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SIXTEENTH MEETING 

Tuesday, 20 January 1987, at 14h30 

Chairman; Dr Uthai SUDSUKH 

The meeting was held in private from 14h30 to 15h30 and resumed in public session at 

1. APPOINTMENT OF THE REGIONAL DIRECTOR FOR THE AMERICAS: Item 9 of the Agenda (Document 

EB79/20) 

At the invitation of the CHAIRMAN, Dr MARKIDES (Rapporteur) read out the following 

resolution adopted by the Board in private session: 

The Executive Board, 

Having considered resolution II of the XXII Pan American Sanitary 
Conference/thirty-eighth session of the Regional Committee of the World Health 
Organization for the Americas; 

1. REAPPOINTS Dr Carlyle Guerra de Macedo as Regional Director for the Americas as 

from 1 February 1987; 

2. AUTHORIZES the Director-General to issue a contract to Dr Carlyle Guerra de Macedo 
for a further period of four years, subject to the provisions of the Staff Regulations 
and Staff Rules. 

The CHAIRMAN congratulated Dr Guerra de Macedo and extended the Board's best wishes for 

continuing success in all his further endeavours in the Region of the Americas. 

Dr GUERRA DE MACEDO (Regional Director for the Americas) expressed his gratitude to the 
Board for the confidence it had shown not only in his own ability to carry out the tasks 
incumbent on the Regional Director but also in the wisdom of the Regional Committee in 
re-electing him for a further term of office. The Board's decision was a recognition of the 
work accomplished not only by the Regional Director but also and more especially by the staff 
of the Regional Office. 

He was particularly conscious of the special nature of the present times. The current 
and future problems and challenges facing the Organization were all too plain. Bearing in 
mind the difficulties to come, hard work would be required from everyone, but it should also 
not be forgotten that those difficulties and the present crisis would open up opportunities 
as well. He and his colleagues in the Americas were optimistic that they would be able to 
meet the difficulties ahead, to mobilize the will and the resources that that entailed, and 
to maintain their commitment to the Organization's principles, doctrines and values, and to 
the changes that would have to be made in order to attain the goal of health for all for the 
peoples of the Region. He took the opportunity to reiterate his own personal commitment to 
those principles and values and to meeting the challenges of the next four years. 

2. APPOINTMENT OF THE REGIONAL DIRECTOR FOR THE EASTERN MEDITERRANEAN: Item 10 of the 

Agenda (Document EB79/21) 

At the invitation of the CHAIRMAN, Dr MARKIDES (Rapporteur) read out the following 
resolution adopted by the Board in private session: 

The Executive Board, 

Considering the provisions of Article 52 of the WHO Constitution and Staff 

Regulation 4,5; 
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Considering the nomination and recommendation made by the Regional Committee for 
the Eastern Mediterranean at its thirty-third session; 

1. REAPPOINTS Dr Hussein Abdul-Razzaq Gezairy as Regional Director for the Eastern 

Mediterranean as from 1 September 1987; 

2. AUTHORIZES the Director—General to extend the appointment of 

Dr Hussein Abdul-Razzaq Gezairy as Regional Director for the Eastern Mediterranean for a 

further period of five years from 1 September 1987, subject to the provisions of the 

Staff Regulations and Staff Rules. 

The CHAIRMAN congratulated Dr Gezairy and extended the Board's best wishes for 

continuing success in all his further endeavours in the Eastern Mediterranean Region. 

Dr GEZAIRY expressed his sincere thanks to the Board for reappointing him to the post of 
Regional Director in confirmation of the decision of the Regional Committee. The renewal of 
his term of office was a reiteration of the Board

1

 s confidence in the work of the Regional 
Office and would allow all the staff of the Regional Office and all those working with it to 
continue their efforts in Member countries on the basis of effective and constructive 
dialogue. He hoped that with God's assistance he would be able to serve as a catalyst in 
those endeavours. 

3. PAYMENT OF ASSESSED CONTRIBUTIONS: Item 11 of the Agenda (continued) _ 

Members in arrears in the payment of their contributions to an extent which may invoke 

Article 7 of the Constitution: Item 11.2 of the Agenda (Document EB79/41) 

Mr FURTH (Assistant Director-General) said that the Director-General's report 
(document EB79/41) indicated that, at 1 January 1987, the 21 Members listed in the Annex had 
been in arrears for amounts which were equal to or which exceeded contributions for two full 
years prior to 1987. The number of Members concerned had increased in recent years from four 
such Members in 1982 to 15 in 1983, 14 in 1984, 18 in 1985, 19 in 1986 and 21 in 1987. 

With reference to paragraph 5 of the report, a further amount of US$ 50 000 had been 
received by the Organization from the Government of Romania on 5 January 1987. As a result, 
of the total amount of USÍ 220 000 that was due to be paid by Romania prior to the end of 
1986 under the provisions of resolution WHA39.16, a total of US$ 150 000 had been received, 
leaving an unpaid balance of US$ 70 000. The Board might also wish to note that the 

Dominican Republic and Paraguay had also not fulfilled the conditions previously accepted by 
the Health Assembly in respect of payment in instalments of consolidated arrears of 

contributions. Furthermore, the ten-year period of payment over which Paraguay undertook to 
pay its consolidated arrears had expired on 31 December 1985. As a result of contributions 
received since 1 January 1987 from Bolivia, Democratic Kampuchea and Iraq, those three 
Members were no longer in arrears in the payment of their contributions to an extent which 
might invoke Article 7 of the Constitution. Further, an amount of US$ 12 474, representing 
part payment of the 1983 contribution, had been received from Guinea-Bissau on 
7 January 1987. No further contributions had been received from the other Members listed in 
the report. In a letter dated 15 December 1986, received by the Director-General on 

8 January, the Government of Burkina Faso confirmed the statement in the Government
T

 s earlier 
letter dated 8 December 1986 to the effect that budgetary provision for the 1984, 1985 and 
1986 contributions had been made in the Government

f

s budget for the year 1987. 

At previous sessions of the Executive Board, the Board had rioted the report of the 
Director-General on the subject and had requested the Director-General, first, to continue 
his contacts with the Members concerned and, secondly, to submit his findings to the 
Committee of the Executive Board which considered certain financial matters immediately prior 
to the Health Assembly. In addition, at its seventy-seventh session in January 1986, the 
Board had recommended, by resolution EB77.R14, the suspension of the voting rights of Romania 
at the Thirty-ninth World Health Assembly unless certain conditions were fulfilled. However, 
by resolution WHA39.16 the World Health Assembly had decided to accept as an interim measure 
Romania's proposal for settlement of its arrears of contributions. 
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In view of the increase in recent years in the number of Members in arrears in the 
payment of their contributions to an extent which might invoke Article 7 of the Constitution 
and the concern expressed on the subject in the past by both the Executive Board and the 
Health Assembly, the Board might wish to consider whether it should now recommend the 
suspension of voting rights of some of the Members concerned unless certain conditions were 
fulfilled prior to the opening of the Fortieth World Health Assembly, leaving it to the 
Committee of the Executive Board meeting prior to the Health Assembly to make recommendations 
to the Health Assembly on behalf of the Board on the remaining Members. 

Sir John REID said that all failure to pay, except in the case of poor countries or 
countries in particular difficulties, should be deplored. The long-standing situation of 
Romania continued to be of considerable concern, since that country was not one of the 
world's most impoverished States. Moreover it had time and again demonstrated its 
unreliability by making promises to pay which it had not kept. The Thirty-ninth World Health 
Assembly had been more than generous in its approach to the problem; if decisive action were 
not taken on the next occasion the situation was likely to be perpetuated. He hoped that 
Romania might be induced to reconsider its stance by comparing its position with that of 
several very much poorer countries. 

Professor MENCHACA commended both Burkina Faso and Romania for their efforts to pay 
their arrears of contributions. He could not agree with Sir John Reid that Romania had acted 
in bad faith; it was apparent from paragraph 10 of the report that its Government had made 
some efforts to pay. While it was true that the amount owed was considerable, it should be 
remembered that Romania, although not one of the poorest countries of the world, was 
experiencing a severe economic crisis. There was therefore room for further discussion of 
the situation between the Director-General and the Government of that country. 

Decision: The Executive Board, having noted with concern the report of the 
Director-General on Members in arrears in the payment of their contributions to an 
extent which may invoke Article 7 of the Constitution, requested the Director-General to 
continue his contacts with these Members, arid to submit his findings to the committee of 
the Executive Board which is to consider certain financial matters prior to the Fortieth 
World Health Assembly. That committee would then make recommendations to the Health 
Assembly on behalf of the Board, taking account of the discussions in the Board. 

4. REPORT ON APPOINTMENTS TO EXPERT ADVISORY PANELS AND COMMITTEES: Item 3 of the Agenda 
(Document EB79/2) 

The CHAIRMAN said that, in compliance with the Regulations for expert advisory panels 

and committees, the Director-General was reporting to the Board, in document EB79/2, on 

appointments to those panels and committees. 

Dr JAKAB (alternate to Professor FORGACS) recalled that the Executive Board had 
discussed in depth the question of geographical distribution and equitable representation of 
the sexes in the membership of expert advisory panels and committees. Since then, the 
proportion of women appointed as members of panels and committees had increased to about 
12%. While that percentage was still very low, the trend was encouraging and 49 women had 
been appointed in 1986 out of a total of 202 members of panels and committees. While she 
fully agreed with the Director-General that the most important selection criteria should be 
competence, international standing and integrity, as well as cultural representativity, she 
drew attention to the need for increased membership of women and also to geographical 
distribution which, while not the only criteria, were extremely important factors to be 
considered when choosing panel members. She felt that it would be wise to review, in the not 
too distant future, the mechanism whereby such appointments were made, together with the 
mobilization of expertise in other fields. 

The DEPUTY DIRECTOR-GENERAL confirmed that, since the Board's discussion on the subject 
two years previously, it had been possible to appoint more women to the expert advisory 
panels and committees, especially at the regional level, and assured Dr Jakab that the 
question was kept under constant review. 
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Nevertheless, a variety of problems were faced. It was not very easy to identify women 
with the requisite qualifications. Among the criteria to be taken into consideration were 
experience in the relevant field of expertise, identification of the various disciplines, an 
indication of continued interest and involvement in the panels

1

 and committees' work, and 
availability. In a number of research institutes and medical schools he had visited in 
Europe, Canada and the United States of America in 1986, he had found that only 16 women were 
full-time heads of departments, out of a total of 3800. Furthermore, information collected 
between 1980 and 1986 in a large number of institutions in Europe, the United States of 
America, Canada, Australia and the Soviet Union had shown that there were very few women in 
senior posts. There remained, of course, some resistance in the scientific community to the 
appointment of women, although the situation in Europe, for example, was certainly improving 
and the professional climate was changing. 

He drew the Board
1

s attention to a book published recently entitled "Women in Science", 
which identified some of the problems and constraints facing women who would like to pursue a 
scientific career. One of the major difficulties was availability, since many scientists 
acted as consultants, which entailed field visits. There was also the difficulty of 
identifying and contacting such women. He had written to a number of universities, 
particularly in Europe, requesting names of women scientists who might be interested in 
membership of the expert panels, but had received no reply. Despite all those difficulties, 
however, he assured Board Members that all efforts would continue to be made to re-examine 
panel membership and regularize the situation with regard to women, the aim being to find 
people of the necessary competence, international standing and integrity who could contribute 
to the scientific research endeavours of WHO, He added that the situation in ministries of 
health was even worse than in the academic world, and suggested that some Board Members 
associated with ministries of health might endeavour to promote the interests of women in 
those circles, and also provide the Board with information about potential candidates. 

Dr MARUPING wondered, with reference to the Deputy Director-General
1

 s statement, whether 
being the head of a department was a prerequisite for membership in addition to the other 
qualifications mentioned. To her knowledge, there were many experienced, competent women 
scientists who did not necessarily occupy senior positions. 

The DEPUTY DIRECTOR-GENERAL replied that he had used the yardstick of head of department 
or professorship merely to show how difficult it was for most women to reach the top or to 
gain professional recognition. There had indeed been women members of panels or committees 
who had not occupied such posts. He quoted paragraph 3.1 of the Regulations for expert 
advisory panels and committees, which stated that any person possessing qualifications and/or 
experience relevant and useful to the activities of the Organization in a field covered by an 
established advisory panel might be considered for appointment as a member of that panel 
after consultations with the national authorities concerned. 

Dr HYZLER (alternate to Sir John Reid) said that, in his region, there was a woman 
member of the Advisory Committee on Health Research who was a very well-known professor in 
the United Kingdom. In fact, the United Kingdom had on many occasions offered to help the 
Regional Office for Europe by providing a list of potential candidates; he now wished to 
renew that offer. The United Kingdom would be glad to assist in any way possible. 

Mr McKAY said that Australia, too, would take up the challenge; however, he stressed 

that it was for WHO to accept it. 

One way of remedying the imbalance referred to might be through secondments; there were 
many talented women in Australia who could make an important contribution to WHO under a 
system of short-term exchanges, a system which would be more appropriate for them in view of 
their family situation. 

The Executive Board noted the Director-General
1

s report. 

5. REPORT ON MEETINGS OF EXPERT COMMITTEES AND STUDY GROUPS; Item 4 of the Agenda 

(Document EB79/3) 

The CHAIRMAN invited the Board to consider the reports of the six expert committees and 
one study group in the order in which they were reviewed in document EB79/3. 
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WHO Expert Committee on Venereal Diseases and Treponematoses: sixth report (WHO Technical 

Report Series, No.736) 

Dr HYZLER (alternate to Sir John Reid) said the report was both useful and long overdue, 
since the Expert Committee had last met in 1959. He suggested that the Secretariat might 
consider it advisable, as a general rule, for expert committees to meet once every five years 
to review the situation in their particular fields and, if necessary, update their 
recommendations• 

The report drew attention to the increasing public health problems of sexually 
transmitted diseases, which had been brought into sharp focus by the emergence of AIDS. Now 
that the world

1

s attention was focused on AIDS, the opportunity should not be lost of making 
a major effort to deal with the problem of sexually transmitted diseases in a coherent and 
comprehensive way. 

The Expert Committee's recommendations were pertinent and timely, and should be given 
the widest possible circulation. In particular, the call for the establishment of an 
international network of collaborating centres for disease surveillance should be acted on 
urgently, and the Secretariat should consider setting up an advisory group to take that in 
hand. Much more also needed to be done to encourage the inclusion of instruction in the 
management and control of sexually transmitted diseases in the curricula of all medical 
schools, as an essential part of postgraduate and continuing medical education. As far as he ( 
knew, the United Kingdom was the only country where that subject was a recognized specialty, 
with formal postgraduate training and certification. Perhaps other countries might wish to 
learn from United Kingdom experience in that regard. 

The suggested adoption of the term "sexually transmitted diseases" instead of "venereal 
diseases" should present no problems, and should be welcomed. The suggestion that the 
Brussels Agreement should be re-examined also merited attention. 

WHO Expert Committee on Malaria: eighteenth report (WHO Technical Report Series No.735) 

The DIRECTOR-GENERAL said he personally considered the report to be a landmark in the 
evolution of the Expert Committee on Malaria. Those familiar with malaria programmes would 
immediately recognize in it a remarkable change as compared to previous policies, attitudes 
and practices. 

It was highly significant that malaria specialists were proposing a course of action 
based on the principles of primary health care, one which called for integrated programme 
delivery through the health infrastructure, in close interaction with specialists in malaria, 
so as to ensure appropriate technical guidance at the different levels of the health system. 
Thus, although the Committee's recommendations were technical in character, they also had 
profound implications for the health infrastructure. { 

For as long as he could remember, antimalaria programmes had been conducted as though 
malaria was a specific disease problem, with little regard for other health activities: to 
say the least, the results had been poor. It was thus highly encouraging that the Expert 
Committee advocated an epidemiological approach to the problem, as well as collaboration 
between health infrastructure officials and malaria specialists. Such collaboration was 
vital in order to promote sustained individual and community preventive measures, the 
involvement of all sectors concerned, and appropriate vector control based on the local 
epidemiological situation. Collaboration was also needed to improve the current diagnosis 
and treatment of cases. He therefore agreed entirely with the Committee that, in future, 
health resources should be directed towards achieving sustained malaria control, and that 
that would best be achieved through the appropriate development and use of the health 
infrastructure. 

The report recommended training, as well as further research, to achieve that end. 
However, the main obstacle to malaria control had not been lack of appropriate knowledge, but 
the difficulties of adapting existing knowledge to local situations, and of making optimal 
use of the health infrastructure, community participation and intersectoral cooperation. 
Here the approach of the Indian Council on Medical Research seemed most promising. 
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Most leading specialists in malaria control recognized the need for change, but there 
continued to be some resistance among a number of malariologists and public health 
administrators. That resistance - much more than the resistance of vectors to insecticides -
was a serious impediment to progress. It was for that reason that the fullest possible 
support from Board members would be needed in bringing about the necessary changes and in 
bridging the gap between the formulation of recommendations and their implementation, both so 
badly needed in so many developing countries. 

Dr QUIJANO endorsed the ideas expressed by the Director-General. In Central America and 
Panama, malaria had been a growing problem over the last ten years. It was only recently 
that renewed impetus had been given to the efforts to control the disease, thanks to the 
national and regional programmes introduced in the context of the Plan for Priority Health 
Needs in Central America and Panama. 

In Mexico, and in the whole region, there had been a considerable increase in resources 
of all types, making possible a scientific approach to the control of malaria. Although the 
principle of integrating malaria control with primary health care had initially been received 
with a certain amount of scepticism, it had now been fully accepted. While no spectacular 
results had yet been achieved, the malaria curve, which had been rising for some years, had 
levelled off the previous year. 

Dr AASHI said that malaria was a problem that still existed in many countries. In the 
past, malaria control policies had been based on a vertical approach, which had led to many 
problems, both in the material sense and where manpower was concerned. The new, integrated 
approach would make increased manpower and greater resources available, arid would be helpful 
to a number of countries which were hampered in combating malaria by a shortage of finance. 
He fully supported the integration of malaria control with primary health care. 

Dr BART (adviser to Dr Young) said that the Expert Committee's report presented an 
overview of worldwide malaria control activities and provided general guidelines and advice; 
it was emphasized, in particular, that malaria control should be part of primary health 
care. However, the burden of responsiblity lay with WHO to show that, except in special 
situations, the primary health care system was in fact capable of carrying out malaria 
control activities. If the quality of health was really to be improved in malaria-infected 
communities, focused control efforts by responsible, separate programmes might well be 
required. The inclusion of malaria control in the primary health care system was certainly 
warranted in countries in which malaria was endemic, but the report did little to provide 
specific guidelines on how to move beyond a curative to a preventive approach. 

It would have been helpful if the report had included operational guidelines in relation 
to primary health care involvement. Field evaluations of examples of the full integration of 
malaria control into primary health care would be useful. Until a series of examples had 
been studied, some reservations must remain in that regard. The report

1

 s review of the way 
that communities could participate in self-help malaria control was very useful. However, 
there was little evidence that village malaria-control volunteer systems could carry out 
sustained control activities, other than providing antimalarial drugs over the long term. If 
it was believed that communities could undertake more than treatment activities, more detail, 
together with examples, should be provided. It was to the report's credit that it had strong 
sections on training, antimalarial drugs, operations research and donor coordination, and 
made a case for supporting all those aspects. However, field operations training had been 
generally neglected, including, in particular, environmental management. 

Malaria vaccine was mentioned, but the report failed to point out that it was only one 
of many tools to be used in an integrated approach to control and was not likely to be the 
magic remedy once hoped for, nor had the availability, cost and usefulness of the vaccine in 
controlling malaria been examined. In conclusion, he wondered whether the approach adopted 
had not been rather too aggressive in an effort to be acceptable to all and meet the deadline 
of health for all by the year 2000, since it had not so far been fully adapted or 
demonstrated, nor had its effectiveness been fully evaluated. Prudence was advisable while 
efforts were continued with the aim of finding acceptable and appropriate mechanisms to serve 
those who were underserved； there might be no single, uniform approach, and to include 
everything under the umbrella of primary health care might be inappropriate. Before all 
aspects of malaria control in all situation were integrated into primary health care, further 
evaluation was needed. 
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Dr NAKAJIMA (Regional Director for the Western Pacific), complementing the 
Director-General

1

 s remarks, said that malaria control was a field where close links had 
rapidly been established between global, regional and country-level activities. For example, 
following the Expert Committee meeting in September 1985, a regional workshop on malaria 
control as part of primary health care had been organized in July 1986, when all technical, 
operational and management aspects of the issue had been discussed. On that occasion two 
countries - Papua New Guinea and Vanuatu - had volunteered to develop immediate research and 
development activities. The exercise had been started in selected areas (district level) 
with the support of voluntary contributions. 

Referring to the question raised by Dr Bart about the full integration of malaria 
programmes into primary health care, he drew attention to the serious problem experienced in 
the Region in areas of East Malaysia and Indochina, where multidrug resistance had developed 
very rapidly and where forest and plantation workers had been particularly affected. 
Employers of such workers, who tended either to be clandestine or had come from the cities 
and were without immunity, had difficulty in providing them with health care locally. At the 
same time, there was no way of bringing the workers to centres where appropriate care, 
particularly quinine injections, could be provided at a higher level. The experience had led 
many experts to conclude that malaria could not be treated at primary health care levels, 
particularly as a result of the possible side-effects of intravenous quinine treatment, 
although there remained, of course, the possibility of oral administration of quinine. 
However, such experiences must be studied individually. In most of the Region, however, it 
was hoped to develop malaria control programmes as part of primary health care. As Dr Bart 
was aware, cooperative efforts were under way to organize joint malaria control education, 
training and material in the Western Pacific and South-East Asia Regions, with methods being 
tested in several countries in the latter Region. Cooperative efforts were also under way 
for a field training centre for malaria workers, involving the incorporation of malaria 
control into primary health care activities in the Solomon Islands. Facilities had already 
been offered and several countries, including Japan and Australia, were together developing 
field training programmes. 

Such multilateral and bilateral cooperation meant that several approaches which had 
initially been elaborated in the Expert Committee could be rapidly put into practice in the 
Region. Even though multidrug resistance in particular might cause some difficulty for the 
full integration of malaria control into primary health care, malaria prevention and 
environmental control could be expected to be appropriately integrated. 

Dr HAPSARA expressed his appreciation of the excellent Technical Report on malaria. The 
Technical Report Series highlighted the linkage between many activities in the health system 
infrastructure. In his country, such activities were being decentralized, special attention 
being focused on the personnel required for development strategy. 

Referring to paragraphs 8 and 9 of Section 7 of Technical Report Series No. 735, 
concerning research, he would be grateful for some clarification as to research priorities in 
relation to health development. 

Dr MONEKOSSO (Regional Director for Africa), referring to the malaria situation and how 
the Expert Committee report was being utilized in the African Region, said that the new 
recommendations had created a certain amount of confusion among the lay population. A major 
effort was being made to explain exactly what the Expert Committee had meant and the logic of 
its recommendations, particularly in regard to chemoprophylaxis. The spread of resistance to 
chloroquine was the major event in the Region, and it was continuing from semester to 
semester across national boundaries from the southern and eastern parts of the continent as 
far as the Nigerian border, probably as a result of misuse of chloroquine in prophylaxis over 
the last decades. 

Integration of malaria control into primary health care was being recommended and 
attempted but the matter was more difficult than it appeared. It seemed clear that some 
activities could and should be carried out within the primary health care system, although 
there remained a number of major areas of activities which, from the technological point of 
view, had to be organized at a higher level. However, one approach did not exclude the 
other; they should rather be considered as being complementary. One of the main problems 
arose from misunderstanding about community participation in malaria control, where vertical 
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malaria teams were inducing communities to carry out some of their work under the pretext of 
integration into primary health care, but without any real participation in management. It 
was disappointing to note that there was a general tendency for experts to focus on 
technological matters to the extent that they were forgetting to recommend that people should 
take simple measures that used to be taken in the past. A regional task force was working to 
establish a division of responsibility so as to determine what measures could be undertaken 
by families. For example, mothers no longer knew that they could protect babies, at least at 
night, simply by covering them with simple low-cost mosquito nets. Emphasis was again being 
placed on the availability of diagnostic facilities at health centres, in the form of simple 
microscopy and personnel trained in its use, so that rapid diagnosis and treatment could be 
effected. Health centre records provided a great deal of information about the prevalence of 
the disease and if that information could be confirmed by the aid of selective microscopy, it 
would be possible to track chloroquine resistance in particular. Another important aspect 
concerned the division of labour with respect to schools and factories, for example, by using 
the opportunities offered by building projects to eliminate surface water, a measure which 
was often outside the reach of ministries of health because of the cost entailed but which 
could be incorporated in building development projects. 

In conclusion, the Expert Committee report had aroused a great deal of interest and had 
shaken people in the African Region out of a state of complacency. 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean) said that the question as 
to whether an approach should be vertical or horizontal, integrated or non-integrated was an 
interesting one. Many countries had doubts in that respect. They considered the vertical 
approach to be the one with which they were familiar and the horizontal or integrated 
approach to be something entirely new. There was always a need for a strong headquarters 
planning unit for malaria to prepare for training courses, microscopy, support services and 
any intersectoral cooperation required for combating and controlling malaria. If it was 
considered, however, that the integrated approach would provide for the use of a much broader 
infrastructure, that approach would be more readily understood. It must always be made clear 
that primary health care as such would never replace all the units of any programme in the 
ministry of health or at headquarters. There was a need for someone to be responsible for 
planning, supervision, follow-up, surveillance and so on, but the implementation phase should 
be integrated into primary health care. Such integration was clearly intended to support 
rather than replace what had been done in the past. There had been many occasions on which 
malaria cases that had been diagnosed in a vertical programme had had to wait a considerable 
time for treatment. On the other hand, when a programme was integrated in the 
infrastructure, the treatment was given immediately on diagnosis and there was immediate 
follow-up. The same applied to microscopy and early diagnosis. 

Dr AASHI said that if malaria was to be considered in the context of primary health care 
delivery, Board members must take all the relevant points into consideration and the 
philosophy underlying primary health care must be understood. It was undesirable to have 
15 health ministries in a region, working in isolation from one another on malaria prevention 
or treatment measures. They must pool their efforts and use primary health care as a kind of 
supermarket for the support of all kinds of malaria control activities. The philosophy, 
which now had to be applied, was a matter of administrative organization. The existence of a 
primary health care post which provided services to the population in the field and at the 
community level should not preclude the existence of specialized services either at the level 
of regional planning or of planning within individual ministries. All the bodies concerned 
should work within the same framework. The same approach must be adopted in the case of 
malaria as in the case of a patient who had to be referred to a specialized hospital for 
surgery or other purposes. The primary health care services must make the diagnosis, carry 
out the necessary investigations, and select and provide the medical treatment required. 
Whereas the term formerly used in the malaria strategy had been "malaria eradication" it was 
now "malaria control". The primary health care centres should bring together all the 
necessary services, including those for malaria. 

Dr VAN WEST-CHARLES, referring to the integration of malaria control into the primary 
health care system, said that the vertical system was a great financial burden for Guyana. 
He agreed with the Regional Director for the Eastern Mediterranean, however, that every 
decentralized programme needed a central focus. If the malaria programme was integrated in 
the primary health care system, the work would be initiated in that programme, but a number 
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of other activities must also be carried out. In the vertical programme, environmental 
matters and the education of the population had been ignored. There had merely been 
coexistence within districts in which hospitals existed but were completely separate from the 
programme. In Guyana, an effort had been made to involve the staff of such district 
hospitals in the programme and to place the malaria workers under the supervision of the 
district health team, which included hospital personnel. 

At the decentralized level, there was a beneficial cost-effective aspect and more people 
were involved in control. The priority in malarious areas was to make rapid diagnosis, train 
as many people as possible in microscopy, and secure broad coverage and rapid treatment. In 
terms of the total health approach, however, the activity was linked with agricultural 
activity, spraying taking place up to four times a year. Nurses and community health workers 
were also directly involved. There should be a central epidemiological section, but there 
was no reason why the services at the periphery, including the entomological services, could 
not be decentralized. He preferred the term "decentralized system" to "vertical system", 
although there should always be a unit at the centre for purposes of national surveillance 
and to oversee malaria control activities from the epidemiological standpoint within 
countries. The activity should certainly be decentralized in the implementation phase, not 
only for greater effectiveness, including cost-effectiveness, but also for many other reasons. 

Dr NAJERA-M0RR0ND0 (Malaria Action Programme) thanked Board members for the interesting 
discussion and the attention that they had given to the report. He would deal with some of 
the main issues that had been raised. 

He did not think that the Expert Committee's intention had been to advocate a total 
integration of services. It specifically recommended the maintenance of a core of competence 
and the central guidance of the planning and development of antimalaria activities. 
Paragraph 3(c) of the conclusions and recommendations stated that there was a need to develop 
and maintain a nucleus of expertise to give guidance in the study of the malaria problem and 
the planning and implementation of its control. That concept was developed broadly on 
page 52 et seq, of the report, which referred to the support required at the central level, 
and particularly on page 55, concerning the technical guidance system, in which the functions 
of the central core in technical orientation, planning and supervision were specified. 

Many of the questions raised by Dr Bart and other members were also concerns of the 
Expert Committee. The main point was that there was no general policy that could be followed 
by every country. Malaria showed a tremendous variation in its distribution and 
concentration and in its impact oil health and could not therefore be treated uniformly. 
Following the meeting of the Expert Committee, therefore, WHO headquarters and the regional 
offices had organized technical consultations at the regional level with a view to 
translating the general recommendations into more specific guidance for countries sharing 
common problems and similar cultures and social organization, Dr Nakajima had referred to 
the meetings that had taken place in the Western Pacific Region. Others had been conducted 
in the Regions of the Americas and South-East Asia, 

WHO recognized that the adoption of the principles concerned might create a problem in 
the transformation of the existing malaria programmes and that there was a need for further 
development of those principles into more specific guidance. The role of training and staff 
development had also been dealt with but it too required further development in a more 
coordinated effort for the support of training institutions and the preparation of training 
materials. 

Dr Hapsara had referred to the question of research priorities. The Expert Committee 
advocated a process of research and development based on the validation of experience and its 
proper documentation, which could be used by other countries, making the necessary adjustment 
for different cultural backgrounds, different epidemiological problems and different 
ecology. Research priorities, therefore, had to be developed locally and could not be 
prescribed at the global level. That approach would also meet Dr Bart's concern as to the 
possibility of documenting successful and less successful experiences, which would accumulate 
as countries strove to tackle the problem of improving their malaria control with existing 
resources. He welcomed the comments of those who had indicated that they were promoting or 
supporting the acquisition of such experience. Its proper documentation should make it 
possible to develop improved guidance for health services in dealing with their malaria 
problems. 
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The changeover to horizontal programmes was based essentially on the recognition that 
the capabilities of the health services had to be improved to deal with malaria as a disease 
throughout the periphery and that that would require a proper referral system to handle cases 
that could not be dealt with at the village level, though if proper early treatment was given 
at that level the number of severe cases that had to be referred to the higher levels of the 
health services could be diminished. Nevertheless, the problem of drug resistance everywhere 
posed the problem that the referral system must be able to handle treatment failures as they 
occurred at the periphery. Again, the Expert Committee had recognized the problem and given 
guidance on how to deal with it. He did not think that the Expert Committee had any great 
expectations as to the use of a vaccine, though the progress achieved was recognized in the 
section on research, but its potential application and role in malaria control would depend 
very much on its characteristics and the possibility of bringing it to the periphery. 

The meeting rose at 17h40, 


