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1. MALARIA ERADICATION PROGRAMME: Item 2.5 of the Agenda (Documents A21 /P &В /1, А21 /P &В /12 

Corr.1) (continued) 

Dr NАВULSI (Jordan) said that despite the marked success of the malaria eradication 
programme in Jordan in recent years - both in the maintenance phase, in the western region of 
the country, and in the consolidation phase, in the Jordan Valley - the programme was now 
faced with failure owing to the repeated attacks on his country. There was a threat of new 

foci being established and of the disease spreading to other countries in the Western 
Mediterranean Region. 

He regretted to have to give thé Committee such a gloomy view of the future of the 
programme in his country but wished to draw attention to the disturbing situation there. 

Dr ZAARI (Morocco) said that the malaria eradication programme in his country had come 
into being with the adoption of the five -year plan to build up the health infrastructure 

throughout the country. A pre -eradication programme had accordingly been launched in 1962 
with the following three aims: to train personnel and to build up an infrastructure throughout 
the country adequate to ensure eradication of the disease; to set up a demonstration area; 

and to demarcate malarious regions. At the outset, the intention had been to carry out the 
project in four operation stages: pre -eradication (1963- 1964); preparation of the attack 
phase (1965); the attack phase proper (1966- 1968); and the consolidation phase (1969- 1971). 
Subsequently, however, the estimates made in that connexion had been found to be far too 
costly. The expenditure on the eradication campaign for the period 1965 -1970 had been 
estimated at about $ 30 000 000 - based on the assumption that massive spraying operations 
would be required to cover the whole country. That estimate had, however, anticipated the 
results of the pre -eradication programme, one of the main aims of which was to demarcate 
malarious regions and thus to limit the areas to be sprayed. 

The programme had therefore been revised - but as a direct result of the slowing down of 

the three -year programme (1965 -1967) to develop the health services, which had been necessary 
because of lack of funds and staff. While the postponement of that three -year plan was 
regrettable - because it had in turn caused the postponement of the eradication programme - 

it was, in another sense, beneficial, since there had been time to revise the basic assumptions 

of the first project, to solve technical and administrative difficulties and to place the 
malaria eradication programme in its proper epidemiological context - the Maghreb as a whole. 

The first basic assumption to be revised was the need for massive spraying operations, 

which, in the light of existing knowledge, were found to be unnecessary. Only since 1965 

had it been possible to gather information on endemic malaria for townships or areas with 
15 000 inhabitants, and only since 1967 for villages. Studies were now being carried out 

to determine foci of transmission - an arduous task but one well worth while since it meant 

that operations could be carried out on a selective basis. Another advantage in postponing 

the eradication programme was that it had been possible to carry out epidemiological studies, 

the results of which could be put to judicious use. 

The revision of the initial timetable had also made it possible to foresee many of the 
difficulties, in respect of planning and administration, that would have arisen if purely 

theoretical standards had been applied too hastily. One of the main elements of the 
pre -eradication programme was the organization of an itinerant rural service, even though 
that service was not strictly confined to malaria eradication. The work currently being 
carried out in that connexion covered eleven of the nineteen provinces in the country, 

accounting, in 1967, for a total of over 7 000 000 inhabitants. At the same time, practical 
solutions to the problems inherent in the administration of an integrated programme had been 

found. 
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The slowing down of the three -year plan, on the one hand, and the postponement of the 

eradication programme, on the other, had given rise to two problems: first, underemployment 

of the infrastructure, which was operational neither for malaria nor for any other sphere of 
activity; and, secondly, the recrudescence of malaria, as control measures had been relaxed 

in anticipation of the launching of an eradication programme. Additional services had 
therefore been made available to areas with a partial infrastructure, so that full use could 
be made of the sources available, and spraying operations had been resumed in formerly 

epidemic areas as well as in tourist areas. 

Development of the rural infrastructure was very satisfactory. Spraying operations, 

which had been extended from the west to the north of the country, were carried out in areas 
with a sound infrastructure and in accordance with the requisite technical standards for 
eradication. It was not possible to give an answer to the question as to whether the action 
taken would have only a temporary effect or whether it marked a step forward on the road to 

eradication. Everything would depend on the capacity of the rural infrastructure not only 
to consolidate the results of spraying but also to carry out the necessary surveillance action. 
The future would, in any event, be determined during the forthcoming five -year plan, from 

1968 to 1972, when the means necessary to complete the rural infrastructure would, in all • likelihood, be forthcoming. 

In conclusion, he said that the seminar on malaria, held in Algiers in April 1968 under 

the auspices of WHO, had allowed the countries in the region to exchange views to their 
mutual benefit. He trusted that it would be possible in the near future for the countries 
concerned to co- ordinate their activities, also under WHO's auspices. 

Dr RATNASINGHAM (Ceylon) said that, following the eradication programme initiated in 
Ceylon in 1958, the number of cases of malaria had dropped to 17 in 1963; insecticide 
spraying had been stopped in June 1964. In September 1964, however, there had been a resur- 
gence of the disease, which had reached epidemic proportions by the beginning of 1968. 
P. vivax - which had not been found since 1961 - had reappeared towards the end of 1966, 
causing the present outbreak in the central region. The outbreak had then spread first to 
the gem -mining areas, where there were large floating populations, and thereafter to virtually 
the whole of the country. It was estimated that the outbreak accounted for approximately 
one million cases of malaria. 

Thanks to readily available treatment on a wide scale, there had to date been only 17 
deaths. P. vivax accounted for 99.5 per cent, of all cases, P. falciparum having been 
confined to small pockets in five of the 22 districts throughout the country. 

Fifty -nine spraying units were in operation and, in addition, 150 army recruits were 
spraying all houses within half a mile of each bank of the three, epidemiologically important, 
rivers. Thé dosage used was 1 g of DDT per square metre; while there was no resistance to 
the insecticides, an increasing tolerance had been noted* 

Widespread spraying was the answer to the present epidemic but it had not been possible 
because DDT, as well as spray cans and vehicles, had to be obtained from abroad - which 
commodities took several months to transport by sea and the high cost of which, in foreign 
exchange, the country had been unable to meet. 

Radical treatment was, however, carried out on a wide scale and consisted of 1400 mg of 
Camoquin given over three days combined with 75 mg of Primaquin over five days, to neither of 
which had there been any resistance. Active and passive surveillance was carried out in all 

affected areas, some 5000 -6000 blood films being taken per day from fever cases. A total 
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of 132 microscopists were engaged in examining an average of 65 blood films per day. Two 

epidemiologists, two entomologists, one sanitary engineer and two sanitarians from WHO had 
visited Ceylon in an advisory capacity in 1968. The epidemiologist and the sanitary engineer 
who, together with an entomologist and two sanitarians, were still in the country, had proposed 
that 10 million of the 12 million population should be given insecticide protection. As a 
result, four -fifths of the country would have to return to the attack phase. Emergency 
spraying and extensive epidemiological assessment had been proposed at an approximate cost of 
US$ 5 -1/2 million. The Government was now examining possible sources for meeting that cost. 

His Government was grateful to the World Health Organization for its continuing assistance 
and looked forward to the further help it required in view of the present situation. 

Dr PEREDA CHAVEZ (Cuba) said that it was evident from document A21 /P&B /12 that the 

Organization's new strategy for the fight against malaria, which was based on recent experience 

and studies, opened fresh possibilities of action. 

Cuba had followed the recommendation in resolution WHA20.14 to accord priority to personnel 

training and to administrative measures to step up the development of the basic health services 
needed for malaria eradication. The evaluation of the antimalaria campaign in Cuba, carried 

out by WHO together with the national services, had led to the following conclusions: 
first, the measures already taken had resulted in a decrease in the disease: in 1967, of the 

46 cases reported, 39 were imported, four were autochthonous from the consolidation area, two 

autochthonous from the attack area and one a relapse case from the maintenance area. 
Secondly, the integration of the campaign into the general health services had been opportune 
and in keeping with the requisite technical standards. Thirdly, the necessary funds to ensure 

the successful execution of the programme had been ensured; and, lastly, the satisfactory 

results of integration were due to careful planning and to the training and professional know- 
ledge of personnel at all levels. 

In conclusion, he stressed the importance of integrating the malaria programme into the 
general health services, and expressed his agreement with the Director -General's recommendations 

in document A21 /P&B /12. 

Dr MARTINEZ QUEVEDO (Paraguay) said that his country's experience in carrying out its 
malaria eradication programme might be of use in drawing up new policies. 

In the light of certain assumptions made in respect of the epidemiology of malaria, the 

attack phase of the eradication programme was initiated in 1958 and 1959. Subsequently, 

however, it became evident that the problem was not as simple as had at first appeared. It 

had therefore been decided to postpone the eradication programme in order to carry out further 

studies, which studies had revealed that the Anopheles were autochthonous and that 80 per cent. 
of the country was malarious, rather than only regions adjacent to the major rivers. A new 
eradication plan was therefore formulated in 1964. In the meantime, the Government had 

initiated a development programme when it had been discovered that the highest incidence of 
the disease was in Caaguazú, Alto Paraná. In that area, highways were being built to link the 
country with Brazil, as well as a hydro -electric dam, for which purpose a programme of 
colonization and of agrarian reform had been drawn up under which populations in impoverished 

areas would be moved to new colonies. That aggregation resulted in an alarming increase in 

the incidence of malaria. 
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As a result of the Ministry of Public Health's intervention with the state authorities 
and international credit organizations, economic difficulties had been overcome. The 
national allocation had been raised from 300 000 to 500 000 dollars annually, while USAID had 
granted a loan of 1 900 000 dollars over five years. At the same time, UNICEF and WHO's 
technical assistance services had rendered invaluable assistance in material and equipment. 

The programme would enter the attack phase in the coming months and pilot experiments were also 
under way to ascertain whether it was possible for insecticide spraying to be carried out at 

the same time as smallpox vaccination, 

His country shared long frontiers with Brazil, Argentina and Bolivia, all of whose 
activities in respect of malaria therefore influenced one another. It was essential to 

consider each country interdependently within the new strategy. 

Dr BADDOO (Ghana) said that malaria was the primary cause of morbidity in Ghana, both in 
children and adults, and came second only to pneumonia and bronchial pneumonia as the cause of 
mortality, It was thus a major public health problem but its control and eradication were 
fraught with many difficulties - for instance, lack of adequate environmental sanitation, 
health services and public health education. The WHO project in Ghana had had to be suspended 
because there was no infrastructure to support the eradication programme. 

Among other ways, Ghana was endeavouring to meet its problems was through the development 
of peripheral health units - in the form of health posts - and the training of paramedical and 
auxiliary staff to man those units. Nine such posts were being developed in the Volta Region 

and two elsewhere, It was hoped to build more during the forthcoming financial year. 

As a complementary activity, a dual purpose project was being established at Kintampa, 

with WHO's assistance, to develop methodology and strategy in controlling communicable diseases 

through the basic health services, and to train supporting paramedical and auxiliary staff. 

It was gratifying to note that, in addition to the emphasis placed on research in respect of 

malaria, the Director -General had developed a strategy for teams of consultants, including 

sociologists and economists, for assessing malaria eradication programmes, 

Dr OSMAN (Sudan) said that malaria control had been initiated in his country as far back 

as 1906. With WHO's assistance, a malaria pre -eradication programme had been started in 1963, 

eradication being scheduled to start in 1970. The pre -eradication period was being used to 
develop the basic health services to the requisite minimum standards for the eradication 
programme and to train the different categories of staff. 

In view of the financial difficulties inherent in establishing malaria eradication 

services as a separate entity and of the difficulties in integrating those services into the 
basic health services, courses had been arranged to train different categories of staff from 

the general health services with a view to the requirements for malaria eradication in 1970. 
When they completed their training, the staff returned to their normal duties in the general 

health services, The possibility of those personnel taking refresher courses' in 1969 and 
1970 was being considered. 

A malaria board had also been established as a main co- ordinating instrument to provide 
for interministerial pooling of resources. The board studied plans for the development of 
the rural health services and for training technical staff. It also assessed programmes and 
made recommendations in respect of finance. 
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As resistance to ICI of the anopheline vector had occurred, Sudan was to change to DDT for 
spraying, on the advice of the WHO Regional Office. 

A re- examination of the global strategy of malaria eradication and of the policy governing 
assistance to developed countries would result in more progress being made. 

Dr CLAVERO DEL CAMPO (Spain) said that the general tactics of malaria eradication should 
be revised. Although the reports of the expert committees were generally excellent, they 

sometimes assumed a rather dogmatic tone that it would be preferable to avoid. 

In his opinion, the problem of malaria eradication should be dealt with differently in each 
country; while some programmes should receive WHO's help, others should not, since such help 
should be granted only when the economic and social conditions were suitable. Only thus 
would it be able to ensure that programmes did not undergo a regression. 

Too much importance had been attributed to the efficacy of insecticides, as would be 
noted from the Director -General's report; there were not enough economic means available to 

spray very extensive areas with DDT, despite the impressive talk of total coverage in the 
attack phase. 

All infected countries had hyperendemic areas, meso- endemic areas and some areas with a 

reduced incidence of the disease. There were many possibilities for using insecticides in 

the latter areas. 

Active vigilance could be very expensive, and an alternative should be sought. For all 

those reasons, he supported the Director -General's proposal to form one or more teams of 

consultants composed of economists, public health administrators, malariologists and 

statisticians. 

The problem of eradication demanded different treatment. For example, Spain had 

achieved eradication speedily and easily but its experience was not very applicable to other 

countries. It was not so much a matter of correcting past errors but rather of starting on 

a new stage after revising the methods and means available. 

Mr ASSAR (Iran) said that, in Iran, approximately 15 800 000 people, of whom nine million 

lived in the rural areas, were in the consolidation phase of the malaria eradication programme. 

In that section of the population, which previously had lived in hyperendemic areas, the 

annual parasite incidence in 1967 had been below 0.12 per thousand. The advance attack phase 

covered a population of 4 250 000, of which some three million lived in the rural areas, while 

the early attack phase covered a population of 5 250 000, with some four million living in the 

rural areas. 

In the early attack area in the southern region of the country, certain technical problems 

had arisen, since the efficacy of both DDT and malathion had been less than expected. In 

the case of the former that was due to vector resistance, and in the case of the latter, to its 

short residual effect on certain surfaces. The residual insecticides were therefore supple- 
mented by auxiliary measures such as larviciding, mass drug distribution in emergencies, the 

establishment of active and passive case detection from the onset of spraying operations and 
the addition of 8- aminoquinoline to the presumptive treatment. 

As the result of that plan, the total population of Iran had come under protection 

against malaria for the first time in the history of the malaria eradication programme. 
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Iran had changed from a malaria control to a malaria eradication programme in 1957, since 

when annual expenditure had gradually increased to its present level of US$ 11 500 000. Since 

the public health authorities now had to justify the programme to the planning and financial 

authorities, he fully endorsed the steps envisaged by the Director -General on page 7 of 

document А21 /Р&В /12. His country had already asked the Regional Office to recruit a team of 

consultants for similar studies in the northern provinces of Iran. 

Integration of the programme into the general health services had also been planned for 

areas approaching the maintenance phase. To that end, the intention was to use malaria 

personnel to develop the rural health services, thus diverting the budgetary allocations from 

malaria to those services. 

He suggested that a more detailed investigation should be made of the situation both in 

successful and unsuccessful countries in order to pinpoint the crucial factors contributing 

to success or otherwise in malaria eradication. 

Dr KO KO (Burma) said that his delegation was in general agreement with the plans 

proposed by the Director -General for the malaria eradication programme. 

Referring to document А21 /Р&В /1, in particular section 3, he said that he fully agreed 

that it was essential to develop the basic health services, malaria eradication being the 

secondary objective. Although, in that section, it was stated that detailed epidemiological 

studies and malaria eradication training should be undertaken only when the initiation of the 

preparatory phase of the malaria eradication programme could be foreseen within two to three 

years according to the plan of development for the basic health services, he wondered whether 

a more flexible approach would not be advisable. Some malaria programmes had worked well to 

start with but subsequently had a series of setbacks for various reasons. In his view, 

therefore, the possibility of malaria eradication should be considered even if a country was 

not able to start eradication in the full sense, since it might help to build up the country's 

general health services. In other words, it should be possible to start considering a 

programme even though it would not be possible actually to implement it in the near future. 

Health services were an investment for a country but, even so, a country could not make 

its investments only if there was a dividend.. Thus, even if it were not possible to achieve 

the final goal of eradication, some preliminary action could be very useful since it would 

serve to control morbidity and mortality in the country. Once a country had sufficient 

resources in manpower, equipment and technology, it would not need help from outside. In 

that sense he agreed with the representative of the Central African Republic regarding the 

minimum level of basic health services. He therefore wished to know how long a country 

should wait before it started a malaria eradication programme and considered that the 

Committee should give some thought to that point. 

Dr TCHALAKOV (Bulgaria) said that his delegation was concerned to note that only a 

relatively small number of countries had entered upon the attack and consolidation phases of 

the malaria eradication programme. The position in Africa gave particular cause for anxiety. 

Only nine countries had a programme in the preliminary or consolidation phase and the rest, 

inhabited by 80 per cent, of the population of the continent (93 per cent, of the population 

of the malarious areas) had no programme. That meant that 72 per cent, of the world's 

population were not covered by the malaria eradication programme. WHO should therefore step 

up its activities on the African continent. 
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The problem of the recrudescence of malaria in countries from which it had been 

eradicated was also very important, and in that connexion the problem of identifying 

sources of infection in time arose. Since blood tests for malaria parasites did not 

always give satisfactory results, it was necessary to use immunodiagnostic methods. 

WHO should not only encourage the use of those methods but should assist in establishing 

the necessary laboratories in developing countries. A first step in that direction 

would be to train specialists of interested countries and set up an international centre 

for the provisions of antigens. 

Dr N'DIAYE (Senegal) said that, despite the static state of affairs in respect of 

malaria eradication in his country, as indicated on page 19 of document А21 /Р &B /1, major 

efforts had been made for the past ten years in the fight against the disease. The 

national service for the fight against malaria accounted for about one -twentieth of the 

staff and some three billion five hundred million CFA francs allocated to the Ministry of 

Public Health and Social Affairs. The ministries of public health and of rural develop- 

ment distributed twenty -one thousand tablets of Nivaquine annually to the rural and semi - 

rural population, thanks to which the latest reports on the campaign showed that the number 

of cases of acute malaria had decreased considerably in comparison with preceding years. 

His country placed great hope in WHO project Senegal 26, and trusted that the disease would 

soon be eradicated or in pre -eradication shape. For that reason, he considered that 

priority in the campaign should be accorded to the African Region south of the Sahara. 

Moreover, if the campaign were to be truly effective, it should be carried out on a 

regional or sub -regional basis. 

Dr APPUDURAI (Malaysia) said that, in Malaysia, the basic health structure was geared 

to the full to malaria eradication. While the malaria eradication programme in Eastern 

Malaysia had entered upon the consolidation phase, in Western Malaysia it was only just 

starting. At a WHO- sponsored meeting recently held between Indonesia and Malaysia, efforts 

had been made to revive co- operation in respect of malaria eradication and other public 

health activities. In that connexion, it was to be emphasized that unless malaria 

eradication was started early and implemented effectively in West Kalimanten the results 

obtained in Sarawak and Sabah would be nullified. 

Malaysia's neighbour on its western frontier - Thailand - was carrying out its 

malaria eradication programme successfully with the assistance of WHO and USAID. Despite 

the good results achieved there, however, West Malaysia had difficulty in achieving malaria 

eradication owing to the financial recession which had been caused by the fall in price of 

their chief primary product. Obviously, if the malaria eradication in Thailand were to be 

successfully maintained, it was essential that malaria eradication in northern and western 

Malaysia should also be effective. His country was therefore prepared to make available 
additional funds for the programme and expected to receive financial assistance in that 

connexion from certain international bodies, to enable it to carry out a ten -year programme. 

Malaysia allocated ten per cent, of its annual budget to the public health services, 

which could be considered a satisfactory percentage for a developing country. Any further 
increase in the allocation would have to be at the expense of such fields as education, 

which would not be advisable. 

He emphasized the need to consolidate the malaria eradication programme on a regional 

basis. Both WHO and the developed countries should give assistance to Western Malaysia, 

both financial and material, to ensure the success of the malaria eradication programme. 

• 
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Dr RAMZI (Syria) congratulated the Director -General on his interesting report and 

said that his Government fully agreed that there should be a re- examination of the 

strategy of the malaria eradication programme. He expressed serious concern regarding 

the future of the eradication programme in the Eastern Mediterranean. In his own 

country, in spite of difficulties, the authorities had succeeded in organizing their 

campaign in 1957, and a new plan of action was already under way in 1968. 

In accordance with the recommendation of the Regional Committee for the Eastern 

Mediterranean, Syria had begun to integrate its eradication campaign with basic national 

health services, and it was hoped that the integration would be completed in 1971. 

Dr BARCLAY (Liberia) said that the countries of the African Region did not have great 

faith in the existing strategy for the eradication of malaria, in so far as the Region was 

concerned. The technical, administrative, logistic and financial problems were so immense 

that if the current strategy were pursued the eradication of malaria from the Region would 

remain a dream for many years to come. For that reason his Government welcomed the 

decision of the Twentieth World Health Assembly to ask the Director -General to re-examine 

the global strategy of the programme. 

The Director -General's proposals for the conduct of studies on the socio- economic 

impact of malaria and on the technical methodology of malaria eradication had the full 

support of his delegation. He hoped that the plan of action would lead to a revised 

strategy, which would make malaria eradication in Africa reality rather than a dream. 

Dr SHОUKRY (United Arab Republic) said that his Government greatly appreciated the 

efforts that had been made by WHO. However, it was interesting to note the 

comparatively slow change from consolidation to maintenance since 1963. The ratio of 

maintenance to consolidation was about 7 :1 from 1958 -1963. Later, it was about 1 :5 :1 

or 2 :1 showing a comparatively longer time spent in consolidation, which meant greater 

expenditure. The explanation of that phenomenon was most probably the result of 

incompetence of the health infrastructure required for maintenance of malaria eradication. 

Accordingly, the United Arab Republic was developing the rural health service. 

The number of malaria cases reported annually had been almost halved since 1963. In 

1967, out of the thirty million population of the country, only one thousand eight hundred 

cases had been reported. The number of malaria stations had been progressively increased 

and it was planned that a station would be assigned to each administrative district of 

about three hundred thousand inhabitants, to supervise the antimalaria work in rural 

health units. Since the beginning of 1968 instruction and training were being given in 

the rural health units on the carrying out of active and passive case -detection of malaria. 

It was also interesting to report that insecticidal applications to control the cotton 

pests had apparently caused an appreciable reduction of mosquito populations, as evidenced 

by the results of night captures carried out in many localities, especially where the 

application was aerial. In that connexion the help of WHO in evaluating such a programme 

would be greatly appreciated. 

It was hoped that after the completion of the rural health programme total malaria 

eradication would be the next step. Referring to his country's great indebtedness for 
the help provided by UNICEF to the rural health service, he added that additional transport 
would certainly be of material use to the final achievement of malaria eradication. 
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Dr TRAIRE (Upper Volta) said he agreed with the delegates of Belgium and Bulgaria on 

the importance of the malaria problem in the countries south of the Sahara. The extent 

of the problem of malaria eradication in the Upper Volta was frightening. Ninety -nine 

per cent, of the population suffered from malaria and one -third of the children died 

before their first birthday. Something had to be done, and done quickly. He was 

convinced that the establishment of basic health services and the training of health 

personnel were indispensable prerequisites to combating the problem. Research work was 

being undertaken on the resistance of vectors. It showed that resistance to DDT was not 

particularly evident. 

His country of five million people was a poor one - the average income per capita 

amounted to only five hundred dollars per year, and assistance was needed. For a poor 

country the social and economic consequences of malaria could be disastrous. 

Dr AUJOULAT (France) said that considerable encouragement could be drawn from the 

tables embodied in the Director -General's Report. It was less encouraging, however, for 

certain African countries that after ten years of effort there still remained a black belt 

across Africa on both sides of the equator, where malaria was still rife. That realization 

should help to maintain the ambition to eradicate malaria not only in Africa, but throughout 

the world. 

He pointed out that the setbacks in some pilot areas, deplored by some speakers, were 

not necessarily failures, since valuable experience and lessons could be drawn from them. 

They showed, for example, the value of research - particularly as concerned the biology 

of vectors and parasites - and of the study of insecticides, and could lead to eventual 

large -scale action based on experience. 

He also stressed the different possibilities of chemotherapy, as well as immunological 

studies. He was pleased to note that research which was of importance from both the 

technical and the economic viewpoint was being undertaken, the better to attract the 

interest and co- operation of the financial authorities of the countries concerned. 

It had become increasingly clear that an adequate basic health network had to be 

established before eradication, consolidation and maintenance programmes were embarked 

upon. That had been stressed recently in Brazzaville, at a seminar, which had shown 

the contribution made by basic health services to mass campaigns, during the attack phase. 

The seminar, which had been attended by health services officials from twenty -nine African 

countries had shown that not only were basic health services a sine qua non for the launching 

of a serious malaria eradication campaign, but that their establishment, far from being a 

utopian ideal, could be translated into reality, and one which would not need to wait until 

the year 2000 or even 1980. WHO had always been wise enough not to fix a date for the 

successful outcome of the malaria eradication campaign. 

Another lesson furnished by the seminar was that those responsible for health accepted 

the fact that the malaria problem was not only their problem, but equally àn economic 

problem, for the solution of which the collaboration of those having economic and political 

responsibilities had to be sought. 

His Government lent its complete support to the current programme of malaria eradication 

based on basic health services, as well as to the re- examination and revaluation of the 

global strategy of malaria eradication. 

Dr DIZON (Philippines) said that experience in his country had shown the need for a 

strong centralized effort in public health practice. Centralized malaria eradication 

services had been set up in 1966, in the following divisions: (1) field operations; 

(2) epidemiology, research and training; (3) administration. The malaria budget for the 

fiscal year 1967 represented 9.6 per cent, of the total Health Department budget. 
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Substantial materai help and technical assistance were provided by the USAID programme 

and WHO, for which his Government was most grateful. He associated himself with those 

who had already supported the need for a re- examination of the global strategy of malaria 

eradication. 

Dr OOSТВURG (Netherlands) said that the delegation of the Kingdom of the Netherlands 

had studied with great interest the report of the Director -General on malaria eradication. 

He congratulated the Director -General on his excellent report. 

The Kingdom of the Netherlands consisted of three independent partners: the 

European partner (the Netherlands), the Caribbean partner (the Netherlands Antilles), 

and the partner on the north -east coast of continental South America (Surinam). 

In the Netherlands the last case of autochthonous malaria had been diagnosed in 1958. 

Although the vector A. atroparvus existed there was no longer any transmission. It was 

expected that in the near future the Netherlands would receive the official certificate of 

achieved malaria eradication. 

The Netherlands Antilles had never reported a case of autochthonous malaria, because 

the vector did not exist there. 

Surinam was the only partner in the Kingdom of the Netherlands where there was still 

malaria transmission. 

Surinam could be divided into three main zones - the coastal plain (twenty -one per 

cent.), the savannah strip (four per cent.) and the rain forest interior (seventy -five 

per cent.). About eighty per cent. of the population lived in the coastal zone, where 

there was no longer any malaria transmission. The rest of the population lived along the 

rivers running from south to north, from the interior to the Atlantic Ocean. 

The malaria vector in the coastal zone was A. aquasalis and that in the other zones 

was A. darlingi. 

In the major cities of the coastal zone malaria transmission had been interrupted by 

a malaria control programme using DDT residual spraying and larviciding (1949 -1955). The 

programme had been converted to malaria eradication in 1957, when a tripartite plan of 
operations had been signed by the Surinam Government, PAlO/WHO and UNICEF and the anti - 
malaria campaign had been established. 

In the interior of Surinam, where there was still malaria transmission, about 40 000 

persons lived. 

In 1965 experimental distribution of medicated salt had been initiated along the 

Upper Surinam river to test the reaction of the population. The salt was well received 

and distribution to the entire population along the river started in October 1966 when 
a mixing plant was established in Paramaribo and began to produce amodiaquinized salt. 

After distribution of the medicated salt, the monthly malaria incidence along the 

Upper Surinam river had dropped. 

The status of the malaria eradication programme at the end of 1967 showed that 

twenty per cent, of the Surinam population lived in an area where there was still malaria 
transmission. That area was, considered a problem area. However, the spraying operations, 
together with the distribution of medicated salt, seemed to be successful and it was 
intended to intensify the campaign in 1968. 
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His delegation had learned with great interest about the field trial in Guatemala, using 

the injectable repository drug cycloguanil- embonate, and eagerly looked forward to the results. 

In Surinam the malaria vectors had never developed resistance to insecticides nor had the 
parasite shown resistance to any drug. 

Dr MENA FERNANDEZ (Dominican Republic) said that his country's malaria eradication 
programme had been going ahead, particularly in 1967. 

In 1966 there had been 429 cases of malaria, 379 of which were indigenous, while in 1967 
there had been only 127 cases, of which half were infectious from the previous year. 

Indigenous cases amounted to forty -five or thirty -five per cent. of the total, whereas in 1966 
they had comprised eighty -nine per cent, of the cases. 

Foci of infection were limited to a west -central region where it was thought transmission 
had been interrupted. The importance of imported malaria from Haiti had been noted, but was 

now decreasing under the influence of the eradication campaign in that country. 

It was estimated that by 1970 all malarious areas that were currently in the attack phase 

would be in the consolidation phase and four provinces could enter the maintenance phase. 

The national malaria eradication service had 5000 information posts and 170 evaluation 

centres, which enabled adequate cover to be maintained. As from 1968 the service would be 

further improved and also made available for other tasks, such as the anti -smallpox vaccination 
campaign. 

Dr de MEDEIROS (Togo) said that malaria was the number one disease and death factor in his 

country. He considered that the paragraphs on methodology in the Director -General's report 

were particularly useful from an operational point of view. 

Although a malaria eradication programme was under way with WHO assistance in Togo, it 

covered only a small area. Results, however, were encouraging and the programme, combined with 
basic health services, would be extended next year. 

He thanked WHO on behalf of his Government for its reconversion of the Lomé international 

malaria eradication training centre into an international public health training centre for 
medical and paramedical personnel in French -speaking Africa. 

Dr OULD BAH (Mauritania) said that his country had participated in a pre -eradication 
programme since 1962. Although interesting results had been achieved in the fields of ecology 
and epidemiology, lack of funds, the insufficient health infrastructure and absence of inter- 
state planning in the region had prevented its becoming an active campaign. They were 

indispensable prerequisites to the eradication of malaria. The programme had been pending 

since 1963. Eradication was a complex problem in Mauritania, where eighty per cent, of the 

population were nomads. The campaign at present was reduced to chemoprophylaxis carried out 
by health centres and mobile teams; it was particularly intended for school and pre -school 

children. 

He thought that the Director-General's new strategy would better answer the situation, 
although he feared that it might result in a slackening of effort by WHO and a reduction in 

assistance. As far as his country was concerned that had unfortunately occurred. He wondered 
whether they would have to wait for complete health coverage of the population before malaria 

could be eradicated. 

Dr ADEMOLA (Nigeria) said that the Director -General's report showed that progress had been 

made in the malaria eradication programme. But malaria continued to be a problem in Africa and 

was responsible for half the deaths in the continent. Two- hundred and twenty million lived in 

malarial regions. It was vital that during the next decade attention should be concentrated on 
the African region. 
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Nigeria had exercised malarial control since the beginning of the century. But it had 

not been possible to interrupt transmission in the savannah and forest areas. 

He stressed the importance of research as a prerequisite to eradication. The problem of 

adequate basic health services was common to all African countries. Help was needed from 

multilateral or bilateral sources. Poverty was accentuated by malaria. In Africa a new 

approach was needed, since it was the largest problem area. 

Mrs KANNANGARA (Ceylon) referred to the resurgence of malaria in Ceylon, a country from 

which malaria had been considered eradicated. 

Nearly a million people were affected and the epidemic was spreading rapidly. The WHO 

personnel present in Ceylon had advised that the entire population - 11.7 million people - 

should be protected. 

A small developing country such as Ceylon with limited resources did not have the means or 
resources to meet fully the present demand for stocks of DDT and for trained personnel, sanitary 

engineers, vehicles, etc. for the present attack phase or continued programmes of maintenance for 

a period of about a further four years. She appealed to WHO to consider earnestly the provision 

of necessary assistance in the grave hour of Ceylon's need. 

Dr MUNOZ PUGLISEVICH (Peru) said that the malaria eradication programme had made satis- 
factory progress in his country. Malaria was found in three zones in Peru, the coastal, the 

inter -Andean valleys and forest zones, with varying ecological and epidemiological 
characteristics. On the coast the incidence of malaria in 1959 had been seventy -nine cases 
per 100 000 and in 1967 only 10.7. In the inter -Andean valleys the incidence had been reduced 

from 201 to 60.8 per 100 000 inhabitants over the same period, and in the forest region from 
871 to 388.4 - a reduction of 44.5 per cent. 

During the antimalaria campaign epidemiological control had been established and drugs 
supplied, thanks largely to government aid. The number of cases of malaria had declined from 
18 000 in 1958 to 1800 in 1967 and was now limited to small zones. 

He emphasized the need for regional technical meetings, since conditions varied from one 
country to another, and stressed the need for WHO to encourage all governments to continue 
malaria eradication campaigns. Once malaria was eradicated countries could pass on to the 
eradication of other diseases. 

The meeting rose at 4.45 p.m 


