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Introduction
The Workgroup identified measles, rubella and viral
hepatitis B as pnority candidates for eradication.
Viral hepalitis A is not recommended for elimina-
tion or eradication at the present time. Yellow fever,
rabies. and Japanese encephalitis cannot be eradi-
cated because they are found in animal reservoirs.
but they can be controlled. in some cases to
the point of elhmination, through immunization
programmes.

The group used the definitions of eradication
and elimination adopted by the Dablem Workshop
on the Eradication of Infectious Diseases. Elimina-
tion refers to reducing the incidencc of a disease to
zero within a defined geographical area, with contin-
ued intervention measures as needed, while eradica-
tion refers to permanently reducing the incidence. of
a disease to zero worldwide, with no intervention
measures required.

Viral hepatitis A and B

Viral hepatitis A
Hepatitis A virus (HAV) infects more than 80% of
the population of many developing countries by late
adolescence, and is comunon in developed countries
as well (1-3). It produces a generally asymptomatic
infection in under-5-year-olds, and an acute, self-
limited disease in older children, adolescents, and
adults (1. 4).

Inactivated HAV vaccines, which only became
commerciallv available in 1994, effectively confer
protection in more than 95% of vaccinated persons
(2. 5, 6). Routine vaccination of children aged >2
years has effectively interrupted community-wide
epidemics. and sustained vaccmation has eliminated
transmission of infection in these communities.
While the potential for elimination ofHAV exists, it
cannot be recommended at this time, because of the
impeding factors discussed below.

Essential facilitating factors. Routine childhood im-
munization with an effective, cell-culture-denved.

1 Assistant Deputy Minister, Heafth Protection Branch, Health
Canada. Ottawa, Ontario, Canada

inactive HAV vaccine has been shown to be cost-
effective in populations with high rates of infection.
The administration of the vaccine dunug
community-wide outbrcaks has been shown to be
effective in interrupting transmission ofthe virus. The
vaccine can also be administered with other vaccies
and combined with other vaccine antigens (2).

Essential Impeding factors. HAV vaccine is expen-
sive. making large-scale purchases by developing
countries difficult. Also, there is no vaccine formula-
tion or schedule for use in infancy and early child-
hood, and it cannot be mcluded in the Expanded
Programme for Immunization (EPI).

Key strategies. It will be important to demonstrate
the feasibility of eliminating HAV transmission in
specific geographical areas. National acute disease
surveillance must be improved to better differentiate
viral hepatitis A fron viral hepatitis B.

Research needs. Two areas of rescarch are inmedi-
ate priorities:
- development of decision/economic models for

hepatitis A vaccination in developing countries;
and

- development of vaccine formulations and sched-
ules for infants and children <2 years old.

Conclusions and recommendations. These are as
folloNvs:
- eradication of HAV transmission appears to be

both biologically and epidemiologically feasible;
- the time required to achieve cessation of trans-

mission may be short;
- the coupling of HAV immunization with other

vaccines appears to be feasible; and
- population-based projects to demonstrate sus-

tained elimination of HAV transmission should
be initiated as early as possible.

Viral hepatitis B
Viral hepatitis B (HBV), which affects an estimated
360 million people worldwide, is a primary candidate
for elimination or eradication. It occurs most often in
Africa. the Pacific Islands, part of South Amenca.
most of Asia, and in ethnically defined populations
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in Australia, New Zealand. and the USA (7).
Chronic infection, which usually begins in early
childhood, is associated with risk of death from
clhronic liver disease, primarily as an adult, and with
the risk of liver cancer, a leading cause of death
among many adults in developing countries. These
consequences generally develop among adults at the
most productive times in their lives, creating a high
economic burden worldwide.

Essential facilitating factors. Pre- and post-exposure
immunization can prevent infection. Limited
population-based studies have demonstrated that
new infection can be prevented, resulting in a
marked reduction m the chronic carrier state among
routinely immunized cohorts of children. Progress
toNvards ending transmnssion of the virus can be
measured by the rcduction in chronic viral hepatitis
B infection within imnmunized cohorts in a geo-
graphic area.

HBV vaccine can be used in combination with
otber vaccines given to infants and children. High
levels of infant immunization, beginning at a time
that would prevent perinatal transmission (e.g. first
dose at birth), may ultimately lead to global elimina-
tion of HBV transmission.

The framework for eliminating HBV trans-
mission already exists. Nongovermnnental organiza-
tions and volunitary health organizations interested
in preventing viral hepatitis and HBV-related
hepatotocellular carcinoma hepatitis can faclitate
broader prevention partnerships, while practical
diagnostic tools to detect infection are availablc
comnmercially to both developed and developing
countries. Many countries have demonstrated their
commitment to elimiinating HBV transmission by
including the hepatitis B vaccine in the EPI.

Essential Impeding factors. Thc cost per dose of
hepatitis B vaccine is relatively high. preventing
many poorer countries fron including it in their
EPI. However. significant cost reductions have
been achieved through combined regional vaccine
purchases. More seriously. whlile J-BV transmission
can be eliminatcd among immunized people.
immnunizatIoDs would have to be maintained for
several generations for eradication to be achieved.
because of the virus's persistence in chronically
intected persons who did not benefit from
immunization

Key strategies. Routinc immunization of infants
through EPI is crucial, with vaccination beginning at
a time that will prevent perinatal transmussion. Im-
munizations ncai birthl wvould have the subsidiary
benefit of strengthening maternal and child health

programmes and promoting the use of trained birthl
attendants. Current acute disease surveillance sys-
tems should be strengthened to identify the etiology
of acute and chronic hepatitis. including HBV
infection.

Research needs. The following are priority areas for
research:
- development of economic models which can be

used to convince policy-makers of the need for
hepatitis B immunization:

- improvements in vaccines, including the develop-
ment of vaccines which require fewer doses wvhile
providing long-term imnmune memory, or which
are administered orally: and

- determunation of UBV variations which may be
resistant to vaccine-induced antibody.

Conclusion and recommendation. Hepatitis B immu-
nization should become a component of EPI in all
countries. with a vaccination schedule that maxi-
mizes the likelihood of elimninating transmission of
HBV infection.

Measles
Highly contagious and easily transmitted, measles is
responsible for fully 10% of deaths from all causes
among <5-year-olds (8). It is the eighth leading
cause of death worldwvide. being responsible for an
estimated one million deaths each year, or 2.7% ot
disability-adjusted life years in 1990 (9).

The availability of an effective vaccine which
produccs -:85 % inmmunity alter one dose adminis-
tered at 9 months of age. and -95% immunity alter
two doses (10), the fact that humans are thought to
be the only reservoir capable of sustaining transmis-
sion. and ilhe successful control of mcasles in the
Anmericas make mcasles the next likely candidatc fox
eradicationi. However, its highly contagious nature
and the ease with which it can be imported from
endemic areas by air travel mean that eradicating
measlcs will require a coordinated global effort over
a relativelv short period of time. Global coverage
with one dose of measles vaccine was estimated at
81'% in 1996 (11). Two regions have already set a
measles-elimination goal - by the yeai 2000 for the
Region of the Americas and 2010 (or the Eastern
Mediterraneain Region. The European Region
will be coinsidering this year whether to set the
same goal tor 2007. China and several soutlern
Alrican and Pacific islanid countries haive cmbark-ed
on acCelelated approacles for measles conlLrol or
elimination.
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Essntial facilitating factors. Strategies developed in
the Americas have demonstrated that it is techni-
cally feasible to interrupt measles transmission in a
large area for a variable time penod. However. it
remains essential that the use of similar strategies
demonstrate the same impact in other regions of the
world. The experience gained and lessons learned
from the poliomyelitis eradication programme will
greatly facilitate the implementation of measles
eradication, particularly with respect to political sup-
port. donor coordination. private sector mvolve-
mcnt. and surveillance strategies.

Eswntial Inhibiting factors. A weak health infra-
structure in developing countnes will inhibit the
eradication of measles, whicb requires substantial
effort and resources: in developed countries, the dis-
ease has not been perceived as a priority so that
adequate efforts to control or eliminate it have not
been made. Both of these factors pose a nsk for
those countries that have eliminated transmission,
and they will have to sustain high levels of effort to
ensure high immunity and careful surveillance. In
addition. the safety of injections during campaigns
and routine immunizations can be an issue if suffi-
cient care is not taken.

Key strategies. The approach to measles eradication
should be implemented in phases: the initial focus
should be on elimination of the disease in the indus-
trialized world, where both infrastructure and re-
sources for elimination are readily available. This
means fostering interest in measles elimination in
the developed countries, while accelerating world-
wide control of the disease, especiallv in those areas
at high risk of measles mortality.

It will be important to capitalize on the experi-
ence of different regions of the world. For example,
strategies developed and implemented by PAHO -
such as the one-time mass campaign (catch-up). the
achievement and sustaining of a high measles cover-
age level among each cohort of newborns (keep-up),
and penodic campaigns to prevent accumulation of
susceptible individuals (follow-up) - have inter-
rupted transmission of measles over a prolonged
period in many countries. Surveillance measures can
be built on existing acute flaccid paralysis (AFP)
surveillance developed for the poliomyelitis eradica-
tion programme.

Resarch needs. Priority areas for research include
the following:

study of changes in the patterns of transmission
with increasing immunization levels, especially in
adult populations. and development of method-

ologies for the evaluation of the build-up of sus-
ceptibility in different age groups to guide strat-
egy selection:
characterization of the immunobiology of mea-
sles virus infection and immunization;

-examination of altemative routes for administer-
ing the vaccine. mcluding safety issues, and alter-
native methods of immunzation at an earlier age;
the need to develop adequate indicators for
evaluating surveillance and documenting the
impact of intervention; and
development of a rapid diagnostic assay for field
use.

Conclusions and recommendatfons. These are
shown below.
* It is biologically plausible to eradicate measles
with the present vaccine. In the Americas, measles
transmission appears to have been interrupted in
many countries for variable time intervals. but elimi-
nation has yet to be demonstrated m other regions.
* Measles elimination is technically feasible in de-
veloped countries, which should proceed with elimi-
nation as a step towards global eradication.
* In other countries, accelerating measles control
should be the priority, especially in areas wvith high
mortality.
* Experience trom regional and countrv interven-
tions should be used to refine the strategies for even-
tual eradication.
* Any consideration for elimination or eradication
of measles should not jeopardize the poliomyelitis
eradication effort.

* Countries undertaking measles elimination should
incorporate measles surveillance into their polio-
myelitis surveillance systems, includmg the polio-
myelitis laboratory network.

Rubella
Rubella generally presents as a mild or asympto-
matic infection in adults and children. In pregnant
women, however, especially in the first trimester.
rubella infcction can result m stillbirth, miscarriage,
or the constellation of birth defects known as con-
genital rubella syndrome (CRS) (12). The most
commonly described CRS anomalies include nerve
deafness, cataracts, cardiac anomalies. impaired in-
trauterine growth, inflammatory lesions of different
organs, and mental retardation.
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Rubella is endemic in most countnes of the
world. In the absence ofmajor epidemics. it bas been
estimated that more than 20000 infants are born with
CRS each year in the Americas, and at least 236000
cases in each nonepidemic year in developing coun-
tries. Approximately 30% of suspected measles
cases in the English-speaking Caribbean and Mexico
wcre laboratory confirmed as rubella. IEradicating
rubella wvith the present vaccine is biologically
plausible. However many other issues must first be
addressed, including the margmal cost of adding
rubella to measles eradication, and thc determina-
tion of the best strategies to interrupt transmission
(13).

Essential facithating factors. Humans arc the only
known reservoir for rubella. Also. a highly effective
rubella vaccine exists. and can be delivered in combi-
nation with the measles vaccine. leading to potential
economic gains in health costs.

Essential inhibiting factors. The global burden of
rubella and CRS iemainis undefined in many devel-
oping countries. However. in tbe abscnce of high
coverage wNith Lthe vaccinc, there is a potential risk of
CRS because ot susceptible women not having been
immunized or exposed to wild rubella during child-

hood. As a result, high levels of routine immuiuza-
tion must be maintained. Finally, depending on thc
vaccination programme implemeented, there exists a
potential nsk for the age of infection to shift to older
age groups.

Key strategies. The first step towards elimination
or eradication of rubella is to gather data on the
virus, by building epidemiological and laboratory
surveillance for rubella in conjunction with the
measles surveillance system. and by establishing
a surveillance systcm for CRS. Owing to the
differcnt epidemiology of rubella. the target age
groups to be immunized will need to be wider.
and will need to include additional intcr-vention in
adults.

Research needs. Priorities for research include the
folloNving:
- deternmining the burden of CRS in developing

countries;
investigating the risk of shifting the age of infec-
tion to older age groups and the need to cover a
wider target age group (other than young chil-
dren) to interrupt transmission:
developing a combined measlesrnubella labora-
tory field test;

- establishing demonstration projects to show that
rubella can be eliminated, and that elimmation
can be sustained in certain countries; and

- conducting studies of the epidemiology of rubella
transmission in developing countries, particularly
the role of adults in transmission

Conclusions and recommendations. These are as
follows:

* Countres undertaking measles elimination should
add rubella vaccine to their measles vaccination
programme as a way to improve control of rubella
and as part of a sustainable national immunization
programme.
* In these countries, rubella surveillance should be
incorporated into the measles surveillance pro-
gramme and CRS surveillance systems should be
established.
* Countries wishing to control CRS rapidly sbould
imnmunize women of childbearing age as part of a
sustainable nationaI immunization programme.
* Countries which implement routine childhood im-
munization should also make efforts to immunize
susceptible women of childbearing age through pro-
grammes such as postpartum vaccination to prevent
CRS.

Yellow fever and other zoonotic
diseases
Yellow fever

Yellow fever, a mosquito-borne viral disease, is not
considered eradicable at the present time. However.
an excellent and inexpensivc vaccine exmsts. and its
sustained use regionallv lias led to effective control
of the disease and elimination of recognized out-
breaks (14. 15). The threat of introduction of yellow
fever to Asia carries an urgency beyond its local
impact in Aifnca and Soutlh Aerica. and control of
the disease deserves prionty (16).

Essential facilitating factors. While there are major
differences in disease epidemiology in South
Amenca and Africa. the vellow fever vaccine, which
has a long history of safe and effective use. protects
against all strains of the virus (14). It is hcat stable,
confers long-tcrm immunity after a single dose,
and. in limited studies, has been given with other
vaccines. including measles and meningococcal
vaccines wvithout interference. The vaccine can be
produced in several countries where there is a risk of
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transmission, and highly specific international stand-
ards for vaccine production and quality have been
delineated and promulgated.

Essential Impeding factors. Sylvatic yellow fever in
South America leads to sporadic cases and small
outbreaks of the disease; focused immunization pro-
grammes may be effective and sufficient for control.
In some areas, the vaccine has been incorporated
ito local EPI programmes. However, because out-
breaks occur sporadically and in remote areas. it is
politically difficult to justify the resources for univer-
sal coverage. This current mability to implement
umversal immunization at the present time compli-
cates the vaccmation programme. The real risk in
South America is that of urban epidemics, as most
urban centres have been reinfested by Aedes aegypti
mosquitos, the principal transmitter of urban yellow
fever (17,18). Rapid spread from South America by
air travel could mean an increased risk of urban
yellow fever in Asia and the Pacific (16).

In Africa, the burden of disease is comprised of
both endemic transmission and epidemics (19, 20).
With few exceptions, vaccination programmes have
not been initiated or maintained. owing to the lack of
national resources and political will to sustain immu-
nization programmes (21). The disease is a low prior-
ity because it occurs only in mtermittent epidemics
and mainly in rural areas, where it is less visible and
has less political impact. Epidemiological assess-
ments of the incidence and burden of the disease are
also poor.

The relatively low volume of vaccine use pre-
vents a reduction in vaccine costs and inhibits manu-
facturers from developments that could facilitate
public health implementation. such as the formula-
tion of combination vaccines For example. devel-
opment of a measles-yellow fever combination
vaccine was initiated with WHO's encouragemenL by
Pasteur-Merieux-Connaught in 1984. but was dis-
continued in 1992 when implementation of ycilow
fever vaccine in African EPI programmes did not
evolve as expected.

Key strategies. Yellow fever is found in animal res-
ervoirs. and therefore is not considered eradicable
at the present time. However, wider use of a vac-
cine could control and effectively eliminate the
disease. This could be accomplished by including
yellow fever vaccine in the EPI programmes of
African countries at risk and implementing catch-up
immunization, as recommended by NNHO and
UNICEF, immunizing selected groups of people at
high risk of sylvatic yellow fever in South America,
intensitving surveillance and immunization in areas
at high risk for urban epidemics. and strengthening

enforcement of international travel and vaccination
requirements to prevent the spread of yellow fever
to Asia.

Research needs. Prioritv areas for research includc
the following:
- improving disease burden estimates in Africa.

especially a better assessment of the burden due
to endemic transmission. as well as quantitative
data on the mcidence and economic costs of the
disease and the costs of not takinig preventive
measures:

- establishing national and regional diagnostic
laboratories to improve surveillance, and devel-
oping a diagnostic kit suitable for field use to
facilitate surveillance m rural areas:

- developing yellow fever combination vaccines
that will facilitate the inclusion of the vaccine in
routine and catch-up immunization programmes:

- developing a greater understanding of the
immunogenicity and safety of yellow fever vac-
cine in HIV-infected persons. including the
potential for delayed vaccine clearance and sub-
sequent transmission.

Conclusions and recommendations. These are as
follows:
* Yellow fever wvs is not considered eradicable:
however. the availability of a vaccine of unparalleled
safety and etficacy argues for its wider use to control
and, effectively, to eliminate the disease. Barriers to
its control are not due to scientific or technical limi-
tations, but to administrative and economic consid-
erations of health care delivery.
* In Africa., vaccine inplementation has been inbib-
ited by the perception of low public health priority
and the absencc of sufficient public will to sustain
routine childhood immunization. Improved surveil-
lance and quantification of the economic costs of the
disease are needed to stimulate nongovernmental
and governmental organizations into action.
* As a first step. obstacles to the implementation of
the 19P8 joint WVHO/UNICEF recommendation to
include yellow fever vaccine in African EPI pro-
grammes should be identified with a view to over-
coining these barriers. A WHO technical consensus
meeting, held on 3-4 March 1998. addressed these
issues.

Rabies
Rabies is not considered eradicable at present. By
controlling the infection in animal reservoirs. how-
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cvci, the disease can be controlled in humanis as wvell
(22-24). This will result in reduced human mortality
due to rabies and reduced human morbidity and cco-
nomic costs of post-exposure prophylaxis.

Essential facilitating factors. Because the burden of
disease is primarily in urban areas (25), where dogs
constitute the principal animal reservoir, control of
rabies is more feasible, and has been demonstrated
in many areas. most reccntly in Latin America.
Rabies control in its wild animal reservoirs has
aclhieved some measure of success, particularly in
red foxes in western Europe and castern Canada,
through distribution of oral baited vaccines (26).
Because of inuate biological and ecological differ-
ences in reservoir species, lhowever. further advaances
will require strategies to be specifically tailored for
each reservoir.

Public awareness of the risks of rabies also
facilitates control programmes, as does the wide
availability of vaccines for both veterinary and
human use. Epizootiological and epidemiological
surveillance is facilitated by viral antigenic and
genomic markers (27) associated with reservoir
hosts.

Essential impeding factors. Effective control of
rabies requires partnership between departments of
health and agricultui e. agencies respoinsible for
environmental health and wildlife protection, and
the private sector (23). Overlapping responsibilittes
among government agencies necessitate close
coordination.

An essential component of effective rabies post-
exposure prophylaxis includes rabies immune globu-
lin, which is frequently in short supply and too costly
for routine use in many developing countnes.
Licensed cell-culture-based vaccines are available
for veterinarv and human use.

Key strategies. A combination of dog control and
immunization is the key to controlling urban rabies.
as is the use of oral vaccine in baits to control or
reduce sylvatic rabies transmission (26, 28, 29).
Programmes to limit human exposure to animal
bites should be promoted. Access to post-exposure
prophylaxis should be made more available. Hu-
mans at high risk for rabies. such as vetcrinarians.
persons wvith vocational risks. and members of cer-
tain occupational groups. should be immunized prior
to exposure (23, 24). Continued development and
evaluation of oral vaccination, as an adjunct to tradi-
tional control measures. should be encouraged.

Research needs. Priorities for research include the
following:

deveIoping a safe and effective vaccine for mass
immunization of dogs, such as an oral bait vac-
cine (26), w^rhich does not pose a threat ot inad-
verteut ingcstion by children;
replacing brain-derived vaccines, which cause
neurological reactions with existing cell-culture
based vaccines (24):
ensuring the safety and efficacy ot currently
manufactured rabies vaccines. since, in somc in-
stances, production and quality in many develop-
ing countries are not well controlled (28);

-identifying less costly, etfecLive alternatives to
human iabies immune globulin (30);
developing a better understanding of all aspects
of rabies transmission in bats, which lhas emerged
as the most important cause of rabies in the USA
(30) and the only recognized native rabies reser-
voir in Australia (31);

- exploiting existing knowledge of the virology of
rhabdoviruses to develop safe and effective anti-
viral compounds that could be integrated into
existing post-exposure regimens of passive and
active immunization (23,24): and

- advancing wildlife rabies control through oral
vaccination, continued development of novel
vaccines, baits, and baiting strategies, and objec-
tive assessment and additional generation of
cost-benefit analyses of such strategies (29).

Conclusions and recommendations. These are out-
lined below.
* Although rabies is not considered eradicable at
the present time. control of the disease in urban
areas worldwide is feasible, and would reduce
human mortality due to rabies and significant
morbidity and economic costs associated with
administration of post-exposure prophylaxis.
* Control of rabLes in these circumstances may be
facilitated by the development of an orai bait % accine
(23') for dogs
* Although bollt thle public and governments are
aware of the health risks of rabies. a cost analysis
of rabies post-exposure prophylaxis in developing
countries may stiTnulate greater efforts to control the
disease in tthose countries (28).
* International efforts to ensure the quality of rabies
vaccines should be strengthencd. and manufacturers
urged to replace reactog,enic brain-derived vaccine
irth safer cell-culture derived vaccines, as recom-
mended byr the WHO Expert Committee on Biologi-
cal Standardization (24).
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* Recent discovenes of previously unknown bat res-
ervoirs of rabies virus underscore the importance of
continued research to define the natural history of
the disease (30, 31).

Japanese encephalitis
Japanese encephalitis cannot bc cradicated because
it is transmitted from natural reservoirs, but it can be
controlled or eliminated with effective vaccines (32,
33). Neglected in discussions of diseases of interna-
tional importance, Japanese encephalitis has a sig-
nificant regional public health impact in Asia, where
its high mortality rate and the large proportion of
surviving childrcn with permanent neurological
sequelae contnbute to a considerable disease burden
(34). In the past several decades. the disease has
spread to previously unaffected areas in Asia. as well
as to territones in Australia and the Pacific (35).

Essential facilitating factors. An effectivc vaccine for
Japanese encephalitis exists, and universal chiildhood
immunization has led to the near elinination of the
disease in Japan, Republic of Korea, and China
(Province of Taiwan). where previously thousands of
cases were reported annually (33). A significant re-
gional reduction in disease incidence has been noted
in areas ot Thailand where the vaccine has been
incorporated into EPI programmes (34). Interrup-
tion of viral transmission in the animal rcscrvoirs, by
vaccinating or removing pigs or by vector control. is
an adjunct strategy, but cannot be solely relied upon
to control the disease (36).

Essential impeding factors. While the current vac-
cine. whicb is derived from intected mouse brain, is
effective, it requires two doses for primary inmiuni-
zation and numerous booster doses to maintain im-
munity (33, 37). The vaccine causes hypersensitivity
reactions in 0.5% of those who receive it (37, 38).
Vaccine production. supply, and cost are limited
by the technical complexity of the manufacturing
process. For many developing countries. lack of re-
sources limits its use, despite political will to imple-
ment the vaccine into national programmes.

An alternative. live attenuated vaccine, pro-
duced and distributed in China, is safe and effective
and has been used in more than 100 million children
(39). Despite requiring two doses, the vaccine
could be available at a lower cost than the current
vaccine; however. it is currently licensed only in
China.

Key strategles. The key to controlling Japanese en-
cephalitis is to incorporate the vaccine into EPI
programmes in Asia, This strategy has already been

shown to control the disease to the point of elimina-
tion in several countries.

Research needs. The pnority for research is to de-
velop an improved vaccine to replace the current
inactivated vaccine. The live-attenuated vaccine
available in China may fulfil some of the require-
ments, but there are uncertainties about its cost
when produced under internationally accepted
standards. and unresolved practical issues. such as its
thermal stability, concurrent administration with
other vaccines. and safetv in HIIV-infected children.

Conclusions and recommendations. These are
shown below.
* Japanese encephalitis produces a significant bur-
den of disease regionally in Asia, which can be pre-
vented by routine childhood immunization.

* Control of the disease to the point of elimination
has been demonstrated in several countries. and re-
gional control is Nvithin reach with outside support of
national programmes or by the development and usc
ot a less expensive vaccine.
* With the emergence of the disease in new areas
during recent decades, consideration should be given
to more extensive control on a national and regional
basis.
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