MALIK (United Republic of Tanzania) said that the situation in Zanzibar and Pemba - 

the islands of the United Republic of Tanzania - was a good illustration of the aptness of 

the Director- General's observation that the problems most difficult to solve in malaria 

eradication related to human ecology; in those islands were seasonal farm -workers living 

in huts and on settlements of newly cleared land. 
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The malaria eradication programme had started in Zanzibar in 1957 with the assistance 
of WHO and UNICEF. The aims had been to start a comparative trial of modern methods of 
malaria control with residual insecticides in Zanzibar, and mass antimalarial drug 
distribution, in addition to spraying, in Pemba; to observe the results and to plan 
eradication of malaria if that appeared possible; and to find means of preventing the 
immigrant population which constantly visited the islands from the mainland from re- 
infecting the inhabitants. 

A preliminary epidemiological survey had revealed spleen rates of 70 per cent. and 
84 per cent, in children and parasite rates of 50 per cent. and 68 per cent., in Zanzibar 
and Pemba respectively. Anopheles gambiae and Anopheles funestus were identified as the 
principal vectors of malaria, against which dieldrin had proved fully effective. The 
sporozoite rates were as high as 5 per cent. and 20 per cent, in Zanzibar and Pemba 
respectively. Precipitin test results had revealed overwhelming evidence of human blood. 

After the survey, the first spraying with dieldrin in a one -year cycle had started in 
Zanzibar in April 1958. In Pemba it had started in November 1958, supplemented by chemo- 
prophylaxis using combined chloroquine and pyrimethamine tablets for both permanent and 
immigrant population. In early 1960, one year after completion of the first cycle in both 
islands, the results were encouraging: the A. gambiae population had greatly diminished and 
showed no resistance to the insecticide; the parasite rates in younger age -groups had dropped 
remarkably; and the spleen rate showed improvement. But at the same time it was evident 
that transmission was continuing, and that the residual effect of dieldrin was not more than 
four to five months. Also a few cases of dieldrin poisoning had occurred. 

Nevertheless, the Government had been prompted to extend the programme to eradication. 

In November 1960, with the advice of WHO and help from UNICEF, a fully -fledged plan of 
operations was worked out, providing for DDT to be sprayed in two cycles a year instead of 
dieldrin. 

The following elements had been included in the subsequent plans of operation over the 
years: passive surveillance through the existing rural health centres and the hospitals; 
presumptive treatment of suspected fever cases and immigrant groups entering at the official 
points of entry, as well as of those fishermen who could be traced; radical treatment of 
confirmed cases; mass drug administration; active case detection supplemented by 

epidemiological investigation and "flying squad" activities, and dissemination of information 
through health education. 

Entomological work, including the capture of mosquitos, mosquito dissection, bio -assay 

and susceptibility tests, blood -meal smears, and dispatches of mosquito eggs to the United 

Kingdom for genetic studies, had been carried out continuously under the direction of the 

WHO entomologist. 

Similarly the spraying had been supervised by a sanitarian provided by WHO, and the 

technical and operational planning of the programme was controlled by a maláriologist assigned 
by WHO as project leader. Several members of the national staff had been sent to malaria 

eradication training centres. 

Regular periodic evaluation by WHO and UNICEF experts had been a salient feature of the 

programme. Up to the end of 1967, after seventeen spraying cycles the country was still in 

the attack phase and the vector was still susceptible to DDT. In 1967, an independent 

assessment team had visited the island and concluded that transmission was still continuing, 

though at a lower level in some areas. The parasite incidence for 1966 and 1967 in Zanzibar 

was 7.8 and 11.4 per thousand population, based on an annual blood examination rate of 

21 per cent. and 17 per cent. respectively. For Pemba in the same two years it was 1.0 and 

1.7 per thousand, with an annual blood examination rate of 26 per cent. and 24 per cent. 
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The small amount of success had been a great disappointment. But the delay had been 

mainly due to operational factors and, to some extent, to administrative difficulties. 

Spot surveys had shown that 20 per cent, of indigenous cases were associated with the 

fact that one month after spraying 30 per cent, of sprayed houses had had to be re- roofed or 

re- plastered owing to climatic conditions. There were coral areas of difficult terrain 
with semi -nomad populations in which complete coverage was very difficult. In addition to 

110 033 permanent houses, 46 847 temporary agricultural huts had been constructed in rice 

fields during the rainy season. In spite of attempts to deal with the situation by 

surveillance and flying -squad activities, the problem remained. Moreover, cases were 

imported by fishermen who visited the malarious mainland and returned with the infection in 

their blood. 0f the total number of cases in Pemba in 1966 and 1967, the proportion of 
imported cases was 46 per cent, and 47 per cent. respectively. In view of the importance 
attached by his Government to agriculture, more areas of land were being opened up for 
cultivation and settlement. The country was determined to overcome the domestic and 
administrative difficulties it was facing. It was already spending annually on malaria 
services one- eighth of its national health budget, and some gains had been achieved. 

Before spraying, about 16 000 malaria cases had attended hospital annually as out -patients 

in Zanzibar. In 1967, there had been 2139 and 269 confirmed cases in Zanzibar and Pemba 
respectively. During the same year, the infant parasite rates had fallen from the pre - 
spraying level of 60 per cent, to 2 per cent. and 63 per cent, to 0.1 per cent, respectively. 

At the beginning of 1968 the operational implementation of the programme had been 
completely decentralized. The country had accepted with some regret the recommendations 
of the 1967 assessment team that in Zanzibar the second spraying cycle should be replaced 
by four rounds of monthly mass drug administration, and that active case -detection should 
be suspended. That course would render the programme in Zanzibar below eradication 
standard, but was expected to maintain the status quo, and it was hoped that the eradication 
standard might in due course be restored. The plan of action for Pemba remained unchanged. 

He expressed appreciation to WHO and UNICEF for their continued valuable help and 
expressed the hope that their technical and operational assistance would be continued. 

It was time for a radical re- thinking to streamline the global strategy of malaria 

eradication according to the guidelines laid down in the Director -General's report, namely, 
through a socio- economic study, provision of the necessary finance, and through research. 
In the latter connexion he recalled a discussion he had had with Dr Davidson of the Ross 
Institute, who had described his attempts to generate a population of sterile male mosquitos 
by crossing the species. If successful, such measures would be of great value in Zanzibar 

and Pemba, and he was sure that WHO would give active aid to such research. Dr Gramiccia 
and other members of the independent assessment team that had visited Zanzibar in November 
1965 had produced a realistic report. 

Professor MORARU (Romania) recalled that malaria eradication constituted one of the 
important objectives of the Organization. Unfortunately, early hopes had not been realized 

owing to various local difficulties which had made necessary a re- examination of the world 
strategy. The Director -General's report showed the need for developing the health 
infrastructure and the national specialized personnel necessary for the eradication 
programmes. In that connexion, WHO should intensify its technical and material support. 

The Director- General's report also indicated other aspects that could hamper programmes 
that were already under way. More than half the countries at present in the consolidation 
phase and reporting regularly to WHO had indicated the appearance of foci, often with a 
large number of cases, which necessitated a return to the attack phase. Such a situation 
could only arise from difficulties in execution, particularly of an administrative and 
financial nature. 

In some areas there was a standstill in eradication operations. Close co- operation 
was called for between national health administrations and economic and other departments, 
as well as multilateral co- operation among States. 
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The experience in Niger of applying drug treatments simultaneously with insecticide 
spraying was encouraging. 

Various expert committee meetings and study groups had recommended the initiation or 

the continuance of scientific research. Such research, with WHO support, could be carried 

out in countries with a tradition of scientific research, including Romania, but it was 

important also to assist such activities in developing countries. 

He expressed gratification that Romania had been entered on the official register as 

having achieved eradication - the result of a fruitful practical and scientific activity 
carried out over two decades. 

Dr GJEBIN (Israel) said that it was regrettable that, in spite of considerable advances 

made in the fight against malaria, foci of transmission had appeared in a number of areas in 

which eradication programmes had been on the point of completion, owing to financial and 
operational difficulties, inadequate surveillance operations or too early withdrawal of 

antimosquito measures. Experience had shown that transmission could be re- established by 

hitherto unidentified parasite carriers, or by withdrawal of anti -anopheline measures in 

areas of high receptivity. It was necessary to bear in mind the risk of reintroduction 

by an influx of visitors or returning citizens from malarious areas. Constant vigilant 

measures must, therefore, be taken, including haematological examination, chemoprophylaxis, 

follow -up and entomological operations. Such measures must be maintained even after 

eradication had been achieved. Technical personnel and medical students must be trained 

in diagnosis of malaria even in those countries where it did not normally appear. 

He expressed his country's support for the steps to be taken in re- examining the global 

strategy as suggested by the Director -General, with particular reference to the socio- economic 

impact of eradication, bearing in mind the need for basic health services in the countries 

concerned and for developing the general public health and epidemiological services, without 

which no real progress could be achieved. 

Dr ARIF (Iraq) associated himself with previous speakers in thanking the Director - 

General for his valuable reports, which showed the considerable advances made during the 

past ten years. There had nevertheless been serious setbacks in several countries owing 

to administrative, technical or financial difficulties. 

The programme in Iraq had made good progress up to 1962, when all the central and parts 

of the southern regions had been in the consolidation phase. In 1963, however, a serious 

setback had been occasioned by the Basrah epidemic which, combined with certain 

administrative and technical difficulties, had necessitated the reversion in 1965 to the 

attack phase and renewed spraying operations. 

The norther region was at present in the early attack phase, and transmission was 

very high; while the central and southern regions were in the late attack phase, in which 

surveillance operations were proceeding in addition to spraying. Many difficulties had 

been faced during the programme's implementation. Some had been solved, but others needed 

further study. The difficulties included population movement, technical difficulties, 

particularly resistance of A. stephensi to insecticides; difficulties in drug administration; 

and the different phases reached in the programme in various areas of the country and in 

neighbouring countries. A new carbamate insecticide, OMS 33, was to be used in the Basrah 

area, where A. stephensi showed a high resistance to DDT. An intensive campaign of health 

education of the public had been carried out. Other supplementary measures such as 

larviciding had been employed. 
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He expressed appreciation to WHO for its assistance in the use of the new insecticide 

and in providing an independent team of experts to carry out an evaluation of activities on 

which future eradication operations could be based. He had read with interest the report 

in document A21 /P &B /12. His delegation considered that more epidemiological and operational 
studies and research should be carried out, with the aim of reducing the organizational cost 

and overcoming the technical difficulties of implementing the programme. He supported the 

proposal in document А21 /Р &B /12 for sending teams of consultants to assess the socio- economic 
impact of malaria and the relationship of malaria programmes to national health plans, and the 

planning and implementation of programmes covering the technical and non- technical aspects. 

Dr SAROSО (Indonesia) said that her Government recognized the great importance of malaria 

eradication and wished to contribute its share in the global. programme. 

The programme initiated in Java and Bali at the end of 1959, with the assistance of WHO 

and the United States Agency for International Development, and which it had been hoped would 
have reached the maintenance phase by 1968, had encountered financial difficulties, which 
since 1965 had resulted in inadequate surveillance and coverage • The annual blood 

examination rate had been only about five per cent., and epidemiological investigation had 
been insufficient. Some progress had nevertheless been made, the number of cases in Java 

and Bali having fallen from fifty million in 1950 to the present level of about fifteen 

thousand. 

Her Government, which had had to admit its inability to carry out its surveillance 
programme by WHO criteria, would greatly welcome a re- examination of the global strategy. 
It recognized the impact of antimalaria measures on economic development and, beginning in 

1968, wished to allocate more funds to malaria programmes. A national health plan had been 
formulated, with the establishment of health centres as a priority, to form the infrastructure 
for malaria and other communicable disease programmes. 

In areas of Java and Bali where endemicity was still high, and in other areas where 
agricultural development plans were to be conducted, programmes would be carried out with the 
aim of reducing the number of cases to the point at which malaria ceased to be a public health 
menace. 

Referring to the Annex to document А21 /Р &B /1, she pointed out that Indonesia was the 
only country in South -East Asia having areas with a high incidence of malaria for which 
eradication programmes had not yet been started. Although her Government was anxious to 

begin such programmes, it could not do so unaided. Help was needed from WHO, UNICEF or 
bilateral sources; if such aid were not forthcoming, the country would remain a threat to 

neighbouring countries. It would like to co- operate in the effort to comply with WHO policy. 
She emphasized the statement made by the delegate of Italy that all programmes carried out 
should be adjusted to local needs and resources. 

Although in Indonesia programmes would, for the time being, be only of a control nature, 
the ultimate aim would be to eradicate malaria. Her Government, therefore, would like to be 
included among the countries in which studies would be undertaken. If that were not possible, 
however, perhaps WHO could change the composition of the team to be assigned to Indonesia and 
include sociologists, so that an inter -disciplinary approach could be made that would be 
applicable not only to malaria eradication but to the eradication of other communicable 
diseases. 

Dr MERRILL (United States of America) congratulated the Director -General and his staff 
on the report in document A21 /P &B /1. The United States continued vigorously to support the 
concept of world -wide malaria eradication and WHO's role in providing leadership, guidance 
and co- ordination. . 
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It had been shown that the rate of progress had slowed down as geographical and 
technical difficulties were encountered, actual regression having occurred in a number of 

areas, thus testifying to the wisdom of resolution WHA20.14 in calling for the re- examination 
of the strategy employed to achieve global eradication. His delegation was favourably 

impressed with the progress reported in document А21 /P &B /12 in the implementation of that 

resolution. The major problems appeared to have been identified and the proposed approaches 
to the review of the total strategy seemed appropriate. His delegation was pleased to see 
that attention was being directed to the socio- economic aspects and to the relationship of 
the programme to total public health planning and programming, as well as to technical 

problems. Both reports indicated the necessity for development of new technologies or 

realignment of existing ones. He cautioned against the temptation to relax efforts while 
the re- examination was in progress. 

One area deserving of particular scrutiny was the administration of programmes. Most 

relapses during 1967 appeared to have been due to administrative weaknesses such as delays in 

financing and in delivery of insecticide, personnel deployment deficiencies, inadequate 

forward planning and follow -through. Such difficulties resulted in delaying programmes and 

even in some instances in the recurrence of malaria in areas that had recently been freed. 

He hoped WHO would devote particular attention to those administrative problems in the coming 

year, both in its global strategy analysis and in its assistance to countries in their day -to- 

day operations. 

He agreed with the Director -General's remarks concerning the need for an adequate 

training programme. Particular attention should be given in such a programme to 

administrative aspects. 

His country was concerned at the decrease under malaria eradication in the proposed 

programme and budget estimates for 1969, which appeared to be inconsistent with the high 

priority of the programme and the extent of the remaining task. He expressed the hope that 

the reduction did not represent any relaxation of priority, and suggested that any funds 

becoming available from delays in other planned activities would be utilized for that purpose. 

His delegation was pleased to note the continuing emphasis upon research. The 

diminishing rate of progress was a further indication of the need for intensifying efforts 

to find a more effective technology. Technical problems were appearing increasingly as 

nature adjusted to the initial approaches. 

He assured the Director -General and the Health Assembly of his country's continuing 

desire to support WHO's efforts in the pursuit of the important goal of malaria eradication. 

It would continue to do everything possible to co- ordinate its bilateral assistance with the 

total world programme. 

Dr BELCHIOR (Brazil) said that his country's malaria eradication programme covered an 

area of about seven million square kilometres, with an estimated population of 36 000 000, 

and with 7 000 000 houses. Areas covering 22.5 million inhabitants were already in the 

attack or consolidation phases. Since July 1967, an additional 700 000 houses had been 

covered and 200 000 brought into the consolidation phase. The Government had provided the 

necessary technical conditions to protect the rest of the population, estimated at 13.5 

million. The malaria eradication programme was thus one of the country's most important 

activities. 
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The difficult problem of resistance of certain strains of Plasmodium falciparum to 

4- aminoquinolines had been noted in areas in the preparatory phase. Experiments to solve 

the problem had been carried out in various areas. In 1967, a total of 1 965 000 slides 

had been collected, of which 100 000 (five per cent.) had been shown to be positive. That 

percentage appeared to represent the over -all occurrence of malaria, including unsprayed 

areas and areas still in the preparatory phase. In the fully -covered areas, comprising 

some states in the north -east and south, the percentage had been kept down to about 0.6 per 

cent. 

With regard to specific plasmodium distribution, there was a high prevalence of 

P. falciparum in the north and central states. A surprising parasitic reverse had occurred 

particularly in the northern state, Piani, the prevalence of P. falciparum being about 

sixty -five per cent. Of the sectors comprising the malaria eradication campaign area, forty 

per cent, showed predominance of P. falciparum over P. vivax. The vectors were Anopheles 

darlingi, A. aquasalis, and the species bellator and cruzi of the sub -genus kerteszia. 

Approximately 20 000 voluntary notification posts made up the passive information 

network. Workers had carried out case -finding operations in visits to some 428 000 houses. 

In the first half of 1967, a total of 2 276 000 houses had been sprayed. Upon completion 

of the cycle it had been possible to interrupt the spraying of about 250 000 houses where 

cessation of transmission had been obtained. It had also been possible to reduce spraying 

in some areas. The Ministry of Health had allocated the equivalent of approximately 

US$ 14 000 000 for the 1968 programme. 

The Ministry of Health was co- operating with WHO and РАНО, and was receiving assistance 

in the form of supplies and materials, technical, administrative and consultant services, 

fellowships and drugs, estimated at approximately US$ 360 000 in 1968. 

The initial donation covenant of the United States Agency for International Development 

had been replaced on its expiration by a loan agreement. In 1968, USAID would invest 

approximately US$ 1 500 000 in the acquisition of insecticides, solvents, sprayers, drugs, 

accessories, fellowships and general consultant services. 

Brazil's malaria eradication programme was the largest in the Americas and one of the 

foremost in the world. In the second half of 1968 coverage of the entire malarious area 

would be completed, bringing with it direct benefits in economic potential. That achievement 

would be of interest also to countries with a common frontier with Brazil, stretching for 

approximately 15 000 kilometres. His delegation was pleased to support the Director -General's 

report in document A21 /P &B /12. 

Dr NICHОLSON (Guyana), after congratulating the Director -General on the concise and 

informative report in document A21 /Р &B /12, drew attention to the following statement in 

section 3 of part A: 

"Where malaria eradication operations were in progress, some governments have been 

unable to continue to give adequate priority to the programme when the disease became of 

lesser importance in regard to the health situation of the country as a whole; they 

have curtailed financial provision for the programme and, as a consequence, resumption 

of transmission has frequently occurred, requiring prolongation or reinstitution of 

attack operations." 

That statement was particularly relevant to the situation in his own country and others where, 

owing to epidemiological, geographical and other conditions, recrudescence might occur if the 

budgetary allocation were curtailed. Such curtailment was a temptation for the financial 

authorities when substantial progress had been made towards eradication, and the advice of 

technical and professional personnel was needed to point out its dangers. 
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He thanked PAHO, UNICEF and WHO for their assistance to his country's eradication 
programme, and congratulated Dr Giglioli, the joint Darling Award winner, who had given 
valuable advice and technical assistance to Guyana since the inception of its malaria eradica- 
tion programme in 1945. 

Dr CHICAL (Central African Republic) said that his delegation had followed with great 
interest the development of the global malaria campaign, and wished to thank the Director - 
General for his realistic and lucid report. 

Malaria cost the Central African Republic a heavy price in both economic and human terms. 
The country had undertaken investigations which, for lack of resources, had not led to practi- 
cal results. No eradication or pre -eradication campaign had been undertaken by WHO. The 
Organization for Co- ordination and Co- operation in the Control of Major Endemic Diseases and 
the country's permanent health posts did what they could with the support of UNICEF and French 
bilateral assistance. Unfortunately, only young children regularly attending the maternal 
and child health protection centres, and representing a very small proportion of the exposed 

population, received chemoprophylactic treatment. 

His Government would like to undertake large -scale evaluation operations that could lead 

to eradication, on the same lines as indicated in the Organization's re- examination of the 
global strategy, which showed the need for a pre -eradication phase in which the basic health 

services were organized. 

A small public health pilot area had furnished interesting results in 1965 relating to 
5000 persons. Another such pilot area covering 25 000 persons was in preparation, in which 

the basic services of agriculture, national education and public health would work together 

at rural community level. The Organization for Co- ordination and Co- operation in the Control 

of Major Endemic Diseases would be responsible for health problems in the medical and socio- 

economic undertaking. All rural problems would be studied, and education, information and 

publicity would play an essential part. One of the first objectives would be to undertake a 

collective malaria chemoprophylactic campaign. 

There was a vicious circle in that the organization of basic health services aimed at 

the total coverage of the population could not be attained until the socio- economic level was 

considerably raised. The question to be asked was: what should be the level of coverage or 

the minimum level of perfection attained by the basic health services to enable WHO to support 
a pre -eradication programme? 

Dr LAL DAS (Nepal) stressed the importance of strengthening basic health services in a 

country where malaria eradication was entering the consolidation phase. About half of Nepal's 

total health budget was devoted to malaria eradication. At the time when the malaria 

eradication programme had been launched, the country had been arbitrarily divided into zones 

and units, unconnected with the political zones followed by the health services in launching 

health programmes. Spraying was now to be withdrawn from ad area inhabited by 1.7 million 

people. It would be necessary to re- examine the situation of the various health posts and 

to set up new ones. Many difficulties would be encountered in so doing, and all possible 

assistance from WHO would be needed. 

He thanked the Director- General for his valuable report. 

Dr BOXALL (Australia) said that the malaria eradication programme was, as stated by the 

Director -General, WHO's largest and most widespread activity. It was also a very costly 

campaign, not only for WHO but for the countries engaged in it. Commitments in 1968 from 

the regular budget, technical assistance, the Voluntary Fund for Health Promotion and UNICEF 

together amounted to some $ 16 000 000. 
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Examination of the present status, however, showed a disappointing lack of development 

of new programmes and a delay in entry into the maintenance phase of existing ones. The 

problems included lack of funds and of suitable staff, failure to persevere with programmes, 

difficulties in control of imported cases, and failure to appreciate the socio- economic 

benefits of eradication. 

He was pleased to note that economists were being considered for the WHO malaria 

advisory services. Specific advice was needed by governments on costs, sources of financing, 

and ultimate benefits to be expected. The present advisory staff included malariologists, 

public health advisers and epidemiologists. It should be noted that the number of project 
advisory staff available for inclusion in the teams had increased by 70 per cent, during the 
past ten years. 

He would appreciate more information concerning the proposal on page 7 of document 
А21 /P&B /12 to set up three consultant teams. The problems encountered in eradication 
campaigns stemmed largely from lack of funds and of staff. How could a consultant team help 
in that respect? WHO already had nearly 400 project advisory officers for malaria eradica- 
tion advisory teams. If economists were to be added to their number, was it not possible 
for suitable advisory teams to be chosen, or were the WHO advisory teams inadequate for other 
reasons? Would the proposed consultant teams be sent only at the request of governments? 
Why were three consultant teams proposed? How long would a consultant team operate? What 

was the estimated cost of providing consultant teams? What steps could be taken to focus 

attention on areas of non -activity, particularly those not seeking WHO advice or not 
implementing the advice received? What steps could be taken to arrange periodic reassessment 

of areas of non -activity by consultant or advisory teams? And what measures other than the 
appointment of consultant teams had been considered as the best means of accelerating the 
programme? 

His delegation hoped that the discussion would indicate appropriate measures for 
achieving further progress. 

Dr OLGUIN (Argentina) said that the malaria eradication programme was deserving of the 
greatest attention because of the difficulties encountered in its development, its cost to 
the countries concerned, and the fact that the desired progress had not been achieved in all 

cases despite the efforts made. The persistence of the epidemiological situation in treated 
areas adjacent to those not covered also presented a problem. 

The Director -General's report on re- examination of the global strategy was of great 
interest. The figures for 1958 -1967 showed clearly the progress achieved but also the 
slowness in starting new programmes because of the need for developing basic health services. 

The most important aspects were the provision of services and resources, efficacy of 
programmes, available personnel, epidemiological activities and socio- economic repercussions. 
Bearing in mind all those aspects, the study should be adjusted to national needs and 
characteristics. 

The meeting rose at 11.45 a.m. 
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Page 5, sixteenth line from bottom 

delete: organized by WHO 

Page 9, first line 

delete: The small amount of success had been a great disappointment. 

insert: The awareness of that amount of success had been a great disappointment to 

WHO, UNICEF and - he made no pretence - to the authorities of his country 
as well. 

Page 11, eighteenth and nineteenth lines 

delete: fifty million in 1950 to the present level of about fifteen thousand. 

insert: fifteen million in 1950 to the present level of about fifteen thousand per 
• year in 70 million people. 

Page 11, seventh and eighth line from bottom 

delete: WHO could change the composition of the team to be assigned to Indonesia and 

include sociologists, 

insert: WHO could change the composition of the malaria team to be assigned to 

Indonesia and include a sociologist and other experts, similar to those in 

the WHO study team mentioned in document А21 /P&B /12, 

Page 15, end of fifth paragraph 

delete: a problem. 

insert: a problem of reinfection in the treated areas, and brought out the importance 

of co- ordination of eradication programmes, particularly in the neighbouring 
and frontier zones of the countries. The lack of satisfactory progress in 

the development of new programmes and in entry into the maintenance phase was 
due, as he understood it, to technical, administrative and financial 

difficulties in initiating and developing activities, and to inadequate 

development and organization of the basic health services for maintaining 
the progress achieved, respectively. 


