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1. REPORT'ON DEVELOPMENT OF THE MALARIA ERADICATION PRCGA Il"IE: Item 2.4 of the 
Agenda (Resolutions WHА16.2) and EB33.R12; document А17 /Р&В /9) (continued) 

Dr HAQUE (Pakistan) said that his country had come late into the field of 

malaria eradication, having launched its national programme only in 1960. As a 

result it was experiencing difficulties due to the fact that..certain assisting 

organizations, in particular UNICEF and the United States Agency for International 

Development, had changed their policy with regard to aid for malaria operations. 

However, he was glad to say that the UNICEF Executive Board, on which Pakistan was 

represented, had shown understanding of his country's problems and approved a policy 

which should make matters somewhat easier. He was confident that a similar attitude 

would be taken by the Agency for International Development. 

Despite the substantial loan obtained from the Agency for International 

Development, a large part of the cost of the programme was having to be paid from 

the country's own revenue. It would be appreciated what that meant when he pointed 

out that Pakistan bore about fifty per cent. of the entire malaria burden of the 

Eastern Mediterranean Region and that almost the whole country was infested with the 

disease. Almost a third of the total cost of Pakistan's development programme was 

being spent on malaria eradication and the possibility of reducing that expenditure 

was being canvassed at the national level. He would therefore be very interested 

to know whether, in the opinion of the Director- General, it would be possible 

«without any sacrifice of efficiency to conduct Pakistan's eradication programme more 

economically - though it should be pointed out that the cost per capita of the 

excellent results being obtained was already lower than in any other country of the 

Region or even of the world. 
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The second point he wished to make concerned the relationship of malaria 

eradication to the general health infrastructure; Pakistan was carrying out a 

programme aimed at establishing integrated rural health centres at the rate of one 

for every 50 000 population. It had been planned under the first five -year plan to 

complete 320 centres, but the second five -year plan was now in operation and, owing to a 

thirty per cent. rise in general costs, it was expected that only 300 centres would be 

ready by June 1964. If only 300 centres could be established in five years, to 

provide the 2000 needed to achieve the ta:rget.of..one for every 50 000 people would 

take about thirty years. Meanwhile, in areas that were not yet served by the new 

integrated centres or by previously existirig`dispensáries, part of the malaria 

eradication personnel was being left after the conclusion of the attack or consolidation 

phase to fill the gap until permanent services were available. 

Professor CORRADETTI (Italy) observed that it was nine years since WHO had decided 

to launch a world -wide malaria eradication programme and that what had been achieved so 

far was of great value. Governments had been stimulated to build up antimalaria 

services which had produced the greatest reduction in the incidence of the disease 

ever recorded. Presumably none of the governments concerned would cease its efforts 

until the final goal was reached, since none would dare incur the reproach of having 

wasted the money and manpower already expended. However, the question, "When will 

the last human Plasmodium die ? ", could still not be answered, and doubts were arising 

whether that event would occur in the foreseeable future. 

The situation called for a realistic appraisal. At the Twelfth and subsequent 

World Health Assemblies the Italian delegation had repeatedly called attention to the 

need for rapid action so as to achieve world -wide malaria eradication before vector 
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resistance to chlorinated hydrocarbon insecticides spread to wide areas. There had 

been a tendency to minimize the importance of that threat, but the report now before 

the Committee (document All /P&B /9) showed that vector resistance, which had arisen in 

no less than seventeen main species, was seriously handicapping operations in several 

countries. 

A far more important problem which was now appearing, and which could lead to the 

failure of the entire programme, was the resistance, observed simultaneously in widely 

separated areas, of some strains of P. falciparum to chloroquire. It was true, as 

was stated in section 6.3 of the report submitted to the Executive Board at its 

thirty -third session (document EB33 /k, appended to document А17 /P&B /9), that 

P. falciparum was the shortest -lived of the human parasites, but it was also the one 

which produced the severest form of the disease and the only one capable of producing 

death. In any case, there was no reason to suppose that similar resistance could not 

shortly appear in other Plasmodia. 

Drug resistance seriously jeopardized prospects of eliminating the last human 

Plasmodium in a reasonable time, as the strategy of the campaign foresaw that drugs 

would be the weapon used for the final attack on remaining reservoirs 'of malaria. 

The position was further complicated by the "рrоЫет areas" and by the administrative 

and sociopolitical problems mentioned in section 6.1 of the report. 

Clearly the objective of world -wide malaria eradication would not have been 

adopted by the Eighth World Health Assembly if it had not been thought that it could 

be achieved in a few years by the purely mechanical application of chlorinated hydro- 

carbon insecticides and existing drugs. Even fundamental research on malaria had been 

considered unprofitable, as the disease was expected soon to disappear from the world. 

Inadequate account had been taken of the fact that many countries were not in a 

position to undertake rapid action, and consequently the global development of the 
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programme had been slower than anticipated. It had soon become clear that without 

strong national health organizations: malaria eradication could not succeed, and in : 

many countries the health organization was weak or non -existent. So what was feared 

had happened: there had appeared first resistance to insecticides in vectors and now 

drug resistance in parasites. . 

Table E, on page 42 of the report.to the Executive Board, showed that out of 

$ 96 267 700 employed for malaria eradication between 1957 and 1963, only $ 1 367 000, 

or 1.41 per cent. of the total, had been employed for research. Furthermore, the 

amount contributed to malaria:researéh ; by WHO itself represented only 2.14 per cent. 

of the Organization's own expenditure on malaria eradication - an even lower figure 

than in the case of РАНO, which had devoted to research 4.19 per . cent. of its total 

expenditure. At the Twelfth World Health Assembly the. Italian delegation had called 

for high budgetary priority for fundamental research, and he considered that if that 

counsel had.been heeded the Organization would be in a better position to face the 

present problems. The long neglect of fundamental research was probably main 

reason why, with WHO's expenditure on malaria eradication increasing every year since 

1957, as shown in Table Don page.41 of the report, results had been slower than 

expected arid some projects had failed. 

His delegation therefore considered that the following drastic modifications were 

called for in WHO's malaria eradication policy. First, the theoretical philosophy of 

global malaria eradication should be abandoned for the time being and replaced by the 

concept of "large areas" malaria eradication. The large areas where eradication was 

certainly feasible at the present moment must be clearly delineated and all efforts 
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should be concentrated on freeing them from the disease as soon as possible. 

Obviously only areas with adequate national organizations and efficient rural health 

infrastructures could be included. 

Secondly, not less than ten per cent. of the malaria eradication budget should 

henceforth be devoted to fundamental research, as it was only through the expansion 

of laboratory investigations on malaria parasites and vectors that it would be 

possible to find the new techniques that would permit the return to the objective of 

world -wide eradication. 

Thirdly, as soon as new large areas, with WHO's assistance, reached the stage 

where their health services were adequately organized and there was a scientific 

basis for considering them ready for successful malaria eradication, they should be 

included in the programme. The process would probably be long and no time limit could 

be estimated at present. If, as he hoped, fundamental research led to the discovery 

of new means of combating parasites or vectors, the possibility of achieving world -wide 

eradication in a short time could be reconsidered at any moment and that objective 

resumed. In the meantime it was essential to concentrate effort on research and 

useful action and avoid expenditure of money on activities that might seem in the 

nature of propaganda. 

Dr KIVITS (Belgium) said that each year his delegation noted with satisfaction 

the definite progress shown in the clear and objective reports on the malaria 

eradication programme submitted by the Director -General. It was true that, according 

to the estimates made in 1955, the programme should have been completed by now, and 

it was going to cost far more than originally foreseen. However, he did not consider 



A17/P&B/Min/2 

Page 7 

that the Organization had been unduly optimistic. To obtain support for such a 

vast undertaking it was necessary to hold out hopes of success within a definite 

time limit, and the technical means available in 1955 had justified the belief that 

eradication could be achieved reasonably quickly. And indeed, many countries 

formerly afflicted by malaria were now completely free of it. 

The difficulties and the technical problems that had arisen during the 

implementation of the programme should not have caused any surprise to those who 

were aware of the constant changes that occurred in the biological field. The first 

problems met had been at the human level: difficulties in the application of 

insecticides arising from the low density of dwellings in certain areas, the building 

materials used, and the nomadism or seasonal migration of the inhabitants.. Then had 

come vector resistance to insecticides, and it had been found that alongside residual 

spraying antilarval methods still had a part to play, while in certain cases it was 

also necessary to resort to chemoprophylaxis and chemotherapy. Finally, certain 

strains of Plasmodium had begun to show resistance to drugs. 

In addition to those technical difficulties, which could no doubt be gradually 

overcome through laboratory and field research, there were a number of administrative 

and political problems to be faced. Their importance had certainly been under- 

estimated at the outset and they were likely to delay final success at least as much as 

the technical difficulties; he was therefore glad to see that special attention was 

paid to them in section 6.1 of the report to the Executive Board. The most carefully 

laid technical plans could not be successfully implemented unless certain minimum 

requirements were made in the administrative and social field or if the government 

concerned cared more about the satisfaction of certain political ambitions than 

about the health of its people. 
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However, even in those countries where the worst disorder reigned, making 

malaria eradication impossible at the national level, there were oases of peace and 

order where antimalaria work could perhaps be carried out at the local or.district 

level. Perhaps WHO should encourage such local operations by distributing prophylactic 

drugs to vulnerable groups such as infants, pregnant women and schoolchildren, possibly 

supplementing such measures by insecticide operations in limited areas with sufficient 

density of population. Such relatively cheap and easy projects, while very far from 

constituting true eradication operations, would have the advantage of saving the 

lives of many infants, preventing much stillbirth and congenital deformity, and 

increasing the capacity of schoolchildren to benefit from their studies. 

Professor GERIC (Yugoslavia) said that document A17/P&В /9, though incomplete, 

gavea general idea of the progress of malaria eradication throughout the world. 

Lack of money and of trained staff was the main obstacle that prevented governments 

from speeding up eradication operations or launching pre -eradication programmes; for 

of course, before a programme was undertaken all the difficulties, not only technical 

but psychological and social, that might arise in the course of implementation must 

be foreseen and provided for. 

An important ргб еm discussed in the document was that of the duration of the 

various phases of an eradication programme, which was related to the problem of the 

reappearance of malaria in areas where eradication had been achieved. If the general 

health services were not properly equipped to carry out surveillance and take over 

responsibility for malaria eradication after the attack phase, there was always a 

danger that new foci of the disease might occur. The spectacular successes achieved 

in the initial stages were sometimes followed by a complete demobilization of the 

relevant services which compromised the suсеess of the entire campaign and could 

increase its total duration. In his own country, which was in the third year of 
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the consolidation phase, two isolated foci, one with seven cases and the other with 

ten, had occurred during 1963 in the malarious part of Macedonia. On investigation 

it had been discovered that in both cases insecticide spraying the previous.year had 

been carried out with inadequate supervision and that the local population had 

washed the walls of their houses a few days later, destroying the residual effect. 

The integration of the eradication service into the general health services and 

the organization of passive surveillance were of particular importance. Without 

such surveillance, there was always a danger of uncontrolled foci from which the 

whole country could be reinfected. In Yugoslavia during 1963, out of 129 000 slides 

examined in the °nurse of passive surveillance by the general health services, there 

had been found thirty - eight positive cases which might otherwise have resulted in 

new foci. 

The Committee might be interested to learn that, in the areas of Yugoslavia 

where the rural population were engaged in silk production, it had been found possible, 

without the use of insecticides, to eradicate malaria through continual chemoprophylaxis 

with pyrimethamine. 

Treatment of patients infected with P. vivax and P. malariae by primaquine . 

diphosphate had given excellent results on condition that the drug was administered 

during the month of April two years in succession. 

Rц 1965 his country's eradication programme would reach the maintenance phase, 

which did not mean that vigilance could be relaxed. 

Dr ALDEA (Romania) observed that, as was shown in the Director -General's - 

report, the world-wide malaria eradication programme had made unmistakable 

progress. As far as continental Europe was concerned, the attainment by the 

last endemic areas of the consolidation phase in 1963 represented the achievement 
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of the objective of the co- ordinated plan for the`Region.- HiS country had 

contributed to that realization by successfully interrupting transmission throughout 

its entire territory by 1961. By the end of 1963, of the seven-and-a-half million 

inhabitants of the former endemic zones, eighty -four per cent. were in the maintenance 

phase and the remainder in the consolidation phase, A report by the Director-General 

on the malaria eradication programme in Romania indicated that the epidemiological 

situation throughout the formerly infected areas was excellent and that an 

application for certification of eradication could be made in the very near future. 

He might add that by the end of 1964 the entire country would be in the maintenance 

phase. 

The successful achievement and maintenance of malaria eradication in his 

country was guaranteed by the existence of a well -developed network of general and 

specialized health services and by the transfer of the technical staff of the 

malaria programme to the special anti-epidemic service. The particular attention 

paid by the general health services to maintenance of eradication was shown by the 

detection during 1963 of sixteen cases of transfusion malaria both in the maintenance 

areas and in areas completely free from the disease. 

Among the epidemiological problems arising during the final stages of malaria 

eradication that of asymptomatic parasitaemias was particularly important. As research 

in his country had shown, their capacity for inducing infection through natural 

transmission was low, but the position in regard to blood transfusions was different. 

Thus during the past three years fifty -three cases of infection by transfusion, all 

with P. malariae, had been recorded. Consequently, radical curative treatment was 

now being applied to all suspect donors in cases of transfusion malaria in order to 

achieve the final elimination of asymptomatic parasitaemias due to P. malariae, 

which were very difficult to detect by existing methods. 
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In the maintenance phase of eradication, the reintroduction of malaria through 

imported cases assumed increasing epidemiological importance, as was shown by the 

fact that, out of 882 cases registered, 475 had been brought from other continents. 

Romanian nationals travelling in countries where malaria transmission occurred 

were protected by chemoprophylaxis during the whole period of their residence in 

such areas and were placed under surveillance on their return. In that connexion, 

he noted that the International Sanitary Regulations made no provision for 

preventive measures in regard to travellers coming from malarious areas and 

expressed the view that appropriate additions should be made. 

The measures to prevent the resumption of malaria transmission in Romania 

included activities designed to focus the attention of the medical profession and 

the general population on the danger of reintroduction of the disease, including 

specialized courses and health education programmes. Other measures were 

compulsory blood examination in fever cases of doubtful diagnosis and, in cases 

of clinically suspected malaria, laboratory tests with administration of antimalaria 

treatment pending confirmation. In confirmed cases radical treatment was 

given under hospitalization to ensure that it was properly administered. 

Finally, he said that during 1963 Romania had contributed to WHO's antimalaria 

work by scientific research, the results of which had been submitted in working 

papers to various meetings of the Organization, and by putting at the disposal of 

WHO fellows and of malaria workers who had taken the eradication course at Belgrade 

the whole of the country's documentary material and all its experience in the field 

of malaria eradication. 
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Dr RAVOAHANGY- ANDRIANAVALONA (Madagascar) first gave an outline of the 

geographical, climatic and demographic conditions that determined the distribution 

of malaria in his country. Crop cultivation, and particularly the preparation of 

rice fields, in some areas necessitated rural population movements to scattered 

plantations on which workers lived in temporary camps during the most dangerous part 

of the year from the point of view of malaria transmission. 

The administrative divisions, on which the health infrastructure was based, 

comprised six provinces, eighteen prefectures and ninety sub -prefectures subdivided 

into a total of over 700 cantons. At cantonal level there was generally a health 

post in the charge of a nurse, while at sub -prefecture level there was a health team 

led by a doctor, with hospital and haematological diagnostic facilities. At the 

headquarters of the health district there was a hospital with laboratory services, 

and medical inspectors at headquarters were each responsible for controlling some 

three or four sub -prefectures. The country had thirty -one health districts. 

The central antimalaria service was responsible for giving directives to the 

municipal health centres in the independent communes, but since the health centres 

themselves were financially responsible for the programme it was they who determined 

its limits. Only seven such centres existed for a total of twenty -six communes. 

At the headquarters of each province the general hospital possessed a number of 

services including a well -equipped laboratory, and was financed from the national 

budget. 

He went on to describe the distribution of health posts throughout the country, 

and the number of inhabitants covered by them, which varied greatly from region to 

region. 
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At the central level, the chief of the antimalaria service in the Institute of 

Social Hygiene was responsible to the chief of the General Service of Hygiene and 

Preventive Medicine for collecting and centralizing all the information relating to 

malaria in the country, for obtaining the approval of the Minister of Public Health 

to future plans, and for giving instructions to the competent authorities at local 

level. The central service, with a doctor at its head, had at its disposal a 

haematological and an entomological laboratory, a secretariat, and ten mobile groups 

for hygiene and preventive work, each composed of two doctors, two health assistants, 

two nurses, a secretary, two drivers and two manual workers. 

In addition to technical and medical personnel, health assistants were also 

employed to work under the direction of an entomologist in such duties as the examina- 

tion of blood slides, the identification of local species of Anopheles, or the carrying 

out of epidemiological and entomological inquiries, for which duties nurses were also 

employed. 

Since 1956 it had been the practice for all positive cases detected by the health 

centres, to be checked by the central services. From 1960, in areas where residual 

foci had been discovered, a systematic blood examination had been called for in all 

cases of fever coming to the health centres. Detection by mobile teams was also 

carried out. 

Malaria had been found to be endemo- epidemic in the region of the plateau and 

hyper- endemic in the rest of the country. Over 800 000 cases had been reported in 

1949, but by 1959 the eradication campaign had led to a spectacular fall in the number 

of cases. Spraying by DDT and dieldrin had brought about a rapid disappearance of 

A. funestus in many areas, particularly on the plateau and in the south and the east, 

and the other main vector, A. gambiae was also susceptible. No case of resistance 

had been noted. 
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Plasmodium falciparum was the parasite most frequently encountered in Madagascar. 

Transmission continued throughout the year in coastal areas, the period of greatest 

intensity being the hottest and most humid season, from the end of November to 

mid -May. Although no precise epidemiological data was available for the rest of the 

country, it was thought that transmission could at most occur only during the period 

from November to April. 

From 1949 chemoprophylactic measures had been taken in conjunction with the use 

of insecticides (ï}DT, dieldrin and ICI). Free drugs were distributed to all children 

from birth to school -leaving age. Although such measures had been considered only 

as a means of limiting the effects of malaria among the most vulnerable part of the 

population, the rapid improvement in the health situation had been in large part 

attributed, by the public and the medical profession alike, to the protection 

afforded by drugs, which were being distributed to an increasing extent. Neverthe- 

less, such distribution was still only on a partial scale, the adult population for 

the most part not having been covered. 

Good results had been obtained from the spraying that had been carried out. He 

gave an account of the insecticide solutions used and the intervals at which spraying 

had taken place, which were largely determined by budgetary limitations. It had not 

proved possible to achieve total coverage of any zone, only the more easily accessible 

areas having received regular treatment. Moreover, many of the local inhabitants 

had been unwilling to co- operate. 
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On the high plateau, the epidemiological situation was favourable to the 

application of an eradication programme; in several parts of that area interruption 

of transmission appeared to have been achieved and the remaining foci were relatively 

limited. It could be said that a state of near eradication had been -reaсhed..in_the 

whole of that zone, and it would appear logical to place it under epidemiological 

surveillance aimed at complete eradication in two or three years, during which time 

the need for mass chemoprophylaxis would of course diminish. 

In the coastal areas, it was indispensable to continue the campaign energetically, 

carrying out entomological and epidemiological studies and being prepared for a 

rapid resumption of DDT spraying in the event of the possible return of A. funestus. 

P. falciparum was now almost solely responsible for malaria on the plateau, 

although prior to 1949 P. vivax had been just as frequently reported. The vectors, 

as in the rest of Madagascar, were A.•funestus and A. gambiae, but since the spraying 

campaign of 1949/50 A. funestus had been confined to the north of the province of 

Tananarive, while A. ÿambiae, an exophilic vector, remained widespread. Both 

vectors were susceptible to dieldrin and DDT. 

The plan of action was based on the following principles: detection of lases 

by all possible means; rapid treatment aimed at complete control within a six -monthly 

period; epidemiological inquiry to discover whether a case had resulted from a local 

recrudescence or from importation; epidemiological and entomological inquiry into 

the background of the case (family, village, canton) to delimit as precisely as 

possible the extent of the foci; immediate spraying with insecticides; repeated 

inquiries in the area concerned to ensure that the measures taken had achieved 

interruption; and, in the case of persistence of transmission, the repetition of 

spraying. 
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Passive surveillance was undertaken in the region of the plateau. Blood samples 

were taken in all cases of fever, and prophylactic drugs were administered to all 

suspected cases. Blood slides were sent to the central service laboratory, which 

informed the health centre concerned of all positive cases; such cases were then 

given radical treatment, and he gave a description of the medication administered. 

Following treatment, the patient remained under review for a period of six months 

after becoming negative, and was subject to an epidemiological inquiry carried out 

by the health assistant of the prefecture. The aim of such inquiry was to determine 

cases of recent local contamination, in which event an examination was made of the 

patients background. Copies of reports on such inquiries were sent to the central 

and provincial authorities concerned, after which the central antimalaria service, 

if considered necessary, initiated a wider epidemiological and entomological inquiry 

in the area to detect and delimit any possible foci of transmission. 

While there was a fairly wide health network on the plateau, it was insufficient 

to ensure complete detection of all cases of malaria in the region, and in other 

areas with a more scattered population the position was even less satisfactory. 

Passive surveillance had to be complemented by active case detection, which was 

carried out by health assistants by regular visits to the villages. Cases found by 

those means were dealt with in the same manner as that described under passive 

surveillance. He described in detail the administrative arrangements for 

registration of cases and their treatment. The information received by the central 

service enabled it to decide on the immediate action to be taken for eliminating foci 

of transmission. The results furnished by the system of epidemiological surveillance 

would determine the precise action to be taken in each region. 



А17 /Р&B /Min /2 

page 17 

The system of surveillance could be summarized as follows: (а) passive 

detection by all health centres; (b) active detection by health assistants in the 

sub -prefecture and possibly also by mobile health groups; (c) blood examinations 

by laboratories at sub- prefecture level with checking at the central laboratory 

and rapid cсmmunјcan if results to the competent bodies; (d) radical treatment 

of positive cases as rapidly as possible; (e) individual epidemiological inquiries 

into positive cases by the health assistant of the sub -prefecture; (f) epidemio- 

logical and entomological inquiries by mobile health groups and entomological teams 

in the region, village or canton where cases of recent local origin had been dis- 

covered; (g) intervention by the central antimalaria service, on the basis of 

information received, for the immediate elimination of possible foci. 

At the beginning of 1961 a start had been made in organizing a system of 

passive surveillance that had yielded some results. In February of that year a 

health post had reported on three cases of confirmed malaria at about a hundred 

kilometres north of Tananarive. A rapid inquiry had established that an active 

focus of infection existed in the district, and that A. funestus had reappeared on 

a large scale. Disinfection teams were sent immediately, health posts were warned 

of the situation and information on it was rapidly obtained, enabling it to be dealt 

with speedily. A comparison of the number of cases occurring before 28 February 

1961 with those after that date would show the value of the system, which had 

enabled a rapid delimitation of affected zones and the immediate treatment of all 

detected cases. 
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In 1960, after a study of the epidemiological situation and an evaluation of 

the material resources a new orientation was made: in view of the immediate im- 

possibility of undertaking eradication throughout the island, plans were made for 

consolidation on the plateau, where the necessary conditions existed for effective 

surveillance. After a spectacular fall in the malaria figures from 1955 to 1958, 

when spraying operations had ceased, the disease had gradually resumed its importance 

with the reappearance of A. funestus, and anew plan of work had been necessary to 

maintain the state of near eradication. 

In the high plateau 1 900 000 people were under effective protection, but to 

bring eradication in the country as a whole to a successful conclusion would require 

sums of money far in excess of what was at present available. 

Dr BELIOS (Greece) paid tribute to the report, which gave a clear appraisal of 

the substantial progress made in the world -wide eradication programme and formed a 

summary of the methodology of eradication and the advances made in researeh.into the 

problem. 

Among the difficulties that had been encountered, he made particular mention 

of quartan fever following upon blood transfusion. In his country, where 

P. male ~iae infections had previously been extremely frequent, twenty -six such 

induced cases had occurred in 1963, compared with only sixteen indigenous cases. 

While the majority of such cases did not appear in the short term to constitute a 

source of infection, that might not be so in the long run for countries with a high 

epidemic potential. In Greece at least, the drugs used (the k- aminoquinolines) 

were rather slow in overcoming those induced infections and did not appear always 

to ensure a radical cure. 
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In 1963 a WHO consultant had undertaken an epidemiological study of the 

proem in certain southern European. countries and in the Eastern Mediterranean. 

He hoped that the Organization would make a more thorough study of the difficult 

problem of preventing such infections. He associated himself with the remarks of 

other delegates concerning the need for research development. 

Dr Sushila NAYAR (India) said that India had now completed the sixth year of 

her malaria eradication programme. There were now 391 malaria eradication units, 

covering a population of 41+8 million, 228 of these units being in the consolidation 

phase. It had been hoped that another eighty units would pass into that phase by 

1 April 1964. Nine eradication assessment teams had been established, the teams 

consisting of one director of state health services, and two representatives of 

international agencies such as WHO or USAID. Close attention had been paid to the 

question of independent appraisal: sixty units had been passed as being ready to 

enter the consolidation phase as from 1 April 1964. The aim had been to bring about 

seventy -eight units into the maintenance phase: in fact, 62.5 had been passed as 

being ready to enter the maintenance phase as from 1 April. Work had been started 

in Bhutan, where a new unit had been established and over one million people were 

covered. 

With the approach of the maintenance phase, the integration of malaria staff 

into the regular health services was becoming very important. In India 3500 primary 

health centres, each covering about 60 000 people, had been established, about 700 of 

them being required in areas from which malaria eradication teams were being withdrawn 

(the aim was to establish ultimately 5000 such centres, covering all the rural areas 

of India). The problem of integrating malaria staff into the general health services 
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was relatively easy in areas where such centres had already been established. Else- 

where, malaria eradication staff were being used to form the nucleus of a primary 

health centre and general health service. The aim was to have one male and one 

female worker serving every 10 000 of the population (or every 2000 families), 

providing advice on nutrition, child care and family planning as well as checking 

malaria cases. In addition, a doctor and a worker to deal with vital and health 

statistics were being assigned to primary health centres, and at the district level 

(covering about 1.2 to 1.5 million people) an epidemiologist was being assigned, in 

addition to the health officer. It was hoped that malaria eradication staff could 

thus be integrated into the general health services for communicable disease control 

work. 

There had been some failures in India, retarding the programme by a year or so, 

but progress had been made during the last two years, and it was hoped that the lost 

ground would soon be recovered. As suggested during the first meeting of the 

Committee, a careful study should be made of all failures, for the benefit of 

malaria eradication programmes in all parts of the world. Inter- border meetings 

and co- operation between neighbouring countries were essential. 

Continued research was necessary to find new insecticides and drugs in order 

to solve resistance problems. As already suggested, with the malaria eradication 

programme approaching completion, WHO's attention should be centred more and more 

on the problem of sanitation, including water supply and drainage - not only to 

prevent the breeding of mosquitos, thus consolidating malaria eradication, but 

also to eradicate other vector -borne diseases. 
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It was important that work should be started in areas where no eradication 

programme existed as yet. Although it was gratifying to note that preparatory 

action had been taken in many countries, it was to be hoped that the preparatory 

stage would not be too long, and that malaria eradication programmes would be 

launched even in areas where there was as yet no basic health structure: a malaria 

eradication programme could itself provide the foundation for national health 

services in those areas. 

Professor de HAAS (Netherlands) said that, as was clear from the reports on 

the programme in various parts of the world, the problems facing malaria eradication 

were manifold and anopheline insecticide resistance was perhaps not the most serious 

problem, since it concerned only restricted numbers of mosquitos, and intensive 

research was being carried out to develop new insecticides. Drug resistance was 

perhaps of more importance, and reports of chloroquine resistance were disquieting. 

Further research was needed here. Even more important was the very incomplete 

knowledge of epidemiological factors, including the habits of Anopheles and peoples' 

ways of living. A Dutch scientist had concluded from experiments in DDT -spraying 

of houses that about fifty per cent, of the mosquitos survived, mainly because they 

left the houses before they had received a lethal dose, but also because large 

numbers of mosquitos feed outside the houses. Regarding the population, nomadism 

and the custom of remaining outside the house during early evening, as well as 

unsatisfactory house -construction, caused some difficulties. Finally, there were 

tremendous operational problems, including lack of personnel, lack of transport, 

incomplete coverage, and inadequate supervision. 
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Pre -eradication programmes, in which information is collected on the epidemiological 

situation, on existing health facilities, and on morbidity and mortality rates, were of 

great importance. Moreover, these programmes included the development of training 

facilities for the preparation of personnel for the malaria eradication services as 

well as for the rural' health infrastructure. 

Malaria campaigns wóuld have to be integrated eventually into the general health 

services, and this would have to be borne in mind in the training of personnel. In 

this connexion, national health authorities in consultation with WHO advisers would, 

of course have to decide on priorities.. 

During the period 1955 to 1960 about six hundred cases of malaria had been 

notified in the Netherlands, the great majority imported from tropical countries. 

During the past years, there had been no more notifications, and malaria could be 

regarded as eradicated from the Netherlands. However, health authorities would have 

to remain on the alert as long as malaria still existed in some parts of the world. 

Dr ROBERTSON (Ghana) noted with great pleasure that, since the Director -General 

had presented his last report on malaria eradication, the programme had been extended , 

with gratifying success, relieving millions from the scourge of malaria and at the same 

time furthering socio- economic progress. The African region, however, still remained 

outside the area from which malaria had been eradicated, and it was unfortunate that 

Africa did not yet. enjoy any substá.ntial benefits from the malaria eradication programme. 

Ghana's pre -eradication programme, like the many others being implemented in the 

African region, was indicative of the Government's desire to undertake a full -scale 

malaria eradication programme. He hoped that WHO would appreciate the need to 

extend its support and encouragement to the countrios of Africa, and would give the 

programme a truly global character, eliminating the danger of reintroducing the 
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disease. He trusted that WHO would continue the work that it had undertaken, so that 

some measure of success might be achieved in Africa, and that the attainment of the 

consolidation phase in Europe would not offer an excuse for the Organization to become 

preoccupied with possible difficulties, damping the enthusiasm of the governments and 

peoples in the tropics. A global malaria eradication programme called for effective 

co- ordination, and Ghana looked forward to co- ordinating its pre -eradication programme 

with others in West Africa, so as to ensure progress towards the launching of a 

full -scale malaria eradication programme in the region. He hoped that the 

Organization would help the achievement of this co- ordination both within the various 

countries and between the several States. 

The report emphasized the importance of the training of personnel and, in this 

connexion, he was happy to note the increased number of malaria eradication training 

centres in West Africa. He hoped that the centres would be strengthened, to provide 

effective training for all grades of personnel - whenever possible in the environment 

where they would later work. 

He noted with interest the satisfactory results that had been achieved with 

medicated salt in British Guiana. A similar project in northern Ghana had met with 

difficulties, and he hoped that it would be possible for WHO to study the causes of 

failure with medicated salt projects and to develop new techniques. 

In conclusion, he requested the Organization to continue to encourage malaria 

eradication programmes and to do nothing that might slow down the work. Malaria was 

a basic problem in Africa. Moreover, as long as the disease persisted it threatened 

to undo the work already achieved. 
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DrAL -WAHBI (Iraq), in view of some of the statements that had been made during 

the discussion - in particular, that made by the delegate of Italy, -wished to 

emphasize some of the points he had previously made during the meeting of the 

Executive Board. 

Reference was made in the report to the integration of malaria eradication 

workers into the general health services. Special training courses had been 

recommended for those workers, but he would stress the need to train them as multi- 

purpose workers right from the beginning, so that they would later become useful 

members.of the medical, and, more especially, paramedical personnel. 

Regarding the co- ordination of malaria eradication programmes; in the past Iran 

and Iraq had held co-ordination meetings twice yearly; at the last meeting, Turkey 

and Syria had also been invited to attend. In this connexion, he stressed the 

importance of the exchange of experience on a broader basis. 

It was part of the policy of the Organization to integrate malaria eradication 

programmes into the general health services and, in particular, into the rural health 

services where those already existed. Whilst he fully acknowledged the wisdom of 

that policy, he stressed that it was essential that those services should be absorbed 

into an efficient administration. It was disastrous to be hasty; in Iraq, for 

instance, it had been thought that the eradication programme in a certain area could 

be thus integrated, but lack of efficiency and personnel to provide adequate super- 

vision had made it necessary to return to the original full -scale programme. 

Co- operation was absolutely essential at all levels: between medical and para- 

medical personnel, between government and local authorities, between private physicians 

and on the part of the whole population. Health education for doctors in Iraq had 

shown that the general practitioner could play a very active part in the eradication 

programme during the surveillance phase. 
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It might serve a very useful purpose if WHO sent a team to investigate the 

special problems that had arisen in the southern part of Iraq. Antimalarial drugs 

had been used on a large scale, covering the population of more than a quarter of a 

million, but problems had been encountered and various solutions had been tried. 

He was eager to hear the statement that was to be made by the representative 

of UNICEF, and to learn what decisions had been taken during the recent meeting in 

Bangkok, for UNICEF had played an active part in malaria eradication, and he hoped 

that it would continue to give high priority to that programme. 

He had unerstood the delegate of Italy, earlier in the meeting, to have proposed 

that the Organization abandon the global malaria eradication programme and substitute 

for it the aim of reducing the disease over large areas; such a suggestion really 

alarmed him. He recalled how, at the eighth session of the UNICEF /WHO Joint Committee 

on Health Policy, held in New York in 1955, when UNICEF had agreed for the first time 

to give priority to the malaria eradication programme, statements had been made by 

the world -famed malariologists, Dr Russell and Dr аmрana, convincing the meeting 

that malaria eradication was feasible. He accepted that philosophy, and main,ained 

that a failure did not provide a reason to abandon a philosophy. Investigations 

would have to be made to discover the reasons for the failures. He wholeheartedly 

supported the point made by the delegate of Italy, regarding the need for further 

research. 

Dr EL DORAI (Kuwait) expressed deep satisfaction with the report on the malaria 

eradication programme. 

Legislative enactments were needed to give legal sanction to malaria control 

measures, but unfortunately in many countries such legislation had not yet been 
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developed.. The diversity of local factors made it impossible to frame a law applicable 

to all countries, but any law should govern at least the concept of an epidemic zone, 

the compulsory notification of the disease, obligatory examination and treatment, 

and quarantine measures for immigrants. 

Consideration should be given to including malaria amongst the occupational 

diseases. Health education was most valuable in facilitating malaria control. 

The malaria control services should be organized by the public health service 

itself, or should at least be under the supervision of the health authorities. 

Two important considerations were now pressing governments to speed up their 

eradication programmes: the problem of insecticide resistance, and the development 

of major irrigation schemes, both of which factors would certainly increase malaria 

risk and make malaria eradication very expensive and difficult. The acceleration 

of eradication programmes, of course, entailed an ever -increasing need for trained 

staff for the international advisory services and for the national cadres. 

In the evaluation of the minimum requirements of health services to support a 

malaria eradication programme, consideration had to be given to the health infra- 
. 

structure, its role and its relationship to the malaria eradication service. 

Assessment of the prospects of success of the programme should include consideration 

of operational elements such as communications, coverage, supervision, and admini- 

strative factors such as personnel, financing, supplies and transport. Entomological 

factors should not be forgotten. during the implementation of the maintenance phase. 
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In the Eastern Mediterranean Region, three quarters of which was malarious, 

extensive eradication operations were taking place, and insecticide spraying had 

led to marked reduction in the incidence of the disease. Although malaria was 

not a health problem in Kuwait, control work involving insecticide spraying had been 

conducted for the past few years. 

The Governments of Iraq and Kuwait had recently signed an agreement according 

to which the Government of Kuwait would lay pipes to conduct water of the Euphrates 

into its country. Much of this water was to. be used for irrigation purposes, and 

Kuwait hoped to have the assistance of the Regional Office in solving the problem 

of the vector -breeding sites that would result. 

Reference was made in the introduction to the report on the malaria eradication 

programme to the meeting of the Expert Committee on Malaria held in September 1963 

in Rio de Janeiro. The meeting had considered an agenda dealing almost exclusively 

with the epidemiological aspects of the malaria eradication programme, including the 

prevention of reintroduction of malaria into areas from which it had been eradicated. 

How could that aim be achieved unless the Organization could obtain complete 

epidemiological information from all countries of the world? Until all countries 

of the world were represented in the Assembly, global eradication would never be 

achieved, and it would have to continue to be regarded as "semi - global ". 

The meeting rose at 11.55 a.m. 


