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SEVENTEENTH MEETING 

Wednesday, 24 May 1978, at 8h30 

Chairman: Mr M. K. ANWAR (Bangladesh) 

1. REVIEW OF SPECIFIC TECHNICAL MATTERS: Item 2.6 of the Agenda (continued) 

The role of the health sector in the development of national and international food and 
nutrition policies and plans: Item 2.6.2 of the Agenda (continued) 

The CHAIRMAN drew attention to the following draft resolution, which represented a 

revision of the draft introduced at the twelfth meeting, taking into account the amendments 
proposed: 

The Thirty -first World Health Assembly, 
Having considered the Director -General's report on the role of the health sector in 

the development of national and international food and nutrition policies and plans; 
Recalling resolutions WHA27.43, WHA28.42 and WHA30.51; 
Convinced that malnutrition is one of the major impediments to attaining the goal of 

health for all by the year 2000, and that new approaches based on clearly defined 
priorities and maximum utilization of local resources are needed for a more effective 
action to combat malnutrition; 

Noting with concern the continued decline in breast - feeding in many countries while 
in certain countries it has been possible to arrest or reverse this trend; 

Recognizing that during the first months of life breast - feeding is the safest and 
most appropriate way to feed infants, that it should be maintained as long as possible 
with timely supplementation and weaning which ideally should be done with locally 
available and acceptable foods; 

1. THANKS the Director -General for his report; 

2. ENDORSES the definition of the functions of the health sector enumerated in the 
above -mentioned report, viz: 

(a) to stimulate and collaborate in the development of the multisectoral strategy 
required to solve nutritional problems; 
(b) to assess the nature and magnitude of those problems and to identify the 
population groups most exposed to risk which require special attention; 
(c) to set norms and standards for nutritional requirements and for the types of 
diet necessary to meet them, with utilization of available local products; 
(d) to implement direct measures, through the health care systems, for the 

prevention, treatment and rehabilitation of the different forms and degrees of 

malnutrition; 
(e) to organize programmes for food hygiene; 
(f) to support activities in other sectors particularly school feeding programmes 
and nutritional education through mass media; 

3. RECOMMENDS Member States to give the highest priority to prevention of malnutrition 
in pregnant and lactating women, infants and young children and to stimulate permanent 
multisectoral coordination of nutrition policies and programmes by: 

(1) supporting and promoting breast - feeding with educational activities to the 

general public; legislative and social actions to facilitate breast - feeding by 
working mothers; implementing the necessary promotional and facilitating measures 
in the health services; and regulating inappropriate sales promotion of infant 
foods that can be used to replace breast milk; 
(2) ensuring timely supplementation and appropriate weaning practices and the 

feeding of young children after weaning with the maximum utilization of locally 
available and acceptable foods; carrying on, if necessary, action- oriented research 
to support this approach and the training of personnel for its promotion; 
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4. REQUESTS the Director -General: 

(1) to develop, in cooperation with Member States, a programme of research and 
development in nutrition, oriented primarily to the needs of developing countries, 
and aimed initially at the prevention of malnutrition in pregnant and lactating 
mothers and in young children -by promoting adequate maternal nutrition and by 
encouraging breast - feeding and timely supplementation and appropriate weaning 
practices, with the maximum utilization of locally available and acceptable foods; 
(2) to take any necessary measures to coordinate international activities designed 
to promote breast - feeding and especially to work in close collaboration with other 
United Nations agencies active in this field; 

(3) to cooperate with national institutions in their problem -solving research and 
training programmes to strengthen their capacity to combat malnutrition and 
stimulate technical cooperation among developing countries in this field; 
(4) to collaborate with multilateral and bilateral organizations and agencies and 
with other intergovernmental and nongovernmental organizations in programmes of 
technical cooperation with countries for the development and implementation of 
national food and nutrition policies, plans and programmes; 
(5) to stimulate the mobilization of scientific and financial resources in support 
of a global effort to eliminate malnutrition; 

5. URGES governments, multilateral and bilateral organizations and agencies to support 
the proposed programme of research and development in nutrition through their technical 
and scientific institutions and workers and by financial contributions. 

Dr SPAANDER (Netherlands) said that he thought that it had been agreed that the list of 

functions of the health sector enumerated in paragraph 2 of the draft resolution should be 

omitted. If that was correct, that paragraph should read: 

"2. ENDORSES the functions of the health sector in this field, as described in the 

report of the Director -General ". 

It was so agreed. 

Decision: The draft resolution, as thus amended, was approved. 

Prevention and control of zoonoses and foodborne diseases due to animal products: Item 2.6.12 

of the Agenda (continued) 

The CHAIRMAN drew attention to the following draft resolution prepared by the Rapporteur 

and reflecting the outcome of the Committee's discussion at the fourteenth meeting: 

The Thirty -first World Health Assembly, 

Having considered the report of the Director -General on the prevention and control of 

zoonoses and foodborne diseases due to animal products; 

Recalling resolution ЕB51.R25 on veterinary public health, adopted by the Executive 

Board at its fifty -first session; 

Recognizing the progress made in strengthening the veterinary public health services 

in Member States for the control of zoonoses and foodborne diseases; 

Taking into account that a reorientation of the Organization's zoonoses programme is 

under way; 

1. WELCOMES the steps taken by the Organization to develop global and regional 

strategies, and detailed codes of practice and guidelines, as a basis for national 

programmes; 

2. NOTES with satisfaction the collaboration of Member States and of the United Nations 

Development Programme in establishing a network of international centres to provide 

essential services for the control of zoonoses; 

3. INVITES Member States: 

(1) to formulate and implement appropriate countrywide programmes for the control 

of zoonoses as an integral part of national health programmes; 
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(2) to strengthen cooperation between national veterinary and public health services 

in improving the surveillance, prevention and control of these diseases; and 

(3) to collaborate further in ensuring the appropriate development of zoonoses 

centres wherever they are required, and their contribution to national health 

programmes; 

4. REQUESTS the Director -General: 

(1) to continue the reorientation of the veterinary public health programme towards 

increased technical cooperation with Member States, including the development of 

national, regional and global strategies, and of methods for the surveillance, 

prevention and control of zoonoses; 

(2) to promote the extension of the network of zoonosis centres in all regions, in 

cooperation with the United Nations Development Programme, the Food and Agriculture 

Organization and other agencies, so that the necessary support can be provided to 

country health programmes dealing with these diseases; 

(3) to report on results of this reorientation of the WHO activities in the field 

of zoonoses prevention aid control in a future biennial report of the Director -General. 

Decision: The draft resolution was approved. 

Problems of the human environment: food hygiene: Item 2.6.17 of the Agenda (continued) 

The CHAIRMAN drew attention to the following draft resolution, which incorporated 

amendments proposed to the draft introduced at the fourteenth meeting: 

The Thirty -first World Health Assembly, 
Having considered the reports of the Director -General on the control of food -borne 

diseases and on food hygiene; 

Recalling resolutions WHA25.59, WHA27.46, WHA30.51 and EВ61.R33; 
Re- emphasizing the importance of safe food for developing and developed countries, 

inter alia, with a view to international exchange and communication; 
Considering the interrelationship with the other activities of WHO in the field of 

control of food -borne diseases and nutrition policies; 
Agreeing with the policy and orientation of the WHO food safety programme as proposed; 

REQUESTS the Director -General to develop the food safety programme along with lines 
outlined in the report in collaboration with national authorities and with other interested 
United Nations agencies and programmes and to report on the progress of the programme to 
the Thirty - second World Health Assembly. 

Decision: The draft resolution was approved. 

Fluoridation and prevention of dental caries: Item 2.6.14 of the Agenda (continued) 

Professor PACCAGNELLA (Italy) introduced the following draft resolution prepared by a 

working group to take into account the amendments proposed at preceding meetings to the 
draft proposed by the New Zealand delegate on behalf of a number of sponsors: 

The Thirty -first World Health Assembly, 
Aware of the growing prevalence of dental caries throughout the world, and of its 

health and socioeconomic consequences; 
Bearing in mind that dental caries is affected by a number of factors such as the 

consumption of refined carbohydrates, the action of various bacteria, the presence of 
dental plaque and the various actions of fluorides; 

Noting resolutions WHA22.30, ЕВ53.R30 and WНA28.64 underlining the importance of 
this problem; 

Recognizing that safe, inexpensive and effective methods of prevention of dental 
caries exist, especially by the optimal adjustment of the fluoride content of public 
water supplies for which there is widespread experience, but also by other systemic 
and topical uses of fluorides, as well as other preventive agents or procedures; 
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1. URGES Member States to consider, within national plans for the prevention and 

control of oral disease, the fluoridation of public water supplies, where and when 

appropriate; 

2. BELIEVES that, where fluoridation of public drinking -water supplies is not 

feasible for technical or other reasons, alternative methods of achieving an optimum 

daily intake or application of fluoride should be considered; 

Э. REQUESTS the Director -General: 

(1) to continue to provide technical advice and assistance to Member States 
in the prevention and control of dental caries by adjustment of the fluoride 
content of public water supplies to the optimal level and by all other 

available means, where and when appropriate, and to foster cooperation with and 
between such States in this important area of public health; 

(2) to report in due course on progress in this matter. 

Professor HALTER (Belgium) said that the French version was not in line with the 

English. 

The CHAIRMAN said that the Secretariat could be entrusted with the task of making the 

versions conform. 

It was so agreed. 

Decision: The draft resolution was approved. 

Expanded Pro gamme on Immunization: Item 2.6.10 of the Agenda (Resolution WHА29.63; 
Document A31 /21) 

The CHAIRMAN noted that the following draft resolution on the Expanded Programme on 
Immunization had been prepared by the Rapporteur and placed before the Committee for 
consideration along with the Director -General's progress report (document A31/21): 

The Thirty -first World Health Assembly, 
Having considered the Director -General's progress report on the Expanded Programme 

on Immunization; 

1. NOTES the accomplishments being achieved in pursuance of resolutions WHA27.57, 
WHА29.63, WHA30.53 and WHА30.54 especially with respect to 

- strengthening national capacities through training in programme management and 
in vaccine quality control and production, 

- improving materials and methods used in the cold chain, and 
- improving vaccines and vaccine delivery systems through basic and applied 

research; 

2. RECOGNIZES that the available data pertaining to immunizations and disease 
incidence is far from complete, and emphasizes the need to improve information and 
reporting systems at both national and international levels; 

Э. WELCOMES the establishment of an Expanded Programme on Immunization Global Advisory 
Group as an additional means of involving representatives of the Member States in the 
guidance of the programme; 

4. EMPHASIZES the importance of immunization as a component of related programmes 
being supported by the Organization such as Primary Health Care, Maternal and Child 
Health, and of such special initiatives as the International Year of the Child; 

5. URGES Member States and other potential donors to give particular consideration 
to the support of programme implementation at the country level through medium- and 
long -term commitments, and acknowledges with thanks those contributions already made 
through the Voluntary Fund for Health Promotion, through UNICEF, UNDP and other 
international agencies, and on a bilateral basis; 
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6. REQUESTS the Director -General to continue to pursue the implementation of this 
programme as a high priority, so that the goal of providing immunizations for all 

children of the world by 1990 may be achieved. 

Dr BASSIOUNI (Egypt), describing the state of the immunization programme in his country, 

said that there had been no cases of smallpox since 1952. The centres responsible for 

immunization against other diseases included 350 maternal and child health centres and more 
than 4000 school health units. Immunization services had been extended to all regions of 

the country. Over 600 000 children had been immunized against poliomyelitis in recent years, 

and the incidence had fallen by 60%. The tuberculosis and DPT immunization programmes were 
being intensified with the cooperation of UNDP, WHO and countries including the Netherlands. 
Research on immunization in Egypt had been the subject of the award of a prize to an 

eminent Egyptian scientist, and the results had been communicated to WHO. 

The main obstacle to the programme was in programme management, and a training 
programme had been set up with the cooperation of WHO to overcome it. Egypt was producing 

locally a number of the vaccines needed for the immunization programme. 

Dr REZAIE (Iran) said that the objectives of the medium- and long -term programme outlined 
in the report of the Director -General (document A31 /21) had been achieved in his country, 
which was self -sufficient in the production and quality control of vaccines. Measles, smallpox 

and BCG vaccines were produced in sufficient quantities for some to be exported, through WHO, 

on a non- commercial basis. Negotiations were under way for the establishment of a regional 

training centre for immunization programme managers and child chain specialists in Iran. 

The programme had been very effective in the eradication of smallpox and control of a 

number of other communicable diseases. For example, the incidence of measles had fallen 

from 124 000 cases in 1966 to 14 000 in 1977. Measles and poliomyelitis immunization 

campaigns had started 10 years earlier; those against smallpox, DPT and tuberculosis 20 

years earlier. Field trials and serological surveys had shown that the level of maternal 

measles antibodies fell to a minimum in about 50% of newborn infants at 5 months, resulting 

in considerable infant morbidity under 6 months, especially in rural areas. Immunization 

campaigns in mountain villages were performed in two stages, the first at 5 -6 months, the 

second at 11 -12 months of age. 

Iran had an unbroken cold chain system from producer to vaccinee in all urban and most 
rural areas; some mountain villages could not be reached for some 6 months of the year, but 

it was planned to use helicopters. Most vaccines were transported from the capital to the 

provinces by mobile cold store vehicles, poliomyelitis and measles vaccines going by air. 

Each province had a store with space for about 6 months' supply at two different temperatures. 

He gave details of the methods of refrigeration used at subprovince level and in the field. 

Evaluation of the programme in Iran was carried out by three methods: annual incidence 

surveys, serological surveys, and pock -mark surveys. The incidence of measles, diphtheria, 

pertussis and tetanus had fallen markedly in the past 15 years. Serological surveys had 

recently become a matter of routine for the Institute of Public Health Research of Teheran 

University and the Razi and Pasteur Institutes. Pock -mark surveys were carried out only if 

special circumstances made them necessary. 

He had data on the incidence of communicable diseases and doses of vaccines during the 

last 15 years of the programme in Iran available for consultation by other delegates. 

Dr KARSA (Togo) asked what were the criteria for countries wishing to collaborate in 
the Expanded Programme on Immunization, referring to the list of countries by WHO region 
in the footnote to the table in section 2.1.2 of the report and to the institutions listed 
in section 3. 

Noting the work done in Ghana on the establishment of cold chains, he requested that 
the results be communicated to his country. 

Dr PLIANBANGCHANG (Thailand) said that as a result of country health programming in 
Thailand the national expanded programme on immunization had been organized, in cooperation 
with WHO, with the objective of improving the services for smallpox, tuberculosis and DPT 
immunization, paying attention to the proper age for immunization and the need for expansion 
of population coverage. Efforts were also directed at covering more diseases in accordance 
with what was epidemiologically indicated and technically feasible. UNICEF was giving 
support, particularly with the development of the cold chain. The Government was giving 
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the programme high priority, and adequate provisions were made in the budget for the procure- 
ment of vaccines. Major obstacles were the limitations of the cold chain system due to 
shortage of vaccine insulation boxes and refrigerators, and the lack of trained staff and 
financial resources, as well as of accurate data for realistic planning. 

His country looked forward to increased international cooperation from WHO and other 
sources of support for the programme. 

Dr FEDOROV (Union of Soviet Socialist Republics) said that the results of the global 
Expanded Programme on Immunization were already encouraging, providing a model for activities 
in developing countries. He referred particularly to the first international seminar and 
to the guidelines for implementation of the Programme. Obstacles included the elementary 
stage of primary health care development in some countries, which it was expected would be 
accelerated as a result of the discussions to be held at the International Conference on 
Primary Health Care at Alma Ata, and the high cost of initiating programmes, in particular 
the setting up of the cold chain. 

Recognizing the particular difficulty of maintaining the potency and quality of 

vaccines in tropical conditions, he said that the Soviet Union, in cooperation with WHO, was 
developing a measles vaccines for production in Soviet centres that would be especially 
adapted for use in hot countries. Vaccines with similar characteristics against other 
diseases were expected to follow. 

He said that the local production of vaccines in developing countries was a subject in 

which a careful approach was needed, with specialized training of the necessary staff. 
Where conditions were found to be favourable, the Soviet Union was ready to cooperate in 
training specialized staff and in determining the appropriate methods of vaccine preparation. 

Referring to the close cooperation between WHO and UNICEF in the global Programme, he 
said that in their collaboration at the headquarters level WHO should maintain the principal 
responsibility for research. 

Dr WA' (Burma) said that his country's immunization programme was one of the main 
elements of the People's Health Plan for the next five years. The objective was the 
immunization of children against tuberculosis, poliomyelitis and diphtheria, tetanus and 

pertussis. Smallpox primary vaccination and revaccination of vulnerable groups at regular 
intervals would be continued until the Global Commission declared the world to be smallpox - 
free 

Particular attention had been paid to the logistics of the cold chain under the 
programme in Burma. Smallpox and diphtheria and tetanus vaccines were produced locally; 
BCG, DPT and poliomyelitis vaccines were imported with the cooperation of UNICEF. Training 
of the necessary staff had already started, and immunization activities had begun on 1 April 
1978. There was a built -in evaluation process in the programme in Burma, which would be 
continuously monitored. 

Mr NAIDENOV (Bulgaria) pledged his country's support for the global Expanded Programme 
on Immunization, the activities of which were expected to lead to rapid reduction in the 

morbidity due to some of the communicable diseases, and the immunization of all populations 
at risk by 1990. 

Bulgaria had a special network of centres for communicable disease immunization. 

Immunization against tuberculosis, smallpox, diphtheria, pertussis and tetanus was compulsory 
and was available against other infectious diseases. The full coverage that was achieved 

in Bulgaria had resulted in a considerable reduction of mortality and morbidity from nearly 
all the communicable diseases; in particular, diphtheria epidemics no longer occurred; 

there had been no poliomyelitis cases for several years; and some childhood diseases were 

on the decrease. The last case of smallpox had been recorded in 1928. 

Bulgaria could produce DPT aid freeze -dried BCG vaccine in sufficient quantities for 

the supply of other countries, and was also ready to cooperate in immunization campaigns 

and training activities, as well as in the quality control of vaccines produced in developing 

countries. 

Dr KLISINSКA (Yugoslavia) noted with satisfaction that the objectives of the long- and 

medium -term programme had thus far been attained thanks to overall planning. The organiza- 
tion of training courses by WHO headquarters and regional offices were a further subject of 
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satisfaction, together with the seminars that had been held in several regions in 1977. 

Yugoslavia, which was mentioned in the report in connexion with research for the preparation 

of more stable, potent vaccines, was ready to continue its support to the Programme within 

the limits of its possibilities, considering it to be of extreme importance for the 

developing countries in particular. 

Dr PARMAIA (Finland) welcomed the preliminary results of the Expanded Programme on 

Immunization. The experience already acquired with regard to immunization against most of 
the diseases included in the Programme justified hopes of success in saving millions of lives 
and much suffering in due course. However, some of the vaccines had their limitations, and 
it must be remembered that even an immunized child could become infected, although by a 

milder form of the disease. Even with the development of more potent vaccines, the 

Programme would never achieve the eradication of all the diseases covered. There would 
therefore be a permanent need for immunization to ensure that every newborn child was 
protected, generation by generation. That would require a well organized and strictly 
controlled programme of worldwide application, with a network of vaccination posts, an army 
of well trained vaccinators prepared for health education and follow -up of adverse reactions, 
and local vaccine production. Finland attached the greatest importance to the latter, 
which should ensure coverage of coming generations. 

Finland fully supported the Expanded Programme and was ready to supply vaccines until 
local production was under way, provide advice on the organization of the immunization 
network and cooperate in training of vaccinators, as well as to supply expertise and assis- 

tance in the planning and establishment of vaccine production plant and cold chain systems. 

Dr BAHRAWI (Indonesia) said that by the end of 1977, 17% of all the 3500 subdistricts 

in the country had been included in the Indonesian expanded programme of immunization. The 

policy was to immunize all infants by two applications of combined DPT antigens, one of BCG, 
and one smallpox vaccination. Expectant mothers received two injections of tetanus toxoid 

during their first pregnancy, and one booster every three years. Schoolchildren received 
BCG immunization when entering and leaving primary school, and in future would also have a 

booster of combined diphtheria and tetanus toxoids. The programme centred on rural health 
centres, though emphasis was placed on immunization performed at collection points in 

selected villages. Indonesia was self -reliant in vaccine production. 

The objective was to implement the programme in 80% of all subdistricts by the end of 
the third five -year plan (1979 -1984), covering approximately 70% of the entire population. 
The Government of Indonesia would contribute 60% of the total budget and hope to receive 
financial and technical support from USAID, UNICEF, WHO and other agencies. The constraints 
on the programme were managerial, logistic, cultural, and financial; but they were not 

insurmountable. 

To date, the programme had achieved its objectives, the planned geographical coverage 
being surpassed: 60% of the eligible infants had received the full course of immunization, 
and activities in manpower development, design and selection of equipment, programme 
evaluation, vaccine production and quality control had been carried out. There was a need 
for careful planning and sound epidemiological analysis of each disease problem separately. 
An estimation of expected disease- reduction rates, requiring accurate morbidity and mortality 
rates, would be needed to establish the cost -effectiveness of the programme. The availa- 
bility of baseline data, even collected through small -scale surveys, would help to overcome 
any misunderstandings that might arise when an improved surveillance system reported an 
increased number of cases or deaths at the same time as the programme designed to prevent 
them expanded as the surveillance system improved. 

His delegation hoped that the Health Assembly would reaffirm its commitment to the 
Expanded Programme on Immunization. WHO's role in permitting the exchange of ideas and 
resources would be a determinant factor of success. 

Dr GÁCS (Hungary) expressed appreciation of the Director -General's report, which provided 
the basis for in -depth analysis of the efficacy of immunization campaigns and planned projects. 
The Expanded Programme on Immunization was one of the most important of WHO's humanitarian 
activities. In his own country, for instance, the six diseases covered by the Programme had 
been a scourge until recently; now, however, all children were immunized against diphtheria, 
poliomyelitis hardly existed, and tuberculosis was greatly reduced. 

His delegation believed that the Programme would shortly prove its success. His 
Government endorsed the conclusions of the report and would continue to work with WHO in 

implementing the Programme. 
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Dr SANКARAN (India) said that a vaccine control board had been set up by the Indian 

Government to coordinate the work of production laboratories, identify production needs and 

deficiencies, ensure quality control, deal with storage and distribution problems, and 

ultimately attain self -reliance in vaccine production. The aim of the Indian immunization 

programme was to reduce the incidence of diphtheria, pertussis, tetanus, tuberculosis and 

poliomyelitis by the end of 1984. 

Immunization services now provided by different agencies would be made available under 
one roof, thus reducing the number of visits by children to health centres. Surveillance 
systems were being developed to collect information on diseases preventable by immunization, 
through routine reporting and limited surveys. The 30 000 Indian smallpox staff had been 

reoriented for work in the immunization programme, and a manual for field staff had been 
prepared. 

A cold chain system had been introduced for the storage and distribution of vaccine, and 
the training of health workers in vaccine handling and administration was in progress. 
Community health education for acceptance of immunization was being promoted; there was 

adequate production and distribution of vaccines and strict quality control. 
Studies were being conducted on the production of poliomyelitis vaccine. Measles 

vaccination would shortly be introduced, and the production of other antigens was proceeding. 
An improved cholera vaccine was being tested, particularly on children under five, and 
research in producing vaccines for tropical and endemic diseases, such as leprosy, was being 
actively pursued. 

The Government of India acknowledged with thanks the assistance received from WHO, UNICEF 
and UNDP through the Expanded Programme on Immunization. 

Dr SPAANDER (Netherlands) said that his country had accorded much attention to the 

Expanded Programme on Immunization and therefore noted with great satisfaction the progress 
reported in document А31/21, and hoped that the necessary expanded resources would materialize. 

The Royal Tropical Institute in Amsterdam and the National Institute for Public Health at 

Bilthoven (and not the State Institute for Public Health as mentioned on page 7 of that 
document) were among the agencies collaborating in the Programme. Much attention had been 
given to stabilizing measles vaccines. It had been discovered and reported to WHO that 
stabilization of the pH of the reconstitution fluid considerably enhanced the stability of the 
reconstituted vaccine. Regular vaccine courses were given at the National Institute for 
Public Health, attended by WHO fellows and workers from laboratories in developing countries. 
In addition, experts on WHO fellowships regularly visited the Institute for short periods to 

master specific technical aspects. The transfer of technical expertise was an important 
factor for the future implementation of immunization programmes. 

The Netherlands had provided assistance to several countries in setting up field trials 
to improve the efficiency of immunization schedules. Such trials had been carried out in the 
Philippines, Mali and Egypt, on DPT and attenuated, live and killed poliomyelitis vaccines. 
Within its international technical assistance programme the Netherlands Government was expanding 
its production of diphtheria aid tetanus vaccines so as to be able to help provide the amounts 
needed in immunization programmes. His Government would continue its support for the 
Programme. 

Dr SMITH (Nigeria) considered the Expanded Programme on Immunization one of the most 
important contributions to world health aid endorsed the conclusions of the report. In 
Nigeria, childhood immunization coverage was very low and the childhood mortality correspon- 
dingly high. There was a need to increase coverage, and, with WHO and UNICEF assistance, 
two States of the Federation had completed pilot projects and launched a programme. Other 
States were anxious to start, and arrangements were now complete for launching a nationwide 
programme. 

The vaccines produced in Nigeria were against yellow fever, smallpox and human rabies 
vaccines, none of which diseases was included in the Expanded Programme on Immunization. 
Nigeria would therefore welcome any cooperation in the supply of vaccines, as well as of 
freezers and vehicles. It would also be glad to have WHO's cooperation in helping with 
national production of vaccines relevant to the Programme. He added that regional coopera- 
tion in vaccine production would go a long way to ensuring an adequate flow of the necessary 
supplies. He wished to record his country's appreciation of WHO and UNICEF cooperation in 
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the programme so far, and suggested that it would be useful if WHO were to assemble informa- 

tion on the logistics of cold chains and circulate it to Member States.. Although each 
country planned its programme, it would also be useful if WHO could provide guidelines on the 

appropriate number of immunizations aid the intervals between them to ensure adequate 

immunity; against pertussis, for instance, one immunization and one re- immunization did 
not generate sufficient immunity. 

Research connected with the Programme should deal with transfer of technology and low 
operating costs. Self- reliance would ensure a lasting impact on health care delivery, and 
he noted with satisfaction that that was one of WHO's objectives. There was also an urgent 
need for a training manual, and his country would be pleased to receive a copy of the 
available manual. 

Dr KESSENG (United Republic of Cameroon) said that the Expanded Programme on Immunization 
was welcomed by his Government, and he endorsed the remarks and recommendations in document 
A31/21 

His country had launched its expanded programme of immunization in November 1975, and 
hoped to immunize 80% of the population of large towns by 1981, under the national economic 
and social development plan. The programme would be extended to rural areas in 1981 -1986. 

A pilot project was being carried out in Yaoundé. In 1976 preliminary assessments were 
also made in four other towns, where it was intended to carry out the expanded programme and, 
in parallel, mobile teams in 24 sectors continued their work in rural areas. 

By the end of 1976, 35% of the target child population in Yaoundé had received the 
six vaccines of the programme and 46 cases of paralysis had been recorded as against 103 in 

1975 and measles had decreased slightly. The cost of the programme had been US$ 19 920 or 

$ 1.90 per inhabitant excluding the cost of fuel and vehicles. By the end of 1977, with 
68.6% coverage, there had been 39 cases of paralytic poliomyelitis, but some increase of 

measles. The cost of the programme in the second year was $ 18 347, including the cost of 
fuel, vehicles and salaries. On the whole, then, the immunization programme had therefore 
given satisfactory results, and now that methodology and strategy had been drawn up, it was 
possible to envisage its extension. It was therefore important to assess the current 
situation, undertake a health education campaign, and prepare stocks of vaccines, vehicles, 
fuel, cold chains and immunization equipment, and determine the optimum ages for immunization. 

Research in WHO's Expanded Programme on Immunization should be continued with a view to 

associating the maximum number of compatible vaccines and to finding suitable vaccines for 
single dosage. Equipment should be cheap, easy to handle and adapted to the environment. 

The United Republic of Cameroon was training paramedical personnel but needed vaccine 
surveillance and maintenance and repair personnel. It would welcome continued cooperation 
with WHO and other agencies in implementing its programme. 

Dr MENEZES (Cape Verde) welcomed the continuation of the Expanded Programme on Immuniza- 
tion. His country had a high incidence of infectious diseases which could easily be 
prevented by vaccination. It had established a national immunization plan and submitted it 
to the WHO Regional Committee for Africa. Part of the programme had been financed by WHO and 
it was hoped that such collaboration would increase. 

His delegation was glad to note the importance attached by WHO to planning, training, 

research on vaccine stability and cold chains, and also to cooperation with governments and 

nongovernmental agencies in financing the Expanded Programme on Immunization. 

Dr KLIVAROVA (Czechoslovakia) said that vaccination in her country was free and compulsory. 
Diphtheria had been eradicated 15 years before, poliomyelitis had been eliminated, and 

pertussis and measles reduced as a result of immunization. Pilot studies for a rubella 

vaccine were being conducted aid immunological studies were made regularly. 

On the basis of the results obtained, the immunization scheme was being changed and 

expanded, the optimum age for injections determined, and a calendar of immunizations was being 

introduced. 

Czechoslovakia had a range of specialists available who could help carry out the Expanded 

Programme on Immunization. 

Dr BORGOÑO DOMINGUEZ (Chile) stressed the work of РАНО in immunization programmes in 

Latin America and in research aimed at providing valid epidemiological and clinical data. 

In Chile programmes covering the whole country had existed for the past 25 years and as a 
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result poliomyelitis and tetanus had disappeared and the morbidity and mortality of measles 
had been greatly reduced. Applied research was being carried out with WHO and РАНО help. 

Two problems needed to be considered in WHO's immunization work: that of evaluating 
new stabilizers for measles vaccine and that of improving the pertussis component of DPT 
vaccine. 

Dr AL- SHABENDAR (Iraq) said that his country planned to expand vaccination for 
poliomyelitis; all newborn infants and pregnant women would be vaccinated. It was also 
intended to vaccinate against cerebrospinal meningitis and tuberculosis. Nevertheless, 
immunization against leprosy, smallpox, tuberculosis, poliomyelitis, and measles still needed 
further development. He supported the draft resolution. 

Dr JADAMBA (Mongolia) said that vaccination against smallpox had been carried out in his 
country since the 1930s and the disease had been eradicated in the 1940s. By systematic 
immunization and health education the coverage of the population had increased, and now BCG, 
DP, DPT, poliomyelitis and smallpox vaccination was compulsory. Mongolia collaborated with 
the WHO programme of epidemiological surveillance and held the view that the coverage of the 

population should be at least 75 -80% to be effective. For immunization programmes to be 

successful there should be an immunological survey of the population, strict control of the 

storage and transport of the vaccines and of methods of vaccination, and health education of 
the people. To ensure that the population of the world was vaccinated against all preventable 
diseases by 1990, WHO and its Member States should define the percentage at risk by the end of 

the Sixth General Programme of Work. 

Dr KRAUSE (German Democratic Republic) said that his country had been successful in its 

immunization programmes and would be glad to put its experience of the organization of 
programmes and its vaccination manuals at the disposal of developing countries. It would 
also be prepared to send out experts as consultants. 

Dr MUKHTAR (Sudan) noted from the progress report that the number of Member States 
committed to cooperation with WHO in the expansion of their immunization services was still 
relatively small, especially in the African, Eastern Mediterranean and Western Pacific Regions. 
Closer cooperation between WHO and Member States and between countries with experience was 
needed. Sudan had begun on an expanded programme of immunization and would in due course 
assess the difficulties that arose. 

He hoped that progress would be made in the vaccine referred to by the USSR delegate that 
would overcome transport difficulties. 

Dr WARD -BREW (Ghana) said that his delegation, like others from the less affluent and 
less technologically developed countries, had no doubt as to the immense benefits the Expanded 
Programme on Immunization could bring by reducing infant mortality and morbidity. In his 
country the infant mortality rate was more than 60 -200 per 1000 livebirths and the immunization 
coverage only between 10% and 20 %; it was therefore natural that the Expanded Programme on 
Immunization should be included among the fundamental health priorities. For some countries 
the aim of providing immunization for every child against the six diseases covered by the 
Programme by 1990 would pose no problem; for many, however, the support and cooperation of 
others would be indispensable. 

All the vaccines used in Ghana had to be imported, and when they had to compete for 
limited foreign exchange with food items or spare parts for machinery, there could be serious 
problems in ensuring their regular availability. 

Winning and retaining the support of the public, and even of health service personnel, 
could be difficult, and it was not always easy to ensure that the community understood the 

Programme and actively participated in it or to persuade mothers to bring their children for 

immunization. His delegation was therefore particularly pleased with the publication by 
WHO of the first series of guides to assist countries participating in the Expanded Programme 
on Immunization in the preparation of manuals for use in immunization programmes at the country 
level. 

An area of great concern to immunization workers in Ghana was the cold chain, and research 
and development in that field were a priority issue for the success of the programme. In 

that connexion his delegation was glad to note the interest shown by the Technology 
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Consultancy Centre, Ghana, in the design of a suitable cold box for use in the rural areas of 
Ghana. Moreover, a 20- minute colour film, produced by WHO in Ghana, illustrating the correct 
procedures for vaccine handling, from the time of arrival at the airport to immunization at 
the periphery, would be a valuable training aid for the Programme. In addition, the 
application of enzyme indicators to cold chain management under the Programme was now being 
evaluated by WHO and the results of studies being conducted in Ghana on their use in the field 
were expected by the end of 1978. 

Finally, his delegation wished CO record its gratitude to the Government of Sweden, and 
to the Swedish International Development Authority in particular, for their help during the 
feasibility studies on the Expanded Programme on Immunization which were being carried out in 
Ghana. The success of the Programme would depend in no small measure on the support and 
cooperation of individuals and groups from the public and private sectors, as well as on 
governmental contributions to the WHO Special Account for the Expanded Programme on 
Immunization. 

Dr DAVIES (Sierra Leone) noted with interest the proposal that training courses should be 
established for middle -level supervisory personnel - a measure which was very important for 
the successful implementation of the Programme, as was the production of more stable vaccines. 

As indicated on page 4 of document A31/21, her country was officially committed to the 
expansion of its immunization services. Its national expanded immunization programme would 
be formally launched in September 1978, although it had already been initiated in one district 
in mid -April. The programme was completely integrated into Sierra Leone's mother and child 
health services. Immunizations were performed by nurses. Endemic disease control teams - 

the equivalent of the field mobile teams in other African countries - were actively helping to 
supplement mother and child health services by extending the benefits of immunization to areas 
at present inaccessible to all other medical services, with the participation of missionary 
hospitals and Catholic relief services. The programme would take five years to cover the 
entire country. As a start, tetanus toxoíd was being used for mothers and DPT and BCG for 
children. In the meantime ways and means of equipping a cold chain were being studied. 

Immunization against measles would be initiated only when the cold chain was working 
efficiently. 

There had already been a nationwide programme of immunization for a long time, but it 

had had little, if any, impact on childhood diseases other than smallpox and measles. 
Smallpox had almost certainly been eradicated, and the incidence of measles had declined 
dramatically so long as the immunization had been given as an integral part of the smallpox 
eradication programme, but had unfortunately increased as smallpox vaccination had waned. 

The problem had not been a lack of vaccines but a lack of proper management. The new 
programme, on the other hand, had been very carefully planned. It had been clearly 
established that the targets were attainable within the limits of the means available. 
Provision had been made for programme monitoring and supervision, with built -in evaluation, 
and the authorities were confident that an epidemiologically effective coverage of the nation's 
children would at last be achieved. 

The close cooperation provided by WHO and UNICEF had been greatly appreciated. Both 
agencies had participated fully in planning the programme and had generously provided vaccines 
and transport. Other African countries were urged to take advantage of their services, with 
a view to reducing the high infant and child mortality rates in the Region. 

Dr FERNANDES (Angola) said that his country had carried out an extensive and successful 
poliomyelitis immunization campaign in 1976. In 1977 a start had been made with the country's 
expanded programme on immunization, which had now been extended to all provinces. Great 
importance was attached to children and pregnant women. All children had been immunized 
against the major communicable diseases. In 1977 the immunization figures for 1973 - the 

last year of colonial domination - had, in fact, been surpassed. There had also been cholera 
in several provinces but, as a result of the measures adopted, no case had been recorded 
since late 1977. The support provided by WHO and UNICEF and by the WHO Regional Director for 

Africa had been greatly appreciated. 

Mr EL AFI (Tunisia) said that in his country no case of smallpox had been recorded for 
more than 20 years. The national expanded programme on immunization had been initiated in 
1977; 50 -60% of the country's children had been fully immunized, while over 80% had received 
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one dosage. In 1978 immunization had been integrated into the regular health care system. 

Campaigns were carried out only in certain regions where the health infrastructure was still 

defective. Nevertheless, difficulties were still being experienced with cold chains and with 

transport facilities. He expressed support for WHO's Expanded Programme on Immunization. 

Dr KALISA (Zaire) said that, in the light of Zaire's experience, the operational 

management of the Expanded Programme on Immunization, especially in countries where basic 

health services were not very developed or where logistical support in the form of cold chains 

and the availability of competent personnel was inadequate, presented delicate problems. 

Consequently, the implementation of the Expanded Programme should be both methodical and 

progressive in terms of space and time. High priority should be accorded to the training of 

competent personnel to manage and evaluate it. Encouragement should also be given to 

research on the preparation of multipurpose vaccines which were heat -resistant and easy to 

administer. Single -dose vaccines were the best suited to mass immunization campaigns. 

His delegation supported the progress report and wished to become a co- sponsor of the 

draft resolution proposed by the Rapporteur. 

Dr OZUN (Romania) suggested that, in order to establish a solid and lasting Expanded 

Programme, the immunization element in the training of personnel should be integrated into the 

national health care system and that, to ensure that the programme was scientifically 

evaluated, consideration should be given to the development of a statistical system appropriate 

to all countries. 

Dr de CAIRES (United States of America) stressed his Government's continuing agreement 

with the concept of promoting emphasis on vaccine -preventable diseases through an expanded 

programme on immunization. In 1978, to that end, the United States Government would make a 
direct contribution of $ 200 000 to the Voluntary Fund for Health Promotion. His country 

would continue to give support to the Expanded Programme on Immunization at headquarters and 

field level through donations of services in kind from the Center for Disease Control. 

Active consideration was also being given to other ways of extending bilateral support to 

more countries, through USAID, to enable them to develop their immunization activities in 

cooperation with WHO. 

The immunization of the world's children by 1990 and the concurrent development of self - 
sustaining routine immunization as part of national health services were equally important 
and compatible objectives of the Expanded Programme on Immunization. However, a careful and 

pragmatic balance had to be achieved between each country's immunization activities and other 

elements in its primary health care system, in accordance with individual requirements. 

Self- sustainable immunization services could not be developed independently of a country's 
present and future systems for delivering other primary health care services; however, where 
a substantial, comprehensive system of primary health care did not already exist, the lack of 

resources to develop such a system immediately was not necessarily an obstacle to the 
development of interim immunization services. Plans to develop immunization and other primary 
health care services must not be allowed to impede each other but should be harmonized as far 

as possible. Non -human primates were important for research on, and testing of, the relevant 
vaccines. 

Dr HASAN (Pakistan) said that his country was a participant in the Expanded Programme, 
for which it had great hopes. He believed that the Programme should give full support to 

countries in developing their capacity to produce vaccines. He therefore proposed the 

insertion, in the draft resolution proposed by the Rapporteur, of a new operative paragraph 6 

reading as follows: "6. REQUESTS the Director -General to provide Member States, on request, 
with all the technical support needed in implementing the programme, including support in 

improving the capability of those countries which have the potentiality to produce those 
vaccines locally ". The existing operative paragraph 6 would be renumbered as operative 
paragraph 7. 

Dr JOSHI (Nepal) said that his country was enthusiastically committed to the Expanded 
Programme on Immunization. Poliomyelitis was not yet a problem in Nepal, and only small 
quantities of vaccine were needed for selected urban areas. Measles, however, was a serious 
problem, and the cost of vaccine was so high that it was doubtful whether his country could 
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afford to maintain a programme once it had been initiated. As a small State, Nepal obviously 
could nut support a vaccine research unit of its own and was obliged to import its supplies. 

His delegation endorsed the draft resolution before the Committee. 

Mr TEKA (Ethiopia) associated himself with the question put by the delegate of Togo 
concerning the criteria adopted for the list of countries committed to the expansion of their 
immunization services on page 4 of the progress report. 

Dr ACUNA (Regional Director for the Americas) expressed the Director -General's 
appreciation of delegates' comments. He pointed out that the Expanded Programme on 
Immunization had to be viewed in the context of the primary health care delivery services, of 

which it constituted a major component, in most developing countries and within their national 
priorities. 

Dr HENDERSON (Programme Manager, Expanded Programme on Immunization) thanked speakers 
for their observations and offers of support. In order to save time, he proposed to discuss 
specific questions individually with the delegates directly concerned. 

The question of the criteria used for the inclusion of countries appearing in the list 
on page 4 of the report, however, called for an immediate reply. The list was, in fact, a 

preliminary list, and since its compilation other countries had indicated their wish to be 

included. The basic criterion applied was simply the existence of an understanding with the 
regional office that the country concerned was generally committed to the Programme. Other 
criteria were worked out on a regional basis. Any Member States which wished to be included 
could take the matter up with their respective regional office. 

The statements made in the Committee had clearly indicated that Member States were giving 
the Expanded Programme on Immunization a high priority and left no doubt that, with the 
support of UNICEF, UNDP and other international agencies, means would be found to bring the 
Programme to a successful conclusion. The Expanded Programme on Immunization was a part 

of primary health care, the content of which had to be selected by communities; immunization 
services might not always be chosen as part of that content, at least initially. Yet when 
they were chosen, it was imperative that they should be delivered effectively, since their 
enormous preventive impact was double -edged. If mothers were promised that the target 
diseases could be prevented through immunization and subsequently impotent vaccines were 
administered or insufficient coverage was insufficient to reduce disability and death in their 

children, the community would become disillusioned about the value of all preventive health 
services. 

The material support being given to the Programme through contributions to the Voluntary 
Fund for Health Promotion aid on a bilateral basis was encouraging; it would need to continue 
and to grow if the current rate of progress was to be maintained. Equally encouraging was 
the support being generated from national expanded programmes on immunization, from which a 

host of innovative ideas for programme improvement was already beginning to emerge. The 

outlook for the achievement of health for all by the year 2000 was encouraging. 

The CHAIRMAN invited the Committee to consider the draft resolution before it, as 

amended by the delegate of Pakistan. 

Decision: The draft resolution, as amended by the delegate of Pakistan, was approved. 

Smallpox eradication: current status and certification: Item 2.6.9 of the agenda 

(Resolution WHA30.52; Official Records No. 244, resolution EB61.R10 and Annex 4; Official 

Records No. 245, pp. 9 -10, paras. 47 -53; Document A31/20) 

Dr VIOLAKI- PARASKEVA (representative of the Executive Board) said that in January 1978 

the Executive Board had noted that the last known case of smallpox in the world had been 

reported from the town of Merka in Somalia. However, WHO could not categorically consider 

that to be the last case of smallpox until two years had elapsed with no further cases having 

been detected. In order to be able to confirm that two years had elapsed with no cases of 

smallpox being detected anywhere in the world, despite adequate surveillance systems, the 

Executive Board, at its sixty -first session, had requested, in resolution EB61.R10, that the 

Director -General should establish an International Commission for the Global Certification of 

Smallpox Eradication. The Global Commission was functioning in accordance with the 
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recommendations of the Consultation on Worldwide Certification of Smallpox Eradication. 
Those recommendations had been endorsed by the Executive Board at its sixty -first session. 
The method of certification was clear, but full support from, and the cooperation of, all 
countries of the world were absolutely essential to bring about the confirmation of smallpox 
eradication by the end of 1979. Irrefutable evidence must be available from all areas of 
the world. 

The Executive Board had noted that the primary concern of the smallpox programme had been 
to eliminate the naturally occurring disease which resulted from human -to -human transmission. 
That signified eradication of the causative virus in its natural state, since there were no 
subclinical cases and no animal reservoirs other than human. Once smallpox eradication had 
been certified, the only source of smallpox virus would be in laboratories. Therefore, in 
order to minimize the risk of contamination, the number of laboratories retaining the virus 
would be reduced to four and stringent safety standards would be imposed on them. 

In response to the concern expressed regarding the availability of smallpox vaccine in 

the unlikely event of a reappearance of the disease, the Board had been informed that a global 
reserve of vaccine, sufficient to vaccinate 200 -300 million persons, was being established, 
initially with storage centres in New Delhi and in Geneva. Experience over the past 10 years 
had demonstrated that vaccine could be delivered anywhere in the world within 48 hours. 

Several members of the Executive Board had requested guidance regarding vaccination 
policy and had been informed that, once global certification of eradication had been confirmed, 
international vaccination certificates for smallpox could be abolished. At present, however, 
WHO could only present the current epidemiological situation and it was for individual 
countries to evaluate the possible risk of smallpox importation as compared with the cost of 
administering vaccine and treating a number of complications inevitably arising from 
vaccination. In addition, as recommended by the Twenty -ninth Health Assembly, vaccination 
certificates from travellers should be required only from people coming from a smallpox - 
infected area within the previous 14 days. Since 1 January 1978, as reported in WHO's 
Weekly Epidemiological Record, there had been no areas in the world considered to be infected 
with smallpox. 

Dr LADNYI (Assistant Director -General) recalled that 20 years had elapsed since 1958, 
when the Eleventh Health Assembly had approved a resolution calling for worldwide smallpox 
eradication. At that time the disease had been present in 59 countries, and in addition 
many other areas had had imported cases. In December 1977 an international commission had 
certified the eradication of smallpox in Bangladesh, where the last case of variola major in 
that country - and, indeed, in all Asia - had been identified on 16 October 1975. No cases 
of smallpox had been reported anywhere in the world for almost seven months, the last one 
being in Somalia, where onset of rash had occurred on 26 October 1977. Repeated search 
operations had failed to detect any further cases of smallpox in that country or in the 

surrounding areas, including Ethiopia, Kenya and Djibouti. 
Assuming that the current epidemiological situation continued, it would appear that the 

global eradication programme had reached a turning point: instead of interrupting smallpox 
transmission, the task would be to prove that such transmission had, in fact, been interrupted. 
Therefore, in accordance with resolution ЕВ61.R10, the Director -General had already established 
the International Commission for the Global Certification of Smallpox Eradication to assess the 

current situation and to report its final conclusions to the Health Assembly. The Member 
States of WHO would be able to celebrate an unprecedented victory for preventive medicine. 
The considerable support provided by Member States in reaching the final stages of the global 
programme had been greatly appreciated, and it was hoped that such support would continue 
during the following two -year period pending its completion. 

In conclusion he drew attention to certain errors and misquotations in paragraph 8.52 on 
page 96 of the Report of the Director -General on the Work of WHO, 1976 -1977. The paragraph 
should read as follows: 

"Ethiopian smallpox search operations in the Ogaden were virtually interrupted 
from July 1977 and surveillance activities were maintained at a low level by local 

workers. There had been no evidence of smallpox. However, months of continuing 
search will be needed in order to ensure that foci are completely eliminated. 
Ethiopia recorded its last known case in August 1976." 
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Dr BORGONO DOMINGUEZ (Chile) proposed that the draft resolution contained in paragraph 10 
of the Director -General's report (document A31 /20) should be amended by the addition of a 

recommendation to countries to collaborate with the Organization in trying to achieve the goal 

of having only four laboratories in the world stocking variola virus, and to take the necessary 
security measures to ensure that smallpox was not reintroduced from laboratory sources. 

Dr FEDOROV (Union of Soviet Socialist Republics) noted that the thirtieth anniversary of 
the Organization coincided with the end of the smallpox eradication programme, to which his 
country had contributed from the outset. The absence of any cases of smallpox for six months 
was evidence of success, although it would be some time before complete eradication could be 
confirmed. The latest figures given in the WHO Weekly Epidemiological Record testified to the 
good work carried out by both national and international staff in the field, aid also by the 
International Commission for Global Certification. 

He stressed the importance of making known in WHO publications the experience gained in 
the smallpox eradication programme throughout the world. That experience would be most useful 
for the successful implementation of other large -scale programmes in the health field. 

Although the smallpox eradication programme itself was now reaching completion, the 
possibility of a return of the disease in the future should not be overlooked. Research work 
on the smallpox virus in order to detect the existence of possible reservoirs would have to be 
continued in the WHO collaborating centres and notably in equatorial Africa. His country 
would continue its support of that work within the framework of WHO. 

Dr HOPКINS (United States of America) congratulated WHO and the many workers throughout 
the world who had contributed to the achievements summarized in the report. One could now feel 
justifiably confident that the unattainable had at last been attained. 

His delegation proposed that the first line of the last preambular paragraph of the draft 
resolution suggested in the Director -General's report should be amended to read "Recognizing 
that for six months reported incidence of smallpox throughout the world has been nil . . . ". 

Over -confidence at the present critical stage could threaten surveillance for the next 

18 months, and erode the basis of support for the programme over that period. 
Since the only known sources of variola virus were now at the 16 laboratories mentioned 

in the report, and since WHO's goal was to reduce the number of laboratories retaining smallpox 
vaccine to not more than four by 1980, he proposed that a further operative paragraph be added 
reading as follows: "REQUESTS all laboratories except WHO collaborating centres to destroy or 
transfer remaining stocks of variola virus to a collaborating centre ". 

Dr TEKA (Ethiopia) said the smallpox eradication programme in his country had begun in 
1971, two years later than in other countries where the disease was endemic. The programme 
had had to cover a population of 30 000 000, spread over a large country which included much 
difficult mountainous terrain. Each of the 14 regions had been covered by two teams of two 

to three persons, each with a vehicle. 
By July 1971 activities were focused on the south -western regions, including Addis Ababa, 

and on Eritrea. During that period 26 329 cases of smallpox had been documented, and that 

figure was thought to represent only one -tenth of actual cases occurring. Since then the 

programme had continued to be expanded and the incidence of smallpox had steadily declined, 
the last case being recorded in August 1976. 

At that point the programme had been changed over to a maintenance phase, with the 
objectives of locating any hidden foci, containing any outbreaks that might be detected, and 

documenting all activities carried out. Routine surveillance on a regular basis had been 
supplemented by special surveillance campaigns which covered areas that were difficult of 

access because of mountainous terrain or poor communications. 
In 1977, a total of 9991 rumours had been recorded, but of these 3774 cases had been 

chickenpox and 6217 other skin diseases. During that year 1 895 258 primary vaccinations had 
been given, making a total of vaccinations given since the beginning of the programme over the 
whole country of 15 396 154, or about 54% of the population. 

Although because of the war the programme in the -Ogaden had had to be discontinued after 
the last case between August 1976 and July 1977, a full 10 months, there had been a very 
extensive surveillance programme which had covered that whole area assisted by helicopter. 
Some 500 people had been deployed. During that time a number of rumours had been checked 
and 180 specimens had been collected; all had been negative for smallpox. 
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Surveillance in Ethiopia would continue over the next 18 months, giving priority to the 

Ogaden area because there had been a 10 -month lapse in the programme in that region and because 

the nomadic nature of the people increased the risk of infection being brought in from neigh- 

bouring countries. The only region not now under routine surveillance was Eritrea. Activity 

there since the end of 1974 had been restricted to monitoring existing health facilities and to 

collection of rumours in the course of vaccination campaigns in major towns. However, it 

would seem unlikely _hat any smallpox existed in Eritrea, for three reasons: because two years 

of surveillance throughout the region following the last case had failed to detect any evidence 

of continuing transmission; because the Tigre area had been free of smallpox since November 

1972; and because Eritrea's network of health services aid its level of vaccination immunity 

had been better than anywhere else in the country before the campaign began. It was planned 

to carry out a special search as soon as practicable, and if possible to establish routine 

surveillance. He believed that Ethiopia would be ready to receive the Global Commission by 

October 1979, and it was to receive visits from that Commission in June and November 1978. 

His delegation supported the draft resolution contained in document АЗ1/20. He thanked 

Dr Ladnyi for correcting the misleading information given in the Director -General's biennial 

report. In conclusion, he thanked the WHO Smallpox unit for its efficient work. 

Dr REZAIE (Iran) said that smallpox had been eradicated in his country more than seven 

years earlier. His Government was now carrying out a special plan to confirm smallpox eradi- 

cation as part of the evidence needed for presentation to the International Commission 

appointed by WHO. 

The plan, which had been initiated in March 1970, included four specific programmes. The 

first was chickenpox surveillance, under which all chickenpox cases had to be reported on a 

weekly basis. The second was epidemiological investigations of chickenpox outbreaks associated 

with at least one death; in all such cases epidemiological reports were prepared to eliminate 

all possibility of smallpox. The third was examination of specimens of all rash and fever 

cases by a recognized WHO laboratory in Geneva. The fourth programme was a special facial scar 

survey in randomly selected villages in vulnerable border areas. 

Two members of the International Commission were expected to visit his country in 

November 1978 to see the plan in operation. 

Dr DERIA (Somalia) said that since March 1977 a total of 947 outbreaks of smallpox in his 
country had been reported to WHO, resulting in 3229 cases and 12 recorded deaths. The last 

known case of smallpox had been in October 1977. Since then, the Somali eradication programme 
had been geared to detecting smallpox foci in many parts of the country by monthly house -to- 
house searches in a "risk" region, and on a two -monthly basis in regions which had not recorded 
smallpox in previous years. During the last six searches that had been carried out between 
October 1977 and March 1978, an average of 601 specimens had been collected per search and 

5915 rumours investigated; 27% had been chickenpox, 10% measles, and the rest miscellaneous 
skin diseases, but none had been smallpox. 

Since January 1978, 74 reporting units had been established throughout the country, each 

incorporating a rumour register for recording fever and rash cases. Those units submitted 
weekly reports from the districts to the regional offices of the eradication programme, which 
in turn reported to headquarters; from there weekly bulletins were sent to WHO in Geneva. 
The surveillance agents acted as supervisors during each search, and in the intervening periods 
covered areas which had not been fully investigated previously. At present, about 1250 field 
workers with 51 vehicles were working for the eradication programme, and 19 WHO epidemiologists 
were also in the field. 

With a surveillance programme of such wide scope, it was unlikely that any smallpox foci 
had been overlooked, and he was reasonably confident that transmission had been successfully 
interrupted in Somalia. However, his country was aware of the danger of complacency, and was 
determined to keep the programme in its present form until final certification of smallpox -free 
status towards the end of 1979. 

He was grateful for WHO's cooperation with his Government in the programme and hoped that 

that cooperation would continue until the desired goal was achieved. He supported the draft 
resolution contained in document А31/20. 

Dr MOCUMBI (Mozambique) said the victory of man over smallpox was a demonstration of how 
victories could be won over other diseases if the resources of modern technology were utilized 
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for peaceful and humanitarian purposes. Although there had been no cases in Mozambique since 

1969, the Government had decided to conclude vaccination in the mass immunization campaign which 

was now reaching its final stage, thus contributing to the world -wide smallpox eradication 

programme. These would be the last smallpox vaccinations to be carried out in the country. 

The high percentage of vaccination coverage demonstrated the confidence of the people of 

Mozambique in their Party and Government. It was only by mobilizing the masses and persuading 

them to participate actively in the fight against disease that the promotion of health could be 

achieved. 

He supported the Executive Board's suggestion that the number of laboratories possessing 

live smallpox virus should be reduced to four, located in strategic points throughout the world 

under the strict control of WHO. He supported the measures proposed by the Director- General 

for sufficient stocks of smallpox vaccine to be kept in reserve to meet any possible emergency 

needs. He suggested that one centre for the storage of such vaccine should be in Africa, and 

more specifically in Ethiopia, since it was in that part of the world that the final battle 

against smallpox was being fought. 

Although Mozambique was one of the countries in southern Africa which had just been 

declared smallpox -free by an international commission, he wished to confirm his Government's 

policy in regard to vaccination requirements for visitors to Mozambique. Any change in that 

policy would be determined by developments in the world eradication programme. 

In conclusion, he supported the draft resolution contained in document А31/20. 

Dr PLIANBANGCHANG (Thailand) said that his country had been smallpox -free for more than 

20 years with the exception of one imported case in 1965, and had maintained careful sur- 

veillance of the disease. However, in figure 1 of Weekly Epidemiological Record, Vol. 53, 

No. 18, for 5 May 1978, it was indicated that for global certification Thailand required a 

special visit or documentation in 1978/1979. He would appreciate clarification from the 

Secretariat on that point. 
His delegation supported the draft resolution contained in document А31/20. 

Dr WA' (Burma) said Burma was one of the countries in which smallpox had been certified 

as eradicated in 1977. However, it did not intend to slacken its efforts, and vulnerable 

groups were still being vaccinated to ensure that eradication was complete. 

His delegation endorsed resolution EB61.R10 of the Executive Board, and supported the 

draft resolution contained in document А31/20. 

Dr SMITH (Nigeria) said no cases of smallpox had been reported in his country since 

June 1970. Certification of smallpox eradication had been carried out in Nigeria by an 

international commission set up by WHO in 1976. Surveillance was being continued, and all 

specimens collected had so far been negative for smallpox. 

Since vaccination against smallpox was a complex procedure and the probability of 

becoming infected was now slight, it would be useful if WHO could lay down clear guidelines 

for Member States in respect of routine smallpox vaccination. A cost /benefit analysis would 

be helpful in that connexion. 

His delegation wished to become a co- sponsor of the draft resolution under consideration. 

He proposed that in operative paragraph 1 the phrase "successful eradication campaign" should 

be amended to read "effective eradication campaign ". He endorsed resolution Eв61.R10, and 

expressed appreciation to WHO and USAID for their cooperation in Nigeria's smallpox 

eradication programme. 

Dr ARITA (Smallpox Eradication), replying to the question raised by the delegate of 

Thailand, said that the 1977 Consultation on Worldwide Certification of Smallpox Eradication 

had recommended that Thailand receive a special visit or certification. It was important to 

realize that although some countries might be satisfied that they were 
smallpox -free, elements 

of doubt might exist among the rest of the world community, and concrete evidence 
was needed 

to provide reassurance that the disease had indeed been eradicated. 

He had received information the previous week that the 16 laboratories retaining variola 

virus had now been reduced to 14, and that by the end of 1978 at least three of those 

laboratories would either have destroyed those stocks or transferred them to WHO collaborating 

centres. Thus, at the end of 1978 the number of laboratories retaining stocks was expected 

to be around 10, and it was planned to continue to reduce their number. 
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Concerning the points raised by the delegates of Iran, Ethiopia and Somalia, WHO had 

three main methodologies in certification activities. These were, firstly, good documentation 

of eradication activities carried out in the past; secondly, search operations either in 

priority areas or over entire countries; and thirdly, special field operations, including a 

survey of facial pockmarks and collection of specimens from patients with rash and fever, for 

laboratory confirmation. In the 31 countries in which certification activities were to take 

place, one of these methods or a combination of them would be employed. 

The CHAIRMAN invited the Committee to consider the draft resolution contained in 

paragraph 10 of the Director -General's report, as well as the amendments submitted thereto. 

Dr CHRISTENSEN, Secretary, drew attention to a typographical error in the penultimate 

line of operative paragraph 3 of the draft resolution. The words "so that these activities" 

should be inserted between the word "Eradication" and the words "can be completed ". 

He then read out the amendments proposed by the delegates of Nigeria and the United 

States. He understood that the delegate of Chile was satisfied that his amendment was 

covered by the new operative paragraph proposed by the United States delegate and that he 

would not press his own suggestion. 

Decision: The draft resolution, as amended, was approved. 

2. COORDINATION WITHIN THE UNITED NATIONS SYSTEM: Item 3.13 of the Agenda (continued) 

Activities financed from extrabudgetary sources within the United Nations system: Item 3.13.2 

of the Agenda (Document A31/41) (continued) 

Dr KILGOUR (United Kingdom of Great Britain and Northern Ireland) said that he had sought 

a compromise with the delegation of the USSR in relation to the amendment introduced by that 

delegation, at the Committee's sixteenth meeting, to the draft resolution proposed by the 
Rapporteur and presented at the same meeting. Unfortunately no compromise had been found. 

It seemed to him that the help of UNDP, the World Bank and other agencies was of vital 

importance to WHO's programmes and should be duly recognized in the text. 

Dr SMITH (Nigeria), agreeing with the United Kingdom delegate, said that failure to 

mention UNDP and the World Bank might have serious consequences for the developing countries. 

He appealed to the USSR delegation to withdraw its amendment. 

Dr de CAIRES (United States of America) said that co- sponsorship was a key element in 

the success of WHO programmes and the aid of UNDP and the World Bank in the Special Programme 

for Research and Training in Tropical Diseases was vital. It would be inappropriate to omit 

any reference to them, as the Soviet delegation's amendment proposed. 

Dr FETISOV (Union of Soviet Socialist Republics) said that the draft resolution was 
concerned with coordination within the United Nations system and it would be invidious to 

mention individual agencies within that system. Agencies not mentioned might justifiably be 
upset because they had not been mentioned. Moreover, the aid given by such agencies might 

in fact represent a larger proportion of their budget than the aid given by the agencies 

mentioned. Finally, while mention of aid for specific programmes was justified in a 

resolution dealing with specific programmes, it was not in one dealing with cooperation in 

general. He therefore thought that his delegation's amendment should be accepted. 

Professor VANNUGLI (Italy) thought that there could be no possible harm in leaving the 

original paragraphs of the draft resolution. WHO could not carry out the programmes 

mentioned in it without the aid of the other agencies mentioned, and an expression of 

appreciation might induce them to help still further. 

Professor HALTER (Belgium) said that, since the Soviet and the United Kingdom delegations 

could not agree, it was unlikely that agreement would be reached in the Committee. He 

therefore moved that the debate should be closed and the amendment put to the vote. 
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As there were no objections to the Belgian delegate's proposal, the CHAIRMAN declared 
the debate closed. 

He put the USSR amendment to the vote. 

Decision: The USSR amendment was rejected by 61 votes to 10, with 14 abstentions. 

The CHAIRMAN asked if the Committee approved the draft resolution as a whole. 

Decision: The draft resolution was approved. 

The DIRECTOR- GENERAL said that the first four operative paragraphs of the draft 
resolution that had just been approved had different aims. The first sought to cover all 
the agencies within the United Nations system. The second specifically referred to the 
co- sponsorship of a major breakthrough programme that would cost some US$ 30 -35 million 
annually - a programme that had been the subject of resolution WHА30.42. The third aimed at 
fostering UNDР interest in health. The fourth expressed the hope that further support would 
be forthcoming for other programmes than those mentioned. He hoped that the explanation of 
the different aims would satisfy Member States. 

Assistance to newly independent and emerging States in Africa: Item 3.13.3 of the Agenda 
(Resolution WHА30.24; Document А31/42) (continued) 

Mr NAТARAJAN (India) recalled that at the Committee's previous meeting he had drawn 
attention to a draft resolution on the liberation struggle in southern Africa proposed by the 
working group set up at the ninth meeting. 

As a result of the misgivings expressed and the amendments proposed by the French 

delegation during the earlier discussion, he had consulted other members of the working group 
about the drafting of operative paragraph 3(2), and they had between them redrafted it to read 

as follows, in order better to express the group's intentions: 

(2) to give, in with the United Nations, its specialized agencies and 
other bodies, all necessary support in the health sector to national liberation movements 

recognized by the Organization of African Unity, including technical cooperation in this 

sector for training and research as well as support to the prevention and control of 

communicable diseases and medical supplies needed for treatment of the populations 
concerned. 

As there were no comments on the amended draft resolution, the CHAIRMAN put it to the 
Committee. 

Decision: The draft resolution as amended was approved. 

Mr ANDREW (United States of America) said that the resolution contained political 
statements that were unconnected with health and fell within the purview of the United Nations 
Security Council, not of WHO. It was undesirable that WHO, an organization concerned with 
health, should concern itself with political matters, and he hoped that Member States would 
refrain from introducing them into health concerns. He had not, however, insisted that there 
should be a vote on the resolution, since its fundamental aim was health. 

Sir HENRY YELLOWLEES (United Kingdom of Great Britain and Northern Ireland) also regretted 
the introduction into the resolution of political matters that were not the concern of WHO. 
The task of the working group had not been easy and doubtless the final draft was the best it 
could achieve. Nevertheless, it should be borne in mind that political matters were dealt 
with elsewhere within the United Nations system. 

Dr BARROMI (Israel) expressed the same reservations about the resolution. His country 
favoured humanitarian action to refugees and the victims of oppression, but regretted that WHO 
should indulge in the politics that so bedevilled United Nations agencies. 



A31 /B /SR /17 
page 21 

4. FIFTH REPORT OF COMMITTEE B (Document (Draft) A31/71) 

Professor BENADOUDA (Algeria), Rapporteur, read out the draft fifth report of the Committee. 

Decision: The report was adopted. 

5. CLOSURE 

The CHAIRMAN, after expressing appreciation for the privilege of presiding over the 
Committee's deliberations, felt that it would be appropriate for all to have a closer look at 
the real state of affairs in world health at the present juncture. 

The increasing disparities in the provision of health services among sections of the 
population within a country, as well as among differing geographical regions, had become a 

matter of grave concern. There had no doubt been improvements in the health status of the 
people of the world as a whole, but those discrepancies were an eloquent commentary on the 
prevailing methods of health care. It was worth trying to identify what were the inadequacies 
in that health care system, if it had not been able to cover the needs of a large section of 
the people in spite of being in existence for several decades. The questions arose whether 
there was an inherent fault in the existing tools, whether institutions dedicated to serving 
the fortunate few outnumbered those needed by the people, and whether all drugs prescribed 
were really necessary or responded to commercial aims. 

Medical care was gradually yielding to a wider concept of health services, and there was 
an increasing realization of the necessity of community participation in the planning and 
implementation of such services. Experience had shown that health was a multisectoral and 
multidisciplinary activity and that participation of other related elements was essential for 
the success of any comprehensive health programme. He wondered whether health programmes 
adequately recognized that aspect and whether WHO could itself stimulate such wider 
participation. There was an urgent need to resolve some existing contradictions between what 
was done and what was professed as that would be helpful in improving both the quality and 
coverage of health care delivery systems. 

Recent years had seen a move towards more equitable participation by the various regions 
in the activities of WHO, and that move taken by the Director -General would certainly enhance 
the confidence of the large majority of the world and give them a real sense of participation 
in the action of that great Organization. Manpower, as well as the situation in respect of 
supplies aid services, were of course a problem in the developing countries. There was 
perhaps a case for examining whether the predominantly high proportion of funds available 
under some projects for the provision of experts and advisers, thereby limiting the sums 
available for other supplies and services, might not be counterproductive and leave the 
countries concerned increasingly dependent on experts and advisers. 

The greatest present need was the explicit expression of the combined will and 
determination of world leaders in favour of providing all with their inalienable right to 
adequate health care facilities, coupled by the realization that economic development, without 
social development to improve the quality of life, might create an even greater crisis for 
mankind. It was the duty of all participants in the World Health Assembly to endeavour to 
meet at least part of the rising expectations of growing numbers of people by making the world 
a healthier place. 

After the customary exchange of courtesies, he declared the work of the Committee 
completed. 

The meeting rose at 13h35. 

* 


