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FIFTEENTH MEETING 

Tuesday, 17 May 1977, at 2.30 p.m. 

Chairman: Dr M. L. IBRAHIM (Egypt) 

1. SIXTH REPORT OF COMMITTEE В (Document (Draft) A30/60) 

Dr PINTO (Honduras), Rapporteur, read out the draft sixth report of Committee B. 

Decision: The report was adopted. 

2. REVIEW OF SPECIFIC TECHNICAL MATTERS: Item 2.4 of the Agenda (continued) 

The role of the health sector in the development of national and international food and 
nutrition policies and plans: Item 2.4.9 of the Agenda (Documents А30/34, A30 /INF.DOC/3 and 
A30 /В /Conf.Paper No.9) (continued) 

Dr PENSO (Italy) said that he appreciated the emphasis given by the delegates of Belgium 
and the Soviet Union to the fact that quality of food was as important as quantity. In 

addition to the hazards of pesticides mentioned by the delegate of the Soviet Union one might 
also mention the hazards of the indiscriminate use of food additives. To take account of 
those facts and to reflect a clear distinction between the words "food" and "nutrition ", his 

delegation wished to propose that the first three subparagraphs of paragraph 2 of the draft 
resolution introduced at the fourteenth meeting be amended to read: "(1) to give a high 
priority to the problem of nutrition and food within their health programmes; (2) to develop 

multisectoral programmes specifically oriented to improve the nutritional situation of the 

population and to improve the quality of food; (3) to consider the food and nutritional 
implications of their development policies and plans; ". 

Dr SUVANNUS (Thailand) said that malnutrition was a problem in both developing and 
developed countries, differing only in the type of the deficiency diseases it gave rise to. 

In Thailand, 68% of children of low- income families in the slum areas of Bangkok suffered from 
some degree of malnutrition. Protein - energy malnutrition was the main problem among infants 
over 6 months of age aid in preschool children. Vitamin A deficiency was not serious and 

xerophthalmia was uncommon, but vitamin Bl deficiency was a problem among pregnant and lactating 

women. About 5% of children under 5 years suffered from angulostomatitis. Simple goitre and 

bladder stones were prevalent in the rural population in the north and north -east. Iron - 

deficiency anaemia was also a serious health problem. His country's Ministry of Public Health 

was collaborating with the planning authority and with the other ministries concerned to develop 

national food and nutrition policies and plans to be included in the fourth National Economic 

and Social Development Plan for the period 1977 -1981. His delegation fully supported the 

draft resolution. 

Dr JADAMBA (Mongolia) said that malnutrition was becoming a major social as well as health 

problem. Achievements in combating hunger, malnutrition and the shortage of food in certain 

socialist countries had shown that those problems could be prevented. He hoped that more 

governments would give a high priority to nutrition. His delegation wished to propose that 

the third preambular paragraph of the draft resolution be amended to read: "Concerned with the 

inadequate attention and commitments being given by the health and other sectors in a great 

number of Member States to improve this critical situation," and that in paragraph 2, sub- 

paragraphs (1) and (2) be amended to read: "(1) to give a higher priority to nutrition within 

their health programmes; (2) to further develop multisectoral programmes specifically oriented 

to improve the nutritional situation of the population; ". With those amendments the draft 

resolution had Mongolia's full support. 
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Dr HOWARD (United States of America) said that his delegation was pleased to be one of the 
sponsors of the draft resolution. The Technical Discussions which had just been held had sig- 

nificantly changed the Health Assembly's perspective on a seriously neglected subject, and it 
was beginning to be understood that, although ministries of health might play a major role in 

nutrition planning, the complex nature of the problem meant that their role was not an exclu- 

sive one. 

The draft resolution, while giving an adequate summary of the purport of the Technical 
Discussions, was couched in rather general terms and might lead only to inaction. He 
would therefore draw attention to two provisions in it that were important prerequisites 
for the improvement of the nutrition situation. The first was the reference to education and 
training in paragraph 3(1)(Ь). The health professions would have to engage actively in 
training programmes that brought home the multisectoral nature of the nutrition problem. 
Training such as that provided at the Institute of Nutrition in Central America and Panama 
(INCAP) was all too rare, and in most countries the training infrastructure was inadequate, 
a deficiency that hampered progress. His country was currently supporting the establishment 
of training at the university and lower levels in an attempt to correct that. The second 
provision was the reference in paragraph 3(1)(g) to the role of ministries of health in 
developing multisectoral food and nutrition policies. There again the wording was general, 
but there was increasing experience in the establishment and formulation of such policies, 
as described by the delegate from Thailand, and his delegation urged interested delegates to 

seek information on specific experience on national nutrition planning from the Secretariat. 
He would not propose amendments to the draft resolution but felt that it might have been 

improved had it made reference to the primary health care programme as an important means of 

disseminating knowledge and services concerned with nutrition to the population, particularly 
in developing countries. 

Dr SHAH (Pakistan) said that Pakistan wholeheartedly supported the draft resolution and 
wished to be included among its sponsors. He was confident that with the expertise and 
qualities of leadership at its command WHO would acquit itself well of the onerous task involved 
in developing food and nutrition policies - a task that was interwoven with the politico - 
socioeconomic pattern of society and would take a long time. Without the political will 
little progresz would be possible. Unfortunately young children and infants were not a 

popular group with politicians wooing the electorate, with the result that social welfare 
services often lagged behind other sectors when resources were being apportioned. In his 
country, supplementary feeding programmes had been in operation for about three decades but 

had been administered in isolation and had achieved little. Some had been abandoned out of 
frustration, while others had made so little impact that all interest had been lost in them. 
The integration of such programmes into the whole health package had attracted the renewed 
attention of the policy -makers. There was, however, some confusion between the terms "food" 
and "nutrition ". If authorities were doing a good job in food production, health authorities 
were reluctant to interfere, although the distribution of food should be one of their primary 
concerns. Nothing would be achieved by the health authorities functioning in isolation; 

they should seek to lead multidisciplinary teams in order to coordinate efforts to achieve 
common objectives. It was not the per capita production of food that caused the problem in 
Pakistan, but rather its distribution aid storage coupled with taboos and with a variety of 
infections and parasitic infestations reacting mutually with malnutrition. The lack or 

inadequacy of storage facilities had caused huge losses, resulting in unnecessary expenditure 
of foreign exchange resources on costly imports of foodstuffs. He urged due care in the 
formulation of plans and policies, since without careful analysis of all the factors involved 
there was no reasonable chance of success. 

Mr JIMENEZ DAVILA (Argentina), Dr GALS (Hungary) and Mr MERONI (Switzerland) said that 
their delegations wished to be included among the sponsors of the draft resolution. 

Dr CASSELMAN (Canada), saying that malnutrition was of fundamental importance, acknowledged 
the initiative of the Swedish Government in requesting that the item be placed on the agenda 
and expressed Canada's support for the draft resolution. Although the problem was multi - 
sectoral, the health sector should take a lead in the development and implementation of national 
and international food and nutrition policies. WHO should play an important role in that 
process among the intergovernmental agencies and in cooperation with Member States. 

Dr CABO (Mozambique) said that his Government attached great importance to the problem of 
nutrition and, together with the Party and the people, was engaged in a vast programme of 
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social and economic development following its attainment of independence. The programme was 

based on the creation of communal villages around which production was planned. Implementation 

of the programme would lead to an increase in production and to a diversification of foodstuffs 

and would eventually meet the needs for raw materials for industrial development. In view of 

the serious nutritional deficiencies of a large section of the population, particularly in 

children under 5 years and pregnant women, it was essential to carry out certain simple 

activities aimed at improving the situation before setting up a specific system for collecting 

and elaborating data on nutritional requirements. Priority was being given to groups of the 

population that were covered by programmes of maternal and child health care. The integration 

of nutrition into those programmes was most important, since most of the serious health problems 

affecting those groups resulted from deficient nutrition. Congratulating the Swedish 

Government for having proposed the inclusion of the item, he said that Mozambique wished to 

join the sponsors of the draft resolution. 

Mr SEABOURN (United Kingdom of Great Britain and Northern Ireland) said that his dele- 

gation also wished to be a sponsor. His country had already given practical support to its 

recommendations, in that nutrition had been given priority in the United Kingdom's health aid 

programme for the past three years. 

Dr ZUNIC (Representative of the International Federation of Sports Medicine), speaking 

at the invitation of the CHAIRMAN, congratulated the delegation of Sweden for proposing a 

resolution that was fundamental to all health policies. He also congratulated the delegates 

of Belgium and the Soviet Union for stressing the qualitative aspects. Malnutrition, both 

quantitative and qualitative, was common to all mankind, but essentially antiscientific 

attitudes of mind prevented its control. Medicine had undergone a revolution in the nineteenth 

century, despite the rudimentary understanding of the cell at the time. Now, although so much 

more was known, a crisis was at hand and another revolution was needed, because scientific 

overspecialization had led to a wealth of analysis but a dearth of synthesis. In the pursuit 

of further knowledge for better health, WHO had a privileged role to play in redirecting 

conventional wisdom. The classical conception of pathology was based on the presence of 

pathogenic factors whereas many of the problems of modern medicine arose from the absence of 

elements indispensable to health that had been removed as a result of modern technology. For 

example, modern milling techniques and other processes removed from wheat 80% of the micro - 

elements that would otherwise be involved in metabolism at the atomic level. In diabetes, 

only one case in four responded to treatment with insulin, since in the other three something 

other than insulin was lacking. However, the many works published on diabetes ignored the 
ionic aspects and so far little success had been achieved in elucidating the enzyme mechanisms 

involved. Modern technology had also led to other degenerative diseases, such as those of the 

heart and blood vessels, largely caused by exogenous effects during embryogenesis and by 

physical effort. Those were two dominant biological processes, into which much more research 
should be conducted, particular attention being paid to cell development and maturation. It 

was an important task of present -day biophysicists and biochemists to investigate the 

extraordinary potential of the cell and its sensitivity, particularly during embryogenesis and 

physical effort, to exogenous factors, including food. 

Dr ROUHANI (Iran) expressed support for the draft resolution under discussion, although he 

could have wished it to make more explicit reference to the importance of the quality of food, 

as the Belgium delegate had emphasized. He noted, too, that, unlike the earlier Swedish 

draft resolution in document A30/34, the present draft made no mention of exploring the 
possibilities of a standing committee on nutrition with WHO, FAO and other appropriate United 
Nations agencies for the continuous review of health- and nutrition- related problems. 

Dr ENDARA (Ecuador) stressed the importance of a multisectoral approach to the establish- 
ment of national food and nutrition policies. Action by the health sector alone would lead to 

partial and transitory results. For a real solution to nutritional problems, the health 
sector had to play a dynamic role in stimulating joint action with the economic, agricultural 

and educational sectors. For that reason, his delegation supported the draft resolution, 

which it wished to cosponsor. 

Mr SEMEGA (Mali) asked for the name of Mali also to be added to the list of sponsors. 

In view of the importance of malnutrition and in view of the lack of national food and nutrition 

policies in certain African countries, governments should be encouraged to develop suitable 
structures for the implementation of such policies and to give them the necessary priority. 
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Dr RASНDAN (Jordan), supporting the draft resolution, stressed the role of the consumer 

in taking a balanced diet when it was available and in cooperating in programmes for the 

prevention of malnutrition. In that respect health education was important. 

Dr MUCITAR RAFE'I (Indonesia) said that food and nutrition policies were being developed 

in Indonesia and hoped that their implementation would be facilitated by the adoption of the 

resolution, of which his country was a sponsor. 

Dr MOHAMMED (Nigeria) proposed an amendment to paragraph 2, by the addition of an 

additional subparagraph, reading: "(5) to pay attention to both the qualitative and 

quantitative aspects of nutrition." 

Dr TOTTIE (Sweden) said that he would convey to the Swedish Government the many kind 

remarks that had been made about its initiative in proposing the item under discussion. 

Replying to a number of comments and suggestions in connexion with the draft resolution, 

he alluded first to the suggestion that the importance of the quality of food as well as its 

quantity should be more clearly brought out. He would have no objection to that, although he 

considered that the presence of the words "deficit" and "imbalance" in the second preambular 

paragraph already implied the same thing. The proposal to change, in the same paragraph, 

"affect" to "affect adversely" was quite acceptable. When the draft resolution had been 

prepared, it had not been thought necessary to make specific mention of food additives or of 

the need for a multisectoral approach, because it was the intent of the drafters to leave it 

to decide on what its own national food and nutrition policy should be and how it should be 

reached and carried out. However, those matters could be included if the Committee wished. 

He would have no difficulty in accepting particular reference to primary health care, although 

he recalled that his delegation had several times made the point that primary health care and 
nutrition were intimately related. 

Other proposed additions, which were also acceptable, should be included in separate 
paragraphs, since they emphasized distinct points. 

The question of a coordinating body referred to by the Iranian delegate, was outside the 

competence of the group that had drafted the resolution. The questions whether there should 

be a reorganization of interagency arrangements and whether an international standing committee 

on food policy should be established had been mentioned during the Technical Discussions in 

general terms, but they should perhaps be raised rather by the Secretariat. 

Dr HEHAR (Nutrition) said that he agreed with those delegates who had urged WHO to 

interpret nutrition in a very wide sense, not merely as the act of providing food. WHO was, 
indeed, very much aware of the need for a wide approach, and realized that the problem of 
nutrition was basically social, rather than medical, and not just a question of food. As 

many delegates had said, it was a multisectoral problem, but none of the sectors concerned had 
had the courage to make it its primary concern, and it therefore tended to be the concern of 
none. The Secretariat had been encouraged to hear the view expressed that the health sector 
did have a responsibility and should perhaps take the lead. 

Together with many others, the delegate of Nigeria had stressed the importance of 
increasing the production and consumption of locally available foods. In that connexion, the 

delegate of Spain had remarked on the need to increase the production of protein -rich foods of 
animal origin. It was, however, also possible to meet protein -calorie needs with vegetable 
proteins; that depended on the local conditions. The nutritional advantages of animal 
products were obvious, but their excessive use in some countries was harmful to health and had 
adverse economic effects on other countries in that grain was used as food for cattle. A 
properly balanced diet was possible with the resources available in most countries. 

The question of the quality of foods could be looked at in two ways: firstly, as regards 
their nutritional value, which might or might not be adequate, and secondly, as regards 
additives and contamination, i.e., food as a source of disease rather than health. The latter 
was the responsibility of other units of WHO, although there was close coordination. 

He agreed fully with the comments of the United States delegate as to the importance of 
primary health care as a means of disseminating information on nutrition. The greatest 
obstacle in the way of solving food problems was the inability of the health sector to reach 
the populations most at risk. 

Several delegates, among them those of Upper Volta and Iran, had pointed to the need for 

proper coordination between the various agencies in the United Nations family. That was 

logical, if it was accepted that nutrition was an intersectoral problem at the country level. 
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Within the United Nations system there was deep concern with regard to nutrition, as was 
shown by the fact that, at its next meeting, the Economic and Social Council was to consider 
a proposal that a subcommittee on nutrition of the Administrative Committee on Coordination 
(ACC) should be set up. That subcommittee would try to harmonize and coordinate the functions 
of the different bodies, both inside and outside the United Nations. 

On behalf of the Secretariat, he thanked Sweden for raising the question of nutrition. 
WHO would take up the challenge, but the support of Member States was necessary. In addition, 
increased resources would be needed for the programme envisaged by the draft resolution. 
Even so, the problems of nutrition could not be completely solved by the end of the century. 
Nevertheless, the knowledge was available to ensure the elimination of the clinical forms of 
malnutrition and to improve the nutritional status of populations in both developed and 
developing countries. 

N 
Dr ACUNA (Regional Director for the Americas) said that the Regional Office for the 

Americas was very much aware of nutritional problems and had initiated studies of the role of 
the health sector in those problems. In the context of technical cooperation, WHO in 

collaboration with the countries of Central America had established the Institute of Nutrition 
of Central America and Panama (INCAP), subsequently, a similar Caribbean Food and Nutrition 
Institute (CFNI) had been established in Jamaica. Those institutes were supported by the 

Member States in cooperation with WHO, and carried out research, training, and dissemination of 

information. One of the main discoveries made by those institutes was that the costly efforts 
of governments to improve nutrition by supplying meals to school -age children would be better 
directed towards mothers and especially towards expectant mothers. In that way, infant 

mortality could be reduced by 50 %. Very important studies were in progress in that field that 
could change the nutritional policies of a number of countries. Thus, improving the nutrition 
of expectant mothers could also improve the intellectual development of the child more than 
improving the nutrition of the child itself. Those were only examples of what the health 
sector could do. 

In the Americas, there had for a number of years been an interagency committee composed 
of the Regional Directors of WHO, UNESCO, FAO, the Economic Commission for Latin America, and 

UNICEF. In at least six countries, food and nutrition policies had been defined on the basis 
that food and nutrition were multisectoral problems. Positive results had already been 

achieved in certain countries. Two years ago, the Regional Committee for the Americas, in its 

Technical Discussions, had considered the problem of nutrition, and the Pan American Health 
Organization had produced a document in Spanish on those discussions; the English version 

would appear shortly. 
He stressed that the activities carried out by the Regional Office for the Americas 

constituted technical cooperation among the developing countries in its purest form, with an 

important contribution from the developed countries. Apart from the two institutions already 

mentioned, there were also others in other programme areas, established by the governments of 

the countries themselves, which also cooperated with WHO. 

The CHAIRMAN said that he had been informed by the sponsors of the draft resolution that 

they intended to discuss the proposed amendments with their proponents, and that an amended 

draft would be presented at the next meeting. 

Smallpox eradication: Item 2.4.4 of the Agenda (Resolutions WHA29.54 and EB59.R28; 

Document А30/12) 

Professor REID (Representative of the Executive Board) introduced the item, saying that 

the Director -General had presented a report on the then current status of the smallpox 

eradication programme to the Executive Board at its fifty -ninth session. That report indica- 

ted that certification of eradication was continuing, and that both Afghanistan and Pakistan 

had been so certified since the Twenty -ninth World Health Assembly. More recent information 

was given in document A30/12, paragraphs 9 -11. 

At that time, 29 laboratories in 18 countries retained stocks of variola virus, but 

50 laboratories had reported that their stocks had been destroyed. As stated in the 

document, 59 laboratories had now destroyed their stocks, leaving only 18 laboratories in 

10 countries holding the virus. 

While donations of smallpox vaccine were still being received, the reserves available in 

January 1977 were sufficient for only 112 million people, as compared with the 200 -300 



million dose reserve proposed in the relevant World Health Assembly 

reserves had since fallen and were now enough only for 80 million pe 

The problems of eradicating smallpox would again be considered 
when a more accurate time -table of activities could be established. 

The discussion at the Executive Board had shown the high priority still given to the 
programme, especially in relation to the current situation in Somalia; up -to -date information 
on that situation was given in the document. In addition, several members of the Executive 
Board had commented on the need for guidelines for future vaccination policies. In resolution 
ЕB59.R28, the Executive Board had noted the need for verification and documentation of the 

interruption of smallpox transmission, the retention of variola virus only by the seven, or 

fewer, WHO Collaborating Centres, under conditions of maximum safety, and the provision of 
maximum support in order to complete the programme as soon as possible. 

Finally, he drew the attention of delegates to the draft resolution contained in Annex 2 
of document А30/12. 

Dr LADNYI (Assistant Director -General) said that document А30/12 presented the current 
smallpox situation, together with the estimated additional contributions required to complete 
the programme. He added that in the current smallpox epidemic in Somalia, 35 new outbreaks 
with 119 cases had been detected since Weekly Epidemiological Record No. 19 had been published. 
The total number of outbreaks since March 1977 was thus 135, and the total number of cases 

399. Such an extensive outbreak had not been expected. It was, however, following the 
classical incidence pattern, i.e., as the search operations were intensified, the reported 
number of outbreaks and number of cases increased. Experience had shown that a high incidence 
revealed by the comprehensive detection of outbreaks would be followed by a sharp decline as 
effective containment measures were implemented. Currently, 32 national supervisors, about 
400 local field workers, and 13 WHO epidemiologists and operations officers were engaged in 
the containment and search operations. Transmission should be interrupted within the next 
few months. Many more months of search operations at the same intensity would, of course, 
be required in Somalia. No cases had been reported in northern Kenya since February 1977, 
but on 9 May, two outbreaks imported from Somalia had been detected by WHO in southern 
Ethiopia. Information to that effect had been sent to the teams in Somalia. Both the areas 
mentioned were in grave danger of developing epidemic foci because of their common frontier 
with Somalia. It would also be prudent for countries in the Arabian Peninsula to intensify 
surveillance. 

A special committee of experts would meet in Geneva in October 1977 to recommend to the 

Director -General the specific measures that should be taken in the next two years for the 

global eradication of smallpox. Vaccination policy would be an important aspect covered by 
that meeting. 

It was estimated that an additional US$ 3.9 million would be required to complete the 

global programme; that was a relatively moderate sum in the light of the benefits to be 

obtained. Donations to the Special Account for Smallpox Eradication since January 1977 were 
given on page 2 of the document. In addition, two countries had pledged support in 1977, 

amounting to US$ 1 246 838, as specified funds for the smallpox eradication programme in two 
countries. 

He wondered whether the delegates from Somalia, Ethiopia and Kenya would give the latest 
information on the situation in their countries. 
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resolution. Those 

op le. 

in the latter part of 1977, 

Dr ALUOCH (Kenya) said that, although a few foci of smallpox still existed in northeast 
Africa, they should nevertheless celebrate a unique achievement in the history of medicine. 
His country was one of the few where smallpox was still a real threat. The last endemic cases 
had been recorded in 1969, but surveillance was still being maintained, especially in the 

northeast parts of the country, because of the epidemiological situation. A striking feature 
was community participation in the notification of suspected cases; importations in 1971 and 

1974 had been promptly brought to the notice of health staff. 
Nomads moved freely in north -eastern Kenya, and surveillance there had therefore been 

stepped up after reports of an outbreak of smallpox in a neighbouring country. One outbreak, 

quickly controlled, had been detected in January 1977, the index case being a Kenyan who had 
returned from travel to Mogadishu and had been the source of four cases. 

A special meeting had been convened by WHO in Nairobi in March 1977, in collaboration with 
the Government of Kenya, to plan smallpox eradication activities in Ethiopia, Kenya, Somalia 
and Sudan. The meeting had recommended the intensification of surveillance activities over 
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the following six months in north -eastern Kenya as well as similar activities in the other 
countries, followed by a further meeting in September 1977. 

Search operations had been launched in Kenya immediately after the Nairobi meeting. 
They were conducted mainly by local non- medical personnel who, after a one -day briefing on 
search methodology, carried out house -to -house searches, interviewed people, enquired after 
any cases of smallpox, and reported any rumours of smallpox. They collected specimens from 
unvaccinated patients with chickenpox, cases of severe chickenpox, and chickenpox outbreaks 
associated with death. Over the period 20 March to 20 April, most areas of North -Eastern 
Province had been covered by the search teams. So far no hidden focus of transmission had 
been discovered, but the search would be repeated at least four times in the same area in the 
next six months. The operations were costly but WHO had already provided the Government of 
Kenya with US$ 29 000 for the purpose. 

Dr DERIA (Somalia) outlined the situation in Somalia, covering a territory of over 

600 000 km2 with a coastline of some 3000 km, and with a population of between 3.5 and 

4 million,70% of which was nomadic. Over the period September 1976 to 17 January 1977, 39 

cases of smallpox had been detected in the capital city, Mogadishu, following an importation 
in August 1976. At that time, limited resources had precluded a thorough search of the 

whole country. 

In February 1977, in collaboration with WHO, a plan of action had been prepared, the 

main objectives being to carry out repeated systematic active case searches in all parts of 

the country and to document all activities related to that active surveillance. The plan had 
been discussed aid approved as a basis for collaboration and coordination of surveillance work 
in Somalia, Kenya and Ethiopia by the WHO- sponsored meeting in Nairobi in March 1977. It 

had, however, soon become necessary radically to modify that plan as a result of the first of 
the current outbreaks of smallpox in Somalia detected by the health authorities on 18 March 
1977. As at 15 May 1977, nine regions in the south of the country were infected, 135 

outbreaks of smallpox had been detected, and 399 cases reported. 
Although active case search was continuing, the emphasis was now being placed on 

containment measures. If a case of smallpox was detected in a town, the patient was 
immediately isolated in an established isolation camp, all known contacts of the patient and 
residents of the 50 houses immediately surrounding the infected house being line - listed and 
vaccinated within 12 to 24 hours. In the following two to three days, the residents within 
a larger radius of 300 houses around the infected focus were vaccinated but not line -listed, 
that infected area then being kept under surveillance for six weeks and any person falling 
ill and developing fever being closely followed up. If the infection occurred in a village, 
the case was isolated at home, with a 24 -hour guard posted there for a period to be decided 
by the field epidemiologist. All the inhabitants of the village were vaccinated and the 
containment team or teams visited all villages within a radius of about 10 km for search and 

vaccination, the surveillance period of six weeks being observed. Nomads posed certain 
problems, and therefore the isolation of infected nomads in an established isolation camp was 
encouraged. All members of the nomadic group were vaccinated and a containment team 
accompanied the mobile nomadic group for the surveillance period. Every effort was made so 
that isolated patients were as comfortable as practicable. 

It was thus apparent that blind mass vaccination was not being practised, since 

experience elsewhere had shown that the strategy being followed was effective and less costly. 

Six regions in the north still had to be searched, and that would be done immediately 
resources became available. At present there were 13 WHO epidemiologists engaged in search 
and containment measures in the nine infected regions in the south. It was planned to have 
at least one WHO epidemiologist and a Somali field officer in each infected region. That 

regional team would supervise a search team of 20 persons led by a Somali sanitarian and 

containment teams, depending upon the number of outbreaks in the region. There would also 
be at least one assessment team, made up of a WHO epidemiologist and his Somali counterpart, 
to evaluate the effectiveness of the search and containment activities. 

For the current programme, WHO had supplied six vehicles and 12 were on the way; 19 

vehicles were already in the field. More vehicles were urgently required to expedite the 
search in the north of the country and to intensify operations in the infected southern 

regions. WHO would also be providing, within the following few weeks 10 transmitter -receiver 
sets to facilitate communication between workers in the field and at headquarters. 

The Somali health authorities were confident that, with outside support, the measures 
being employed in the containment and eventual elimination of smallpox would be effective. 
To keep the programme functioning at the present level, quite apart from the higher level of 
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intensity which could be predicted, would require resources far beyond the capability of the 
Somali Government. Furthermore, since the developmental stage of basic health services in 
Somalia was such as not to allow it to offer much assistance to the smallpox eradication 
programme, it was felt that the programme, modified whenever appropriate, should be made and 
kept self -supporting until the country was declared free of smallpox. He expressed the deep 
appreciation of his Government for the prompt and generous response made by WHO to Somalia's 
appeal. 

Mr TEKESTE (Ethiopia) gave an account of the current activities of the smallpox eradica- 

tion programme in Ethiopia, with particular reference to the operation in the vast Ogaden 

Desert, which fell mainly into two regions bordering Somalia and comprised six districts. 

Operationally, a district from Sidamo region bordering Kenya had been included, and the 

programme therefore related to seven districts, with an estimated population of half a 

million, the majority of whom were nomads. At present, 224 searchers had been deployed, with 
11 assistant surveillance officers, who were experienced searchers chosen by the higher -level 

supervisors, and five surveillance officers, who were professional health workers, providing 
guidance and supervision; four WHO epidemiologists were also involved. The searchers were 

chosen from local people in consultation with leaders in each area, and they were fully 
informed as to the difficulties involved and received appropriate training. 

He then outlined the methods of search used in the difficult task of surveillance among 
nomad populations. One method was surveillance trips on foot, where searchers moved in teams 
of two to five persons in different directions, criss -crossing the area, following bush tracks 
and moving to locations where people were found; such trips usually took two to three weeks. 

Recognition cards were given to the village elders, signed and dated by the searchers, with 
instructions as to where to notify fever and rash cases and go for vaccination if necessary. 
In some districts, the area was divided into zones and searchers were sent in different 
directions to search for fever and rash cases; that method had been found particularly useful 
where the population density was very low. In addition, searchers were posted at teashops 
and at waterholes about which nomadic villages were to be found. Supervision was ensured by 
such techniques as checking nomadic villages at random, fixing appointment spots with searchers, 
and by the method of distribution and collection of a marked smallpox recognition card 
whereby a second team collected the cards left with village leaders by a first team, thus 
checking a village for fever and rash and at the same time assessing the quality of the search. 
Searchers moved mostly on foot, although sometimes camels were used. The movement of 
supervisors was supported by 10 cars, one helicopter and a small aircraft when necessary, 
almost all supervisors having portable radios so that they could communicate with one centrally 
located communications centre. 

Over the first quarter of 1977, some 16 287 villages had been visited, the total number of 

villages in the Ogaden Desert being estimated at some 12 000. Two hundred aid seventeen 
suspected cases had been examined and 91 specimens collected for laboratory examination, the 
results of which had all been negative. In late April and early May, however, two outbreaks 
had been detected: the first, in Haraghe Region, an outbreak of two cases coming from 
Somalia; who had since been returned there, and the second, in Bale Region, also an outbreak 
of two cases, one from Somalia. The appropriate containment measures were being carried out. 

It was planned to continue the search throughout the country for the next two years. 
Various methods of surveillance, which would ensure that any hidden foci would not be missed, 
had been designed. The intensive search activity being conducted in the Ogaden Desert would 
continue for the next six months. 

Although the programme encountered different kinds of problems, which were mainly the 
repercussions of the anti -revolutionary and reactionary movement both from within the country 
and from outside, he would point out that the successes achieved had only been possible due to 
the impressive progress of the national democratic revolution. 

He expressed gratitude to WHO, in particular, and to all the agencies which had contributed 
the resources for carrying out the rogramme. His delegation fully supported the draft 
resolution annexed to document A30 /12. 

Dr SEBINA (Botswana) said that his country was one of those awaiting a certificate of 
eradication, as it had had its last positive case at the end of 1973. It was accordingly 
preparing for the visit of the international assessment team expected in September 1977. 

Over the past few months, Botswana had had a number of cases of newborn babies developing 
a generalized rash after smallpox vaccination. However, after examination at the WHO 
laboratory, specimens from those cases had shown nothing, except for one case which had been 
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positive for vaccinia. He expressed appreciation to WHO for its assistance to Botswana's 
smallpox eradication and surveillance efforts and said that he supported the draft resolution. 

Dr NAIR (India) recalled that the international commission had declared on 23 April 1977 
that smallpox had been eradicated from India. That victory over a dreaded disease, which had 
been responsible for the disfigurement, blindness and death of so many over the centuries, 
represented an important landmark in the history of public health in his country. Indeed, in 

the past, India had accounted for one -third to one-half of all cases reported throughout the 
world. The battle had not been an easy one, however. Some 230 epidemiologists from 30 

countries had worked with local health staff in organizing case -search operations and contain- 
ment of detected outbreaks. The whole programme had been carried out on virtually a war 

footing, mobilizing all resources and ensuring mobility of the surveillance staff. India had 

obtained, smallpox -free status in July 1975, but the organization and maintenance of quality 
surveillance for an additional period of two years in difficult terrain, inaccessible terri- 

tories and in vast rural areas had been a most remarkable feat. Over that period, more than 

150 000 people had participated in five massive searches of some 670 000 villages and towns 

throughout the country. 

Many important lessons could be learned from the campaign and would be utilized in the 

improvement of other public health programmes. The recommendations made by the international 

commission would be implemented for surveillance and prevention of other communicable diseases. 

He expressed his Government's sincere gratitude to WHO and to the Swedish International 

Development Agency for their massive assistance in the implementation of the smallpox campaign 

over the past three years. The struggle against smallpox had been a glorious example of 

sustained collaborative effort on the part of the international community and India. 

India had achieved self -sufficiency in the production of freeze -dried smallpox vaccine 

during 1973 and had also supplied vaccine to neighbouring countries on request from WHO. His 

Government had also agreed to donate one million ampoules of vaccine for emergency stock for 

the South -East Asia Region and was pleased to be in a position to contribute to the health of 

the Region. He added that all laboratories in India had destroyed their remaining stock of 

variola virus. 

Professor JANSSENS (Belgium) expressed his delegation's gratification at the striking 
success achieved by the smallpox eradication programme, on which WHO was to be congratulated. 
As a result of that progress, Belgium had suspended compulsory smallpox vaccination over the 
next two years. It was nonetheless surprising that a number of apparently unconnected out- 
breaks had occurred in a country which had been the object of mass vaccination. While he did 
not cast any doubts on the possibility of containing those foci in the near future, it would be 
desirable, in the interests of public health generally, to carry out a full epidemiological 
investigation into those unexpected occurrences. His own country would be particularly 
interested in such an enquiry so that it could have a sound basis on which to decide whether its 
suspension of the vaccination requirement could be prolonged. He commended the very thorough 
surveillance being practised, which offered the best possible safeguard for the future. 

He expressed admiration for the manner in which Kenya, Somalia and Ethiopia were 
strenuously combating the outbreaks in their countries. Belgium would continue to provide WHO 
with the available vaccine it would be continuing to produce so as to contribute within the 
means at its disposal to WHO's efforts, which it hoped would prove speedily successful. 

Dr ORLOV (Union of Soviet Socialist Republics) said that the report submitted by the 
Director -General confirmed the successful outcome of the smallpox eradication programme. The 
fact that a certain number of outbreaks had occurred confirmed the view that eradication should 
not be certified until the situation could be assessed with all certainty. Those countries 
where eradication had been certified were to be congratulated, particularly those countries of 
South -East Asia where the disease had been responsible for the death of tens of thousands of 
their populations. The success was due both to their own efforts and to the help of WHO. 
He was convinced that eradication would soon be achieved everywhere, and welcomed the measures 
proposed by the Director -General to that end. He looked forward to the WHO publications on 
the subject. 

He emphasized the need to utilize experience and staff from smallpox eradication work for 
the benefit of the eradication of other communicable diseases. The establishment of stocks of 
vaccine for use in emergencies was a reasonable measure. The USSR would support the programme 
for smallpox eradication and would contribute vaccines at no cost. It wished WHO every 
success in that undertaking. 

• 
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Dr AVRAMIDIS (Greece) said that there could be no doubt that remarkable progress had been 
achieved iЕ smallpox eradication although there were still some foci in one country, which 
could, of course, represent a considerable danger, particularly for neighbouring countries. 

In view of the fact that international commissions had already certified eradication in 
several parts of the world, he did not think that Member States should continue to require 
vaccination certificates from travellers from countries which had been free of smallpox for 

some time past. In Greece smallpox vaccination was still compulsory because 67 countries 
still required such certificates from international travellers. He accordingly suggested 
that an additional paragraph should be inserted in the draft resolution between paragraphs 3 

and 4, reading along the following lines: 

"REQUESTS all Member States to suspend their requirement for a smallpox vaccination 
certificate from international travellers coming from countries where eradication has 
been achieved;" 

His delegation would support the draft resolution with that amendment. 

Dr FOEGE (United States of America) said that his delegation supported the draft 

resolution and warmly congratulated WHO and all those countries which had eradicated smallpox. 
It took special note of countries certified as being smallpox -free by international commissions 
since the previous session of the World Health Assembly. All those Member States had thus 

demonstrated the capacity of WHO to develop consensus on global health objectives and to play 

a catalysing role. The task was not yet completed, and his delegation would therefore 

encourage the rapid mobilization of resources to eliminate remaining foci and to intensify 
surveillance in associated border areas of high risk. To that end, the United States 

Government was prepared to contribute additional funds to bring a speedy end to smallpox 

transmission. 

His delegation noted with satisfaction the recent reduction from 77 to 18 in the number 
of laboratories retaining smallpox virus and supported the efforts to reduce that number still 

further to five WHO Collaborating Centres. Although arguments had been advanced that all 

known virus strains should be destroyed, it recognized the need to retain current smallpox 

strains in order to evaluate and- characterize pox -type illnesses in future. Accordingly, WHO 

should be encouraged to maintain representative strains indefinitely in a few selected 

laboratories under the most stringent safeguards. WHO should also maintain surveillance and 

actively investigate all future monkeypox cases in order better to delineate the clinical 

illness, epidemiology and laboratory characteristics, as well as to verify that all such 

illnesses were in fact monkeypox rather than due to other pox viruses. 

His delegation would urge the Organization to exploit the skills which had been developed 

at headquarters, in the regional offices and in countries for smallpox eradication, which 

could now be turned to other health efforts, particularly the Expanded Programme on Immuniza- 

tion. 

Dr KILGOUR (United Kingdom of Great Britain and Northern Ireland) said that his delegation 

was watching with concern and sympathy the situation in those countries where the last out- 

breaks of smallpox had occurred, and hoped that WHO would continue to give the problem the 

highest possible priority to ensure that the necessary resources were made available. 

There were still four laboratories holding stocks of variola virus in the United 

Kingdom, but within six to nine months there would be only one and that would be operating as 

a WHO Collaborating Centre. The last of the other laboratories would, before it closed down, 

be working on a commission from WHO. It would be appropriate at the present juncture for 

governments to examine their policies with regard to smallpox vaccination since, taking into 

account the almost total eradication achieved, the time had come to weigh the risks of 

vaccination against the real risk of incurring the disease itself. 

He welcomed the proposal to convene a special committee of experts in the autumn of 1977 

to ensure a calm elaboration of strategy. His delegation supported the draft resolution. 

Dr MUCHTAR RAFE'I (Indonesia) said that the declining numbers of specimens from Indonesia 

tested by WHO reference laboratories shown in Table 2 of Weekly Epidemiological Record No. 18 

might lead some to believe that surveillance in his country was relatively inactive. That 

was not so. Surveillance was carried out by collecting and examining all suspected cases 

from 20 provinces, especially from Java, where the last case had been found in 1972. The 

Government gave the reward of a transistor radio to anyone providing information on a positive 

smallpox case. Vaccination was continuing, combined with BCG vaccination, throughout the 
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country. There was also special surveillance in high -risk areas, such as airports and sea- 
ports. His delegation supported the draft resolution. 

Mr van SCHOUWENBURG (Netherlands) said that, while the unexpected persistence of the 
disease in southern Somalia might be a setback in arriving at the ultimate goal of eradication, 
he was nevertheless confident that that goal was still within reach. His Government would 
continue to give its support as hitherto so long as it was needed by WHO, and also favoured 
the draft resolution. 

Dr MUNDIA (Zambia) said that his delegation had noted with satisfaction the progress 
achieved by the eradication programme with the exception of a few cases in Ethiopia and 
Somalia and was gratified by the prompt and sustained assistance of WHO to the affected areas. 
It was to be hoped that total success would soon be achieved. Zambia, which was awaiting 
certification in 1978, also supported the draft resolution. 

Dr TANAKA (Japan) expressed regret that it had not proved possible to achieve complete 
smallpox eradication by the target date. WHO should continue to exert all possible efforts 
to bring eradication about through the concerted endeavour of all Member States concerned, and 
the high priority accorded the programme should be maintained until global eradication was a 
reality. His Government would spare no effort in that regard, and the Japanese delegation 
strongly supported the draft resolution. 

Dr BORGONO DOMINGUEZ (Chile) shared the concern expressed at the maintenance in the 
laboratories of some countries of stocks of variola virus, which, even under normally 
effective security conditions, might lead to outbreaks of smallpox. He would therefore urge 
countries to destroy those stocks when the appropriate time came. His delegation commended 
both WHO and Member States concerned on the valuable work they had accomplished, and expressed 
support for the draft resolution. 

The meeting rose at 5.30 p.m. 

• 
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