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1. OPENING REMARKS BY THE CHAIRMAN

The CHAIRMAN expressed his thanks to the delegates for his election as Chairman, which 
he considered as an expression of appreciation of the medical corps of Romania.

He welcomed the representatives of Member States and Associate Members, the United Nations 
and specialized agencies, intergovernmental and non-governmental organizations, and also 
Dr Layton, representative of the Executive Board.

2. ELECTION OF VICE-CHAIRMAN AND RAPPORTEUR: Item 2.1 of the Agenda (Document A23/ll)

The CHAIRMAN drew attention to Rule 36 of the Rules of Procedure and to the third report 
of the Committee on Nominations (document A23/ll), in which Dr Duraiswami (India) and 
Dr Urcuyo Maliaño (Nicaragua) were nominated for the offices of Vice-Chairman and Rapporteur 
respectively.

Decision: Dr Duraiswami and Dr Urcuyo Maliaño were elected Vice-Chairman and Rapporteur 
respectively by acclamation.

3. ORGANIZATION OF WORK

The CHAIRMAN drew attention to Rule 82 of the Rules of Procedure, which stated that sub
ject to any decision of the Health Assembly the procedure governing the conduct of business 
and voting by committees should conform as far as practicable to the Rules relative to the 
conduct of business and voting in plenary meetings. Rules 49 to 81 were particularly rele
vant. The terms of reference of the Committee were set forth in operative paragraph 1 (1) 
of resolution WHA23.1; he drew particular attention to sub-paragraphs (b) and (c). The 
Committee could not deal with item 2.2 (Review and approval of the programme and budget 
estimates for 1971) as a whole until Committee В and the Health Assembly in plenary had com
pleted their work on certain items. The date on which Committee A could consider item 2,2 
as a whole would be announced as soon as possible.

He hoped that members would bear in mind the Executive Board's appeal in resolutions 
EB43.R45 and EB45.R28, as well as by the Health Assembly in operative paragraph 3 of resolu
tion WHA23.1, for speakers to limit the length of their remarks in the main committees.

The hours of work would normally be from 9.30 a.m. to 12 noon or 12.30 p.m. and from 
2.30 to 5.30 p.m., with a short tea or coffee break, but would depend in practice on the pro
gress made in the work.

4. MALARIA ERADICATION - ACTION TAKEN IN PURSUANCE OF THE REVISED GLOBAL STRATEGY: Item 2.4 
of the Agenda (Resolution WHA22.39; Document A23/p&b/i )

Dr BERNARD, Assistant Director-General, Secretary, introducing the Director-General's 
report on measures taken in pursuance of the revised global strategy of malaria eradication 
(document A23/p&b/i ), said that the report was submitted in response to the Health Assembly's 
request in resolution WHA22.39. It was not a report on the status of the programme - on which
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data would be found in Appendix 9 to Official Records No. 182» However, Dr Sambasivan,
Director of the Division of Malaria Eradication and he himself would be happy to reply to 
any questions in that respect.

The report could not be expected to show material results as yet. Following the adop
tion of the resolution in July 1969 the Director-General had taken steps towards putting into 
operation the measures recommended by the Health Assembly. Such measures were still in 
course of development, and the report merely showed the guidelines that had been followed.
Some time would have to elapse before important material changes could be brought about.

He drew attention to paragraph 1.3 of the report, which recalled the main characteristics 
of the revised strategy: diversification of employment of the methods available and their 
adaptation to the various local conditions especially in relation to the replanning, where 
necessary, of eradication programmes so as to obtain the optimum results and to the provision 
of measures for sustaining eradication in areas in maintenance; and finally the recognition 
of malaria control as a valid and indispensable interim step where eradication was at present 
impracticable.

Section 2, perhaps the most important section of the document, concerned the review of 
eradication programmes by governments, in co-operation with WHO and other assisting multi
lateral or bilateral agencies. It was intended that such revision should be multidisciplinary, 
related not only to the technical aspects of the programme but also to its economy and manage
ment in the widest sense, so that all the aspects that might contribute to, or hamper, the 
programme could be taken into consideration.

Paragraph 2.4 gave some examples of reviews at present being undertaken in the Regions 
of the Americas, South-East Asia and the Eastern Mediterranean. The preparation of such a 
review required time, money and the services of suitable staff to carry out the work, and it 
was necessary to collect statistical and other documentation, which had been the main task 
during the past months. Programme review, which was the basic step in the revised global 
strategy, was now moving into its operational phase.

Section 3 dealt with long-term planning by governments. It emphasized the recommendation 
in resolution WHA22.39 that malaria eradication programmes should be incorporated in national 
health plans which were themselves a part of general socio-economic development plans. A 
number of countries were following that path, thus providing a secure and indispensable basis 
for a reorientation of their malaria eradication activities.

Section 4, concerning socio-economic studies, was closely linked with such long-term 
planning. The Twenty-second World Health Assembly had recommended that the Organization 
should continue to provide assistance for the study of the socio-economic impact of malaria 
and of its eradication, and develop a methodology for the socio-economic evaluation of pro
grammes under way. It could be seen from paragraph 4.3 that, with the assistance of econo
mists, the Division of Malaria Eradication was at present studying the basic methods of 
evaluating the socio-economic effects of malaria eradication. The theoretical studies 
carried out by the economists would serve as a basis, and visits would be made to selected 
eradication programmes to test the most valid socio-economic evaluation methods.

Section 5 dealt with the review of the methodology of malaria eradication, referred to 
in the Director-General's report to the Twenty-second World Health Assembly; in this connexion 
methodological studies were at present in course of preparation and would be submitted in 
October 1970 to the Expert Committee on Malaria, which would review the principles and prac
tices of malaria eradication, programme planning and organization, management, personnel
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training, and all aspects of the methodology of eradication. Such methodology had formed 
the subject of previous expert committee meetings and reports; in the light of the decision 
by the Twenty-second World Health Assembly, the time had come to review the methods in use 
and adapt them to the new approach decided upon.

He drew particular attention to section 6 (Research on improved methods in malaria), in 
which reference was made to research into the best diagnostic methods, increased spraying 
output, testing of new insecticides, the attention to be given to larviciding and new larvi- 
cides, the special problem of malaria in savanna areas of Africa (which was the subject of a 
research project shown in the proposed programme and budget estimates), and, lastly, manage
ment studies and the use of modern management techniques. Continuing attention had been 
given to such research activities for a considerable time with a view to increasing effective
ness, reducing costs, and increasing the output of eradication programmes.

Section 7, concerning co-ordination, mentioned the preliminary consultations which had 
taken place at the end of the Twenty-second World Health Assembly with UNDP, UNICEF and the 
United States Agency for International Development. Such preliminary contact with multi
lateral and bilateral bodies that had made a considerable contribution to malaria eradication 
and control had been followed by other meetings and exchanges, as shown in the report. At 
the regional level, the Sixth Asian Malaria Conference held at Kuala Lumpur in October 1969 
had afforded an excellent opportunity for countries of several regions to reconsider the 
problem in the light of the decisions of the Twenty-second World Health Assembly. Lastly, 
the UNICEF/WHO Joint Committee on Health Policy had recently considered the way in which UNICEF 
might in future participate in the malaria eradication campaign. The report of the Joint 
Committee had been submitted to the UNICEF Executive Board in April 1970 and would be sub
mitted to the WHO Executive Board at its forty-sixth session.

Where difficulties had been met with or results had been disappointing the occasion had 
been used as a stimulus for seeking methods which better responded to the Health Assembly's 
wishes.

Dr VONSEE (Netherlands) expressed his delegation's congratulations to the Director-General 
and staff on the excellent report contained in document A23/p&b/i .

He said that when, in 1955, the World Health Assembly had adopted its resolution WHA8.30 
on malaria eradication, it had seemed feasible that the world's population could be rid 
entirely of the scourge of malaria within the foreseeable future, and that it would be possible 
to interrupt transmission of the disease through combating the mosquito vector by spraying 
dwellings with residual insecticides. Before that date, some three million people had died 
of malaria every year. The mortality rate had since been reduced to about one-third of that 
figure, and the number of people placed under practically complete protection had risen from 
over 300 million in 1959 to more than 1000 million by 1968.

In taking stock of the present state of the programme and of the fact that, despite 
great successes, the situation had not changed essentially in the extensive reservoirs of the 
disease (notably tropical Africa but also Central America, in and around Brazil, and Asia, 
including Indonesia), it should be borne in mind that since 1955 the world population had 
grown by nearly 1000 million. Great difficulties had gradually become apparent, both at the 
outset of the world-wide eradication campaign and in the course of implementation. In parti
cular it had been found that a large number of countries and territories in Africa were still 
not ready to start on a malaria eradication programme in accordance with the applicable criteria. 
Furthermore, the level of malaria eradication reached in several countries had proved diffi
cult to maintain. Such was particularly the case in Surinam, the only Netherlands overseas 
territory where malaria was indigenous.
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Surinam, a developing country of 162 000 square kilometres in area with approximately 
400 000 inhabitants and a wet tropical climate, was situated on the north-eastern coast of 
South America, near to the Equator. When, with the help of WHO, PASB and UNICEF, the attack 
phase of the malaria eradication campaign had started in 1958, it had been estimated that 
eradication would take three-and-a-half years. That had proved correct for the flat coastal 
area, where health education by various audiovisual methods was possible, where housing and 
transport facilities existed, the education level was satisfactory, supervision was adequate, 
telephonic communications for early reporting of laboratory findings were available, and the 
strict Surinam mosquito control law could be enforced. The incidence of malaria in that area 
had gradually decreased from 157 per 1000 rural inhabitants in 1931 to eleven per 1000 in 1951 
and two per 1000 in 1957. The last foci had since been wiped out and no indigenous case of 
malaria had been reported in the area - which comprised 10 per cent, of the total area of the 
country and supported 80 per cent, of the population - since 1960. There were furthermore 
only sporadic outbreaks of malaria in the adjacent savanna zone.

The situation was, however, very different in the interior and the hinterland where, 
after twelve years of combined attack measures, such as residual house-spraying with DDT and 
dieldrin, mass administration of malarial tablets, larviciding, and mass administration of 
medicated salt, the results were still discouraging. This might be explained by first, the 
organizational problems, such as the impossibility of enforcing the mosquito control law; 
insufficient public health education; incomplete attempts at case-finding; delayed transport 
of blood smears to the malaria laboratory and delays in reporting results to the field personnel; 
insufficient integration of the malaria programme with the general public health programme; 
and insufficient co-ordination with neighbouring countries. Secondly, there had been personnel 
problems, such as insufficient supervision; lack of discipline; low output; a high rate of 
absenteeism; the psychological effect of the temporary nature of the campaign, which meant 
that employees were aware that eradication might mean termination of employment; the unattra
ctive nature of the work, in that it was far away from home and involved hardships, hazards 
and few promotion opportunities; and the high personnel turnover. Thirdly, there was a 
series of socio-anthropological problems, such as the fact that very isolated non-immune 
people tended to run away into the bush when visited because they were afraid of contracting 
virus diseases; nomadism, which meant that many houses were often left uninhabited; the very 
low population density (0.25 per square kilometre in the interior and 0.04 in the hinterland), 
which resulted in scattered villages and almost inaccessible dwellings; the construction of 
new houses and the re-modelling of existing ones after the routine spray round; the fact that 
the people tended to sleep in temporary huts without walls far from the villages and to stay 
outdoors at night; the insufficient authority of the leaders of population groups; misunder
standing of the objectives; the disturbance of sprayed surfaces by smoke; the population's 
distrust and its belief in taboos which made for non-cooperation; superstitions, such as the 
fear of entering a "charmed" house; the existence of sacred villages where outsiders were not 
admitted nor spraying allowed; and, lastly, animosity between tribes. Fourthly, there were 
physico-environmental problems, such as incomplete geographical reconnaisance; the inferior 
materials used in house construction, which resulted in cracked walls; inadequate lodging 
facilities for personnel; and transport difficulties. Fifthly, there were the biological 
problems, e.g. the damage done to smaller animals by the insecticides, the fact that infants 
were not given medicated salt, and the fact that the immunity or tolerance equilibrium was 
upset when endemicity was reduced. Lastly, there were such technical problems as the 
deterioration of the insecticide and the limited number of case detection posts.
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He explained that after the failure of total coverage by residual insecticide spraying 
hopes had been set on mass administration of medicated salt. There had, however, been 
enormous supplies of kitchen salt in the interior, and the seizure of the available stock - 
or even its exchange for medicated salt - would undoubtedly have provoked resistance. Moreover, 
the dirty and crude salt seized could not suitably be transformed into medicated salt, 
transporting it to the capital would have been too laborious and expensive, and there were 
difficulties in dumping or burying it. A pilot project to study the problem of disposing of 
the crude salt was therefore being planned. In the meantime, therefore, since malaria 
eradication in the interior and hinterland seemed unattainable at present, the authorities 
had decided to aim at reducing the disease to a level at which it would no longer be a public 
health menace.

He recalled that, at the time wide publicity had been given to the extensive epidemic 
outbreaks of malaria in Ceylon and parts of India in 1968, there had been serious doubts as 
to whether the strategy unanimously adopted in 1955 had in fact been the right one. At the 
Twenty-second World Health Assembly in July 1969, it had been agreed that the concept of the 
world-wide eradication of malaria was correct, but that it had to be interpreted as a long
term objective. Furthermore, malaria control directed towards a major reduction in disease 
and mortality without pursuing the hardly feasible requirements for eradication, had again 
been recognized as realistic and valuable. In other words, the Health Assembly's decision 
did in fact constitute a volte-face.

So far, the consequences of the revised approach had not clearly emerged and WHO was 
recruiting multidisciplinary teams to re-evaluate current malaria eradication programmes as 
regards not only the malariological, technical and administrative aspects but also the impact 
of those programmes in the wider context of health care and the possibilities of socio-economic 
development. It was clear however that the idea of the global malaria eradication programme 
serving as a bridgehead for a substantial improvement in health care had proved too bold, and 
that the independent medico-biological approach had been found untenable: the human being/ 
mosquito/malaria ecosystem had proved to be too complex.

World malaria strategy had thus to adjust to national circumstances; in their turn, 
countries would come to recognize that it was equally necessary to adjust to regional and 
local circumstances. WHO had, in short, to work together more closely with other multilateral 
and bilateral organizations, both governmental and private, since - despite the fine achieve
ments in strategy - it was precisely the painful disappointments which gave WHO a unique 
opportunity to attain integrated collaboration. Co-operation with UNICEF, UNDP and USAID 
was already heading in that direction. The final result of the global strategy for malaria 
eradication would be determined by the assistance given to the population living in the 
hinterland of the modern world and by the latter's ability to make simple yet effective 
provision for medical and health care. The greatest priority should be given to developing 
a minimal but complete infrastructure which, both at the beginning and the end of a malaria 
eradication programme, could take responsibility for the aid supplied from elsewhere. All 
other aspects - whether epidemiological, technical, administrative, financial, organizational 
or socio-economic - had only a derived importance in that connexion: without an effective and 
locally adapted infrastructure, world-wide malaria eradication might well take another fifty 
years.

The meeting rose at 3.25 p.m.


