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1. OPENING REMARKS OF THE CHAIRMAN 

The CHAIRMAN welcomed the delegates, particularly those participating for the 

first time - among whom were those of the two new Members, Guyana and Barbados - the 

representative of the Executive Board, and representatives of the United Nations, the 

specialized agencies, and inter -governmental and non -governmental organizations. He 

appealed to participants to be concise in their discussions, and thereby assist in 

bringing the Committee`s work to a judicious and speedy conclusion. 

2. ET.F,CTION OF VICE- CHAIRMAN AND RAPPORTEUR: Item 2.1 of the Agenda (Document А20 /L0) 

Dr BERNARD, Assistant Director -General, Secretary, at the request of the CHAIRMAN, 

drew attention to Rules 25 and 56 of the Rules of Procedure and read out the third 

report of the Committee on Nominations, in which Dr Gonzales (Venezuela) and Dr Mayuga 

(Philippines) were nominated for the offices of Vice -Chairman and Rapporteur respec- 

tively. 

Decision: Dr Gonzales (Venezuela) and Dr Mayuga (Philippines) were unanimously 

elected Vice -Chairman and Rapporteur respectively. 

5. ORGANIZATION OF WORK 

(4) 

The SECRETARY, at the 

of resolution WНА20.j, 

request of the CHAIRMAN, read out paragraphs (1), (5) and 

which set out the Committee's terms of reference. 

The CHAIRMAN said that the Committee would, as was customary, begin by considering 

programme matters, and would take up discussion of item 2.2 of its agenda (Review and 

approval of the programme and budget estimates for 1968) at the appropriate time. 
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The Health Assembly had referred to the Committee two of the supplementary agenda 

items: Policy governing assistance to the developing countries;. and international 

monitoring of adverse reactions to drugs (report by the Director- General on the 

progress of negotiations). Those items would be included in the Committees work 

at an appropriate moment. 

The Committee would meet from 9.30 a.m. to 12 noon and from 2.30 to 5.30 p.m. 

The SECRETARY drew the Committees attention to the working documents before it; 

Basic Documents (eighteenth edition), the Handbook of Resolutions and Decisions, 

covering the period 1948 to 1965, Official Records No. 154, which contained the 

proposed programme and budget estimates for 1968, acid a large number of mimeographed 

documents, with the symbol A20 /Р&B / -. 

Dr WATT, representative of the Executive Board, said that, when he reported on 

the findings of the Executive Board concerning various items of the agenda, he would 

make frequent reference to Official Records Nos 151, 157 and 158. 

4. DEVELOPMENT OF THE MALARIA ERADICATION PROGRAMME: Item 2.4 of the Agenda 

(Resolutions WHA19.13 and EBз9.R27; Document А20 /Р&B /1) 

The CHAIRMAN invited the Secretary to introduce the Director-General's report 

on the development of the malaria eradication programme. 
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The SECRETARY said that his remarks would relate to the body of the report, pages 

2 to 45, the remaining pages being an appendix on the status of malaria eradication by 

region and by country. 

Section 1 of the report concerned the progress of the programme as a whole during 

1966, at the end of which, out of a population of 1 635 000 000 living in originally 

malarious areas, 1 251 000 000, or 77 per cent., were in areas in which eradication had 

been achieved or in which eradication programmes were being carried out. A summary 

of the situation was given in Figure 1, which indicated the comparative progress made / 
during the year in the different phases of the programme. The most substantial 

results were to be seen in the areas passing from the consolidation to the maintenance 

phase, in which there had been an increase representing approximately 98 000 000 people. 

There was a decrease in the figures for the preparatory, attack and consolidation 

phases, as a normal development of programmes towards the maintenance phase. There 

had been however some progress in moving from the attack to the consolidation phase in 

eleven countries, and the attack phase had been extended to new zones in five countries. 

Two new eradication programmes had been begun. Efforts had been made in other areas 

during 1966 to prepare the way for eradication by preliminary surveys or pre -eradication 

programmes. 
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There had been delays and setbacks in certain programmes, due mainly to 

inadequate administration and lack of funds. It was a matter of prime importance 

for governments, with the Organization's assistance, to remedy that state of 

affairs if the efforts that had been made and the results so far obtained were 

not to be wasted. 

Section 2 of the report related to the planning, execution and evaluation of 

programmes. It was based largely on the recommendations of the Expert Committee 

on Malaria which had, in 1966, examined the eradication programme as a whole, 

analysed the factors that had influenced its development, and studied the possibilitie3 

for future development. The Expert Committee's conclusion concerning the need 

for ensuring that future programmes fitted into the health sector of the overall 

national socio- economic development plans was particularly worthy of note. 

Emphasis had also been placed upon evaluation of the programme. It had been 

found that, in forty -two WHO- assisted programmes during the past five years, 

twelve, comprising a population of 626 000 000 originally exposed to the disease, 

had made good progress and had a good chance of reaching their goal within the 

prescribed time if operations continued at their present pace. Twenty -two, 

covering a population of 230 000 000, were at present progressing too slowly to 

attain their objective in the time originally foreseen but could be brought to 

completion if their plans and means of execution were revised and improved. Eight 

programmes, corresponding to a population of 35 000 000, had made such limited 

progress that radical changes would have to be made in the plans and their 
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execution if eradication was to be achieved. The Expert Committee had therefore 

tried to identify the factors that had had an unfavourable influence on those 

operations. As could be seen from the indications given in section 2 of the 

report, there was no room for complacency. New and strenuous efforts would be 

necessary to maintain what had been accomplished, to surmount the obstacles to 

the execution of programmes, and to extend the programme to countries at present 

in the pre -eradication phase. `iпе Expert Committee had viewed the problem in a 

realistic and constructive way. Recognizing that "great social and economic 

benefits have followed wherever eradication has been achieved" and believing 

"that this constitutes one of the greatest achievements in the field of health 

yet recorded ", it had recommended that WHO continue and intensify its efforts 

"to secure malaria eradication in each of the regions and finally throughout the 

world and that when a government has signed a plan of operations for a malaria 

eradication programme, it should give the programme its unrestricted support". 

Section 3 concerned pre -eradication programmes, covering twenty -three countries 

and 186 000 000 people. The African Region was deserving of particular attention, 

and the conclusions of the Expert Committee in that respect could be found on 

pages 19 and 20 of the report. 

Sections k,.5 and 6 dealt respectively with the training of national malaria 

eradication staff, registration of areas where malaria had been eradicated (in 

which connexion attention was drawn to Ta)-le 3, which reproduced the official 

register of areas where malaria eradication had been achieved), and maintenance of 

achieved eradication. 
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Sections 7, 8 and 9 were of particular interest fir the future development 

of programmes. Section 7 dealt with the technical problems and approaches to 

their solution. Although the problem areas - those where the correct and systematic 

application of residual insecticides had failed to interrupt transmission - 

comprised only about one per cent. of the total population in the world programme, 

and remained fairly localized, they were none the less important by reason of their 

operational and psychological consequences and of the risk they represented to 

neighbouring areas freed from the disease. The solution of the problem depended 

less upon new attack methods than upon a rational combination of known methods 

rigorously applied. The resistance of malaria parasites to drugs had given rise 

to understandable anxiety. The Organization had supported a number of research 

activities on the problem, which had been reviewed as a whole in April 1967 by 

a Scientific Group on the Chemotherapy of Malaria. Efforts were continuing in 

that direction, but the best way of preventing the spread of such resistance was 

obviously to interrupt transmission - a further argument in favour of the recommen- 

dations of the Expert Committee. 

The report also dealt with the question of vector resistance to insecticides. 

The situation had changed little during the year either in respect of the number 

of species of vectors or the extent of the areas affected by such resistance. 

The situation, however, was under constant review. The report gave an account 

of the field trials being undertaken to assess practical methods of achieving 

interruption of transmission where such interruption had not yet been possible, 

to assess the value of new insecticides, and to test different antilarvicidal 

formulations and drug regimens. 
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Section 8, on research, complemented the previous section. It was intended 

cniy to indicate the general direction of research and to give some illustrations 

of it. . 

Section 9 of the report dealt with co-ordination between countries having 'а 

common frontier. A list was given on pages 43 and й of border and regional 

co- ordination meetings held dur'.ng the year. The importance of such 

co- ordination activities had been repeatedly emphasized: they were indispensable 

for concerted eradication programmes and were of great economic significance, 

since they could relieve the countries that had already reached an advanced stage 

of eradication of the additional cost of protective spraying of areas contiguous 

to countries that had not made the same progress. Mention was also made of 

co- ordination between international agencies or bodies offering bilateral aid to 

the programme. 

Section 10 gave a brief account of the advisory services provided by WHO. 

A special effort, had been made in 1966 to analyse the situation, to define 

the problems and to carry out research to find better practical solutions adapted 

to the epidemiological situation, the level of development, the possibilities, and 

material and human resources of the different countries. To summarize the 

attitude of the-Director- General on the subject, it was based upon a clear view 

of the great difficulties to be faced and upon a reasoned confidence in the ultimate 

success of the programme. 

Dr WAIT, representative of the Executive Board, said that in its resolution 

ЕВ 9.R27 the Executive Board had recommended a draft resolution for the consideration 

of the Committee and of the Health Assembly. 
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The Nineteenth World Health Assembly had expressed considerable concern at the 

apparent slowing -down of progress, and had asked the Executive Board to see what 

recommendations could be made to enable the programme to proceed at a pace 

consistent with the hopes and aspirations of governments. The Board had reviewed 

the Director -Generals report in detail and had asked the Director- General to 

bring it up to date with any further information that might have become available 

between the Board's thirty -ninth session and the Twentieth World Health Assembly. 

That had been done, and formed the report that had just been introduced. 

The third paragraph of the preamble to the draft resolution contained in 

resolution ЕВз9.R27 might at first sight appear to be at variance with what the 

Secretary had said concerning the beneficial socio- economic developments that 

would accrue from malaria eradication. There were many studies that showed the 

benefits of the elimination of malaria from specific population areas. They 

were, however, specific for definite situations; and many of them were not 

sufficiently broad or did not cover sufficient variation in region or climate to 

permit of ready adaptation to the needs of other countries. It was to emphasize 

that point that the third paragraph of the preamble had been included. 

Another point that had been discussed in great detail in the Board was the 

question of the difficulties encountered in the programme - becuase, in many 

cases where the tools were adequate, the planning and administrative support of 

programmes did not allow of the full use of the technical resources available. 

The Board had therefore considered that the point should be highlighted in the 

draft resolution. 
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The Board had also felt that the time had come to re- examine the global strategy 

of malaria eradication, in the light of the reports of technical experts on current 

studies of the biology of mosquitos and of the parasite. A wide variety of anopheline 

vectors were involved, with many different characteristics, varying in different 

parts of the world. Studies. being conducted or co- ordinated by WHO and reported 

by expert committees indicated real opportunities for progress in means of controlling 

the vectors. Though not available for immediate use, such means were available in 

laboratory form and needed to be advanced rapidly to field trial and use. Because 

some of the weapons in use were not as sharp as once they had been owing to problems 

of resistance and difficulties in using mass spraying techniques, the Board had 

con_,idered that a serious study of the situation should be made, and had recommended 

that the Health Assembly request the Director -General to re- examine the global 

strategy and report his proposals to the Twenty -first World Health Assembly. 

It had been implicit in the discussion that the Board would continue as in the 

past to examine the question at its January session, and it had not therefore been 

considered necessary to ask for specifically a report at that time. 

Hе would be happy to answer a.iy questions on points of detail. The Board 

wished to communicate its pleasure at the progress already made and its conviction 

that attention to the points he had mentioned would provide an opportunity for moving 

ahead even more effectively in the future. 

Dr ALDEA (Romania) said that while noteworthy results had been achieved in the 

eleven years since the malaria eradication programme had first been launched, there 

had been unequal rates of progress in different areas of the world. In the European, 
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South -East Asia and American Regions, 95 per cent. of the population originally 

exposed to risk had entered the maintenance phase and 87 per cent, the consolidation 

phase. In the African Region, however, only 3 per cent, of the population had entered 

either phase, while in the Eastern Mediterranean Region the eradication programmes 

covered only 56 per cent, of the population and, in the Western Pacific Region, only 

3 per cent. Moreover, of the forty -two programmes sponsored by WHO, thirty (covering 

1 a population of 365 million) were not developing according to plan. 

His delegation, which agreed with the views expressed by the Expert Committee 

on Malaria and the Executive Board as to the various difficulties encountered, con- 

sidered that in future, before any programme was drawn up, a careful study should be 

made of local conditions and of the most appropriate methods to be used. On the 

basis of its experience, the Organization should help national administrations to 

define the minimum requirements for implementing an eradication programme, to ensure 

that the results achieved warranted the expense incurred and the efforts made. 

Past experience had proved that, if a malaria eradication programme was to be 

successful, it had to be integrated into the over -all health plan of the country 

concerned. If, moreover, the establishment of the national health plan was itself 

preceded by a detailed study of the available health statistics, or by a study on 

the socio- economic conditions of a representative portion of the population, the 

determination of priorities and of the various stages of the plan would be 

facilitated. 
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Before a malaria eradication programme was implemented, a detailed pilot project 

should be carried out to determine local epidemiological factors, test the effiency 

of the methods that would be used later, and assess the requirements in equipment and 

staff for the programme as a whole. Since it was essential to have an adequate 

number of national staff on any malaria eradication programme, the Organization, and 

all interested countries, should grant priority to the training of medical personnel, 

and particularly of auxiliary workers. 

Research was of particular importance to malaria eradication programmes, and 

the systematic and detailed evaluation of such programmes had proved to be of real 

value. The programmes should be evaluated at least once a year, either by a 

permanent interdepartmental national body established for the purpose or by experts 

appointed by WHO. A national body would, of course, have the advantage of ensuring 

that the programme was evaluated by those who had a detailed knowledge of local 

conditions and who could therefore apply any necessary corrective measures. 

National health authorities were faced, in the maintenance phase of malaria 

eradication, with complex technical and administrative problems and should be 

constantly aware of the fact that premature curtailment of the programme could 

compromise earlier efforts. Experience in Romania, as in other countries, had 

shown that technical and financial difficulties could be avoided by the integration 

of malaria eradication programmes in the national health plan. 
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Research was particularly valuable during the maintenance phase. In Romania, 

detailed research had been carried out, under the programme co- ordinated by WHO, into 

certain aspects of infection by P. malariae: for example, into the infective capacity 

of post -transfusion cases and asymptomatic carriers for local vectors, and efficient 

methods of laboratory diagnosis of asymptomatic parasitaemias. The studies on the 

experimental transmission of P. malariae in man had shown that the local strains 

produced infections which, although only moderately serious, were of long duration 

and capable of infecting A. atroparvus during the asymptomatic period, for up to X1-04 

days. Research in Romania had also confirmed that immuno- diagnosis was of undoubted 

value during the maintenance phase and especially in discovering blood donors with 

asymptomatic parasitaemias. Romanian specialists were also studying the efficiency 

of certain new synthetic antimalarial drugs, such as the product R0.12. The 

Organization was, he thought, right to give priority to research into new types of 

insecticides and into biological control. 

A monograph, published in Romania in 1966 and containing information on the 

results achieved by research as well as on the methods and techniques used in 

Romania's malaria eradication programme, had been sent to all countries and was 

available to specialists throughout the world. 

His delegation appreciated WHO's support, at the international level, for 

measures to prevent the reintroduction of malaria into areas in the maintenance phase 

of eradication and he wished to direct the Committee's particular attention to the 



A20/Р &B/SR/1 

page 14 

recommendations of the Expert Committee on Malaria as well as to the publication by 

WHO in the Weekly Epidemiological Record of certain information which was of assistance 

to national health authorities. His delegation also considered that the meetings 

held periodically to ensure co- operation in malaria eradication programmes between 

neighbouring countries, or countries in the same area, were of value, and that more 

should be held in future. 

Lastly, he expressed general agreement with the resolution proposed by the 

Executive Board in resolution EB39.R27. 

Dr СHANDRASЕESHR (India) said that his government's plan to establish a net -work 

of primary health centres throughout India's rural areas had at one point been 

hampered owing to lack of resources. However, with the entry of the malaria eradi- 

cation programme into the maintenance phase, it had been possible to transfer some of 

the workers to serve, after a course of training, with the sub -centres of the primary 

health centres. Such workers would thus not only help to strengthen the country's 

basic health services but would also be responsible for vigilance activities in 

connexion. with malaria and would assist in activities against other communicable 

diseases for which control or eradication had been initiated. 

Commenting upon the socio- economic gains of the malaria eradication programme in 

India, he said that, from the work carried out by Chopra in 1933 and by Sinton in 1935, 

it had been ascertained that the incidence of malaria at that time had been 100 million, 
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with a mortality of one million and a consequent economic loss of Rs. 10 000 million. 

In the post -partition period, and before the malaria eradication programme was 

implemented, the annual incidence of the disease had been 75 million, with an annual 

economic loss of Rs. 7500 million; that figure should be compared with 0.1 million 

cases of malaria in 1966 - a 99.8 per cent. reduction in the incidence of the disease. 

A similar percentage reduction could be estimated for the economic loss. 

Owing to the number of factors involved, it was difficult to give an accurate 

estimate of the economic benefits derived from malaria eradication. But, based on 

the increased production of certain cereals, cash crops and coal, the average economic 

gain per year during the period 194953 to 1961/65 had been estimated at Rs. 10 450 

million. Assuming that only 10 per cent. of that figure was attributable to malaria 

eradication, the economic gain of the programme would amount to approximately 

Rs. 1045 million per year. Even so, it should be noted that the increased use of 

fertilizers, pesticides and irrigation would have been of little avail without 

malaria eradication. 

A system of surveillance had been introduced for Indians returning from Thailand, 

where a drug resistant plasmodium had been detected. All such persons were required, 

on arrival, to furnish their address in India so that it could be communicated to the 

director of the health service of the state concerned. The local antimalaria or 

surveillance staff then took the necessary follow -up measures. 
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Dr GJEВIN (Israel) stressed the importance of evaluating the various 

malaria eradication programmes, in view of thei-.• different rates of progress. 

He supported the draft resolution recommended by the Executive Board in resolution 

EВ39.27 and, in particular, operative paragraph 4 thereof. 

In the fight against malaria, there could be no respite. With the increase 

in international traffic, the disease could always be reintroduced into countries 

from which it had been eradicated. Consequently, special preventive measures 

were needed, particularly where the presence of anopheline vectors in a sufficient 

nurber favoured transmission and where parasite carriers or infected anophelines 

could be continuously imported. Every effort should therefore be made to detect 

cases early, to administer radical treatment whenever a case was discovered, to 

carry out intensive epidemiological investigation, entomological investigation 

and adequate remedial measures, to disseminate information, and periodically 

to evaluate the situation. For that purpose, countries would obviously have 

to maintain at various levels, as stated on page 29 of document А2O /Р&В/L, a 

nuс1e•ls of specialized malaria personnel. Moreover, as stressed at the seminar 

held in Washington in Noveber 1966, the effectiveness of a health service in 

preventing the re- establishment of malaria depended upon a constant awareness of 

the problem, which could only be maintained by educating the public, and also the 

medical practitioners and health administrators. He realized, however, that it 

represented a heavy task for the Organization. 
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Professor FERREIRA (Brazil) said that there had been an annual incidence of 

8 000 000 cases of malaria in Brazil prior to the discovery of the residual insec- 

ticides and the new chemotherapeutic agents. As would be seen from page 55 of 

document А20/Р&B/1, following the initiation of the malaria eradication programme 

in 1958, vast areas, originally malarious, were now in the maintenance or consolida- 

tion phase. Certain other areas, however, were still awaiting the solution to 

various financial and administrative problems. 

It was his firm opinion that the lack of progress in any malaria eradication 

programme was due not so much to technical difficulties - resistance to insecticides 

or "problem areas ", for example - as to the administrative failures and financial 

difficulties referred to in the Director -General's report. For that reason, he 

whole -heartedly agreed with the delegate of Romania that, if results were to be 

achieved, it was essential for malaria eradication to be integrated into the basic 

health services. 

The Organization should not abandon the belief that malaria could be finally 

eradicated. It had in fact been eradicated in some areas: now it was a question of 

persisting in the fight to the end. 

Dr DORMAN (United States of America) expressed appreciation to the Director - 

General for the comprehensive review of the malaria eradication programme as con- 

tained in document А20/Р&B /1 and reaffirmed his delegation's support for the 

programme. It was essential for the World Health Organization t o act as a 

leader in co- ordinating the project. UNICEF, by providing training grants and 

equipment and supplies for over seventy basic health projects in malarious countries, 

had helped to assure the continuation of a sound programme. 
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The United States of America would continue to provide financial and 

technical assistance for malaria eradication in specific countries under its 

current bilateral agreements. Depending upon the availability of resources, 

it was prepared to give similar assistance to other countries where the 

government concerned was clearly committed to adequate support of a malaria 

eradication programme approved by both WHO and United States representatives. 

While it was gratifying to note that several countries had reached the 

maintenance phase of the malaria eradication programme, there would have to 

be a wider movement towards world -wide eradication if such gains were to be 

consolidated. WHO should therefore encourage any country which had not already 

done so to embark upon an eradication programme as soon as it was technically 

and financially feasible. 92 000 000 people lived in malarious areas where 

there were no plans for antimalaria programmes; such a reservoir of potential 

reinfection could undo much of the Organization's achievement, if left unattacked. 

WHO should not relax its efforts until final eradication had been achieved. 

More research was needed into operational problems as they developed in practice, 

and the management procedures applying in different parts of the world should be 

evaluated. There should be a more accurate delineation of the boundaries of 

malarious areas by scientific methods, followed by regular up- dating of geo- 

graphical reconnaissance findings. Further information was needed on the full 

use of insecticides other than DDT, as well as additional comparative data on 

DDT. Moreover, more knowledge was required of the toxicity of chemicals such as 

dieldrin and other insecticides used for house spraying. 
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Rural health services had an important role to play since, through health 

education, they could develop an enthusiam among the people to assist the official 

health services. 

Dr MUNASINGRE (Ceylon) said that the malaria eradication programme in Ceylon 

had suffered a setback following focal outbreaks of P. malariae and the reappearance 

of P. falciparum transmission. A total of 499 positive cases had been detected, 

of which thirty had been imported and 466 were indigenous; of the latter, 308 had 

been caused by P. malariae and the remainder by P. falciparum. After a lapse of 

two years, six positive cases of P. vivax had been detected. 

During 1966, an additional population of 0.3 million had been under coverage 

by insecticide spraying. At the end of 1966 there were 2.1 million in the 

maintenance phase, 4.9 million in the consolidation phase, and 0.45 million in 

the attack phase. 

Seven additional spraying units had been established to combat the foci of 

P. malariae and, in areas of P. falciparum transmission, mass radical treatment had 

been undertaken, along with regular insecticide spraying. A full course of 

radical treatment had been given to all household contacts of positive cases and to 

suspected cases in foci of transmission of all species of parasites. Spraying had 

been carried out at four - monthly intervals, using 75 per cent. DDT wettable powder. 

In the hyper - endemic areas, there had been total coverage of the population 

both by active and by passive case detection;, in the epidemic zone, coverage was 

wholly by the passive method. Active case detection was carried out mainly by 

surveillance agents, posted to areas with populations varying from 5000 to 10 000. 
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The passive form of case detection was carried out through the network of medical 

institutions, t'' -je results of оod -.near examinations being communicated to the 

vigilance unit officers, who in turn initiated investigations and radical treatment 

of the positive cases. Mass surveys were carried out within a half -mile radius of 

the positive cases at monthly intervals for two months, and spraying continued in 

four - monthly cycles for at least one year. 

Radical treatment for P. vivax and P. malariae consisted of 1400 mgs of 

amodiaquine spread over three days and 15 mgs of primaquine daily for fourteen days. 

For P. falciparum, the same dosage of amodiaquine had been given but primaquine was 

administered for only three days. Treatment was administered by vigilance unit 

officers. Mass radical treatment had been carried out on a population of 9542 in 

tе areas of P. falciparum transmission, expectant and nursing mothers and infants 

being excluded; following the treatment, no positive cases had been detected. In 

areas of P. malariae infection only, presumptive treatment consisted of a single 

dose of 600 mgs of amodiaquine. A total of 197 462 fever cases had received such 

treatment* 

Lastly, he said that, in accordance with the recommendation in Dr Gabaldón`s 

report, it was proposed to divide each region into two zones, with a special -grade 

public health inspector in charge. 

Dr ARIF (Iraq) said that the malaria eradication programme in Iraq had been 

started with the collaboration of WHO and UNICEF in 1957. More than half the 

population (4.5 million) had then been at risk. 
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During the ten years that had elapsed since then, much had been achieved, 

although many technical, social and administrative difficulties had been encountered. 

In particular, the development of resistance to DDT by the vector, Anopheles 

stephensi, in the south, and administrative difficulties in the north had had to be 

overcome. At present a full -scale programme covered the whole country. 

Тhs= Government had allocated £3 million sterling for malaria eradication in 

the five -year development plan, and £750 000 were earmarked for the financial year 

1966 -1967. 

In 1957, DDT had been used. Then because the vector, A. stephensi, became 

resistant to DDT, dieldrin had been used in the southern region for three years. 

Ater disappearing from the area, the vector bad reappeared again late in 1961 in 

Basrah, with unusally heavy density. It had been found to be resistant to dieldrin 

and to have high tolerance to DDT which, however, had again been used. 

Good progress had been made until 1962, by which time the central and parts of 

the southern regions had reached the consolidation phase. In 1963, however, 

because of the Basrah epidemic and of certain administrative and technical 

difficulties, the attack phase had had to be reinstituted and spraying operations 

started again over the whole country. At present the northern region, where 

malaria transmission was very high, was in the early attack phase, and the central 

and southern regions were in the late attack phase, with surveillance operations 

being carried out in addition to spraying. 
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A. stephensi resistance to DDT was increasing in the Fao area in the south and 

had reached a high level by late 1965. Trials with new ir.;ecticides, including 

0МS 33, were being made in Iran, which had similar problems. It was expected that 

for the Fao area special measures, including the use of new insecticides, would be 

necessary to interrupt transmission. Larviciding in that area was being introduced, 

but even with that additional measure it remained to be seen whether total interruption 

of transmission could be achieved. 

Dr HAQUE (Pakistan), after congratulating the Chairman, Vice -Chairman and 

Rapporteur on their election, expressed his appreciation of the Director -General's 

report an the progress of the malaria eradication programme. Hе was glad to see 

the emphasis placed in that report on the need for thorough preparation before 

eradication operations were undertaken. In the report, reference had been made to 

many technical problems which WHO was trying to solve, but he would urge the 

Organization also to make every attempt to assist in solving the financial problems 

which the eradication programme posed for developing countries. In that connexion 

he hoped that UNICEF would reconsider its decision not to provide further support to 

the programme. 

In Pakistan the malaria eradication programme absorbed one-third of the amount 

of the development funds available for the entire health programme and the burden was 

such that there had been danger of its having to be abandoned. That had nearly 

happened in 1966; but an appraisal committee, composed mostly of economists, had 

been appointed, and the committee had decided that the economic benefits to be derived 

from malaria eradication were such that the programme should go on. However, in view 
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of financial stringency, plans had had to be modified and the attack phase had been 

reduced from four to three years. Nevertheless, Pakistan would not place any area 

in the consolidation phase until the WHO criteria for so doing had been met. It 

had also been arranged that assessments in West Pakistan would be made by teams from 

East Pakistan, and vice versa, so as to obtain an entirely independent appraisal of 

the situation. 

In East Pakistan, in one area in the maintenance phase with a population of 

seven million, the malaria eradication programme had been integrated into the public 

health services. Since the malaria eradication programme had built -in supervision, 

that had been done by turning over the sanitation and smallpox vaccination staff to 

the programme and having them take blood- slides, carry out smallpox and, where 

necessary, cholera vaccinations, and collect statistics of births and deaths. In 

spite of the fact that the different types of staff came under different authorities, 

satisfactory co-ordination had been achieved; the staff were doing their work 

efficiently and the scheme was working well. 

A danger to be borne in mind in malaria eradication was that urban areas 

originally free from malaria might become malarious under certain circumstances. In 

Karachi, where there had been no malaria, an epidemic had ocourred, and it had been 

found that Anopheles stephensi, present in the area, had become a vector of malaria 

as its density increased owing to more favourable breeding conditions. 
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Mr CARRILLO (Venezuela) said that in his country malaria had been eradicated 

from seventy -eight per cent. of the originally malarious area. In December 1966 

the area from which malaria had been eradicated was 472 000 square kilometres - the 

largest area in the tropics in which that had been done. It had a population of 

6 300 000, i.e. ninety -five per cent. of those now living in the originally 

malarious areas. In addition there was an area of 6000 square kilometres with a 

population of 67 000 in the consolidation phase. 

During 1967 the attack phase was continuing in an area of 122 000 square kilo- 

metres with 249 000 inhabitants. The area in the attack phase was 20.4 per cent. 

of the originally malarious areas but had only 3.8 per cent, of their population. 

In 1966 for the area in the attack phase the morbidity rate was 11.4 per 1000. 

It had not been possible in that year to achieve complete interruption of trans- 

mission, owing to epidemiological factors. 

In 1966, of the 5469 cases reported 3514 were indigenous. Of the 6408 

localities protected by DDT spraying in areas in the attack and consolidation 

phases, 8.9 per cent. had indigenous cases - half of them only one case per infected 

locality. The distribution of the cases was: ninety -one per cent. Plasmodium vivax; 

seventy -nine per cent. P. falciparum; and 0.8 per cent. P. malariae. The percen- 

tage of positive slides was 0.9. No deaths had been recorded. 

All the areas now in the attack phase were in the border areas in the south 

and west of the country. In spite of the attack measures with insecticides and 

chemotherapy, transmission had not been interrupted because of the exophilic habits 
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of the vector, the small sprayable surface of the houses and the migratory habits 

of the population, who frequently carried the parasite from infected areas to 

areas that were free from infection but where the vector was present. 

On page 66 of the report on the malaria eradication programme, mention was made 

of an outbreak which had occurred during 1965 in an area in the maintenance phase 

and which had been caused by the opening -up of new roads. To prevent the re- 

establishment of endemicity in the towns, spraying with DDT was carried out, along 

with presumptive treatment of fever cases and radical cure of malaria cases. It 

was interesting to note that the outbreak had occurred in an area that was not 

being sprayed and that, in areas in the consolidation phase that were sprayed 

regularly, no outbreaks had occurred. 

It was also interesting to note from page 11 of the rе port that, although there 

had been a steady improvement in the collaboration of the general health service in 

passive case -detection, further improvement was required before it could be considered 

adequate. That statement would be interesting for the services that believed that 

they could obtain the required information by passive case- detection alone. 

Also on page 11 it was stated that, from information related to the first six 

months of 1966, the annual parasite incidence in sixteen out of thirty -five countries 

in areas reported to be in the consolidation phase was higher than the maximum 

permissible level of 0.1 per 1000 of the population per year, due in many instances 

to the presence of localized foci producing large numbers of cases. From that 

statement it followed that there was a risk in interrupting spraying when a 

positivity rate of 0.1 per 1000 was reached. 
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Dr SНOUКRY (United Arab Republic) said that in his country malaria had lost 

much of its importance between the years 1962 and 1966. The number of reported 

cases had dropped from about 96 000 in 1959 to about 3400 in 1966, the decline being 

a true one, since the number of blood-slides taken had increased from about 500 000 

in 1962 to about 700 000 in 1966. 

In 1959 malaria eradication had been planned according to the classical method 

recommended by the WHO Expert Committee on Malaria in its sixth report. Since 

then the plan. of operations had been many times revised owing to the resistance 

of the main vector, A. pharoensis, to DDT and dieldrin, the partially exophilic 

habits of the vector and the need for developing the rural health services. It had 

been decided to develop those services so that a rural health unit would be established 

for each village or group of villages with a population of 5000. In addition, 

research was being continued on the use of insecticides, including trials of ICI 

and malathion, and studies on the behaviour of A. pharoensis. At the same time 

the number of malaria stations had been increased to 200. There were at present 

1900 rural health units - about eighty per cent. of the number required - and they 

were all participating in the detection and treatment cf malaria cases. 

Antimalarial drugs were available everywhere, even for suspected cases. А11 

the malaria stations had at least one vehicle, and the transport situation had been 

greatly helped by the vehicles supplied for the rural health units by UNICEF. 

In spite of the dramatic drop in the number of reported cases of malaria (which 

had reached a level of about 0.2 per 1000 in the village population of twenty -one 

million), the Government of the United Arab Republic had decided to carry out 

eradication, because it appreciated the importance of the disease as a handicap to 

economic development 

1 
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The Goverment was aware of the danger of the spread of malaria resulting from 

extensive rice cultivation and from the High Dam project. In that connexion, in 

co- operation with the Government of Sudan, strict measures were being taken to 

prevent the introduction of A, gamb3ae from Sudan and the whole of the Aswan area 

was under continuous vigilance. . 

Owing to the decision of UNICEF not to provide support in future for malaria 

eradication, the plan of operation had been modified. The use of insecticides for 

house spraying was to be restricted to problem areas and reliance was to be placed 

mostly on active and passive case -detection, using the malaria stations and rural 

health units, as well as the hospitals and other health services, which now covered 

almost the entire country. ' The promised help of a WHO team was eagerly awaited. 

The plan had already been put into operation in the oases and Aswan, which were now 

free from malaria. The Red Sea coast and Sinai had been originally free froth 

malaria and local measures for confirmation were being carried out. 

Active and passive case -detection operations, already started in Upper Egypt, 

would cover the whole country in 1967 -1968. 

Dr HOLMBERG (Argentina) said that in his country the malaria programme, which 

had been started a long time ago, had been reorganized during the last three years 

and had been integrated and centralized so as to use available resources with 

greater flexibility and efficiency. 

In Argentina the malarious area covered 1 700 000 square kilometres, with 

6 000 000 inhabitants. Malaria was endemic in 350 000 square kilometres with 

2 800 000 inhabitants. The programme covered all the malarious areas, which were 

in various phases; by 1968, however, they would all have reached the maintenance phase. 
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The budget allocated to the programme had been considerably increased - by 

thirty per cent. in 1965 -1966, and by another twenty per cent, in 1967. 

He considered that WHO should help to intensify the co- ordination of programmes 

in neighbouring countries. In that connexion, with tY9 assistance of the Pan 

American Sanitary Bureau, Argentina and Paraguay had sig�._5. in September 1966 a co- 

ordination agreement which provided that if one of the two countries could not fulfil 

its programme, the other would provide assistance. 

He suggested that the international agencies providing funds for malaria 

eradication campaigns should be asked to accelerate the provision of such funds, 

and to show more flexibility in allowing teams to deal with other endemic diseases, 

especially where these affected neighbouring countries. 

Dr that his delegation would support the draft resolution 

recommended by the Executive Board in its resolution EB39.R27. It particularly 

supported the request m'.dе therein to the Director- General to study how best to 

carry out a re- examination of the global strategy of malaria eradication, which it 

hoped would include a study of the problem of re- introduction of malaria cases from 

infected areas into areas where the disease had been eradicated. It was noted from 

the report on the eradication programme that two more countries had been added to the 

official register of countries from which malaria had been eradicated; more and 

more names would be entered in that register as the eradication programme progressed, 

and the problem of re- introduction of malaria would increase thereby. 
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In Taiwan the malaria eradication programme had been completed in 1965 and there 

was a continuing risk of re- introduction of malaria by imported cases. There had 

been thirty cases in 1966:- fifteen of them indigenous. His country was grateful 

to the Regional Office for the Western Pacific and its Regional Director for having 

sent the regional malaria adviser to discuss the measures to be taken. 

The WHO- sponsored conference held in 1966 in Washington had provided the 

opportunity for a useful exchange of information among countries where malaria had 

been eradicated. 

Dr COMMISSIONG (Trinidad and Tobago) referred to page 65 of document А20 /Р&B/1, 

on which mention was made of the outbreak of quartan malaria in Tobago in the first 

half of 1966. As was stated there, the authorities had taken effective action to 

cont..in the epidemic. No further cases had occurred in Trinidad and Tobago, and 

visiting experts had been satisfied with the measures adopted and the results 

гΡ�chieved. There was a difference of opinion as to whether the outbreak originated 

from a relapsed or from an imported case and it had not been possible definitely to 

establish the source. 

In Trinidad and Tobago insect vector control, including control of anopheles 

and Aedes aegypti, was now being incorporated into the general epidemiological 

programme, in order to sustain interest and ensure that the work would go on. 

Dr ELOM NTOUZO (Cameroon) said that the Government of Cameroon had signed a 

tripartite plan of operation for a pre -eradication programme in 1966; with the aim 

of developing the basic health services so as to obtain total coverage of the 
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population. In accordance with the Government's health policy and the recommendations 

of WHO, and with bilateral and multilateral assistance, it had been decided to 

develop gradually six health demonstration areas, each representative of a part of 

the country. Each of the areas selected was different from the geographical, 

population and socio- economic points of view. 

As part of the second five -year plan for socio- economic development, with 

assistance from UNICEF and WHO, the first of those six health demonstration areas 

had been started. The structure of the health services had been modified, all the 

basic services - preventive and curative medicine, maternal and child health, 

environmental sanitation and health education - had been integrated and were being 

assured by the communicable disease service and the rural medical service with the 

means at their disposal, means which were gradually being improved. Priority was 

being given to preventive medicine, and to the rural areas. Thus, the malaria 

service would depend on the communicable disease service, but it would nevertheless 

be technically independent. The medical, paramedical and auxiliary personnel for 

the demonstration areas would be trained gradually and courses, first for professional 

and then for auxiliary staff, would be organized in the chief town of each area. 

The national counterpart of the WHO public health adviser had been granted a WHO 

fellowship, and fellowships had also been awarded to six members of the local staff. 

The international staff were assisting in training locally certain staff for the 

malaria programme. 

For the pre -eradication programme the country had been divided into three 

operational areas 
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Microscopists to examine blood- slides in the dispensaries had been trained; 

where there were no dispensaries, the slides were sent for examination to the 

central services. All the dispensaries took part in the distribution of anti- 

malarial drugs to the cases detected. More than 500 000 schoolchildren in east 

Cameroon were covered by chemoprophylaxis. Moreover, during the epidemiological 

surveys, antimalarial drugs were distributed to the persons examined. In certain 

urgent cases, in localities where a high rate of infection was found, spraying with 

insecticides was carried out. Studies were being made to evaluate the residual 

effects of insecticides in some areas. Action was taken to keep the, responsible 

national authorities in touch with the situation, to inform them.of the aims of 

the pre -eradication programme, and to associate them with its planning. Moreover, 

the use and necessity of the planning had been explained to those directing 

operations in the field, so that each knew the task allotted to him. 

The present programme of chemoprophylaxis in schools could not continue 

jndef'initely, and in that connexion the physician in charge had suggested that 

school co- operatives should be set up. 

As regards the report on the malaria eradication programme that was before the 

Committee, he was gratified to note that it emphasized the need for providing 

adequate assistance with pre -eradication programmes. In the report a certain 

number of difficulties, including financial difficulties, were considered 

realistically. It was certain that eradication of malaria would bring great socio- 

economic benefits, but the work was costly, and even though the operation was 

limited in time, it imposed a heavy burden on a country's economy for a very long 
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period. And the report stressed that financial efforts should not be relaxed 

during the consolidation and maintenance phases. The developing countries could 

not find the necessary financial resources, and for that reason he appealed to the 

developed countries and to the various organizations to increase their assistance. 

The report made mention of the difficulties faced in eradicating malaria from 

the savanna areas south of the Sahara. Research on the problem was being carried 

out in Cameroon, but it was hampered by lack of funds. Other difficulties existed. , 

But one thing was certain, and that was that the problems would not be solved until 

total coverage of the population could be achieved. 

One other problem, mentioned in the report, merited to be emphasized, and that 

was the lack of professional conscience and the lack of proper training of `some of 

the national medical staff. The international staff also, were not always above 

reproach, and Cameroon had recently had some trouble in that respect. It was to 

be hoped that the international advisers assigned to projects would be carefully 

selected. 

The programme in Cameroon had been conceived in a realistic manner; but more 

assistance of all types was needed, and in the first place, assistance in the form 

of first -class advisers, particularly in view of the difficulties in the way of 

eradication in the area south of the Sahara. 

The meeting rose at 5.40 p.m. 
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