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1. MALARIA ERADICATION - ACTION TAKEN IN PURSUANCE OF THE REVISED GLOBAL STRATEGY; Item 2.4 
of the Agenda (Resolution WНА22.39; Document A23/P &В/1) (continued) 

Dr AL -WAHBI (Iraq) said that he was perhaps happier than anyone at the changes in malaria 
eradication strategy, as they helped to remove a sense of guilt which he felt as one of the 
participants in the meeting of the UNICEF/WHO Joint Committee on Health Policy held in New 
York in 1925, and later as one of the twenty -two delegates sponsoring the resolution on 
malaria eradication adopted in Mexico; with others, he had been convinced at that time that 
eradication was feasible in a period of perhaps five to seven years. Iraq had now been en- 
gaged on its programme for twenty years, and eradication seemed a doubtful possibility for the 
immediate future. He was therefore glad of the frank statement in document A23/P &В/1. 

Many States had spent much money and had faced considerable difficulties in the past years 
in their attempts to eradicate malaria, and it was hoped that with a new methodology and 
strategy they would come nearer their goal. Iraq had spent more than $ 2 million annually on 
eradication in the last twelve years, over and above the budgetary provision for health 
personnel in the basic health services. It was not his intention to lay blame on the eradica- 
tion programme: the delegate of the Netherlands had already enumerated the administrative and 
technical difficulties, such as insecticide resistance and the need for building up basic health 
services. But he thought that the principle of control of malaria should be recognized at the 
present stage, however late it might seem. The real situation should not be disguised at the 
national or international level, and it should be admitted that eradication was too strict and 
inflexible a policy, although great hopes had been based on it. Malaria programmes had to be 
integrated in the work of the basic health services as an important part of communicable 
disease control. 

He noted that an expert committee on malaria was to meet in October 1970 and expressed 
the hope that it would recommend a more realistic approach. The time had come to abandon too 
conservative thinking and adopt a more open, flexible attitude. Countries should apply the 
results of the reappraisal made so far and should start work immediately. 

Some of the earlier methods used by the Organization in assessing and recording the 
results of the malaria eradication programme were misleading. The Annual Report of the 
Director -General on the work in 1969 gave a list of countries in which malaria eradication had 
been achieved or which were in the maintenance phase; the information provided was excellent, 
but what was needed were data on the population. India, Indonesia and Pakistan each had a 
population exposed to malaria, or covered by programmes in the attack or consolidation phase, 
that was larger than that of all the countries listed in the Report as having eradicated 
malaria. 

An example of how rigid the policy of eradication had been was the recommendation for 
active case detection. Passive case detection had given good results in Iraq, but because of 
the recommendation re- stated year after year by expert committees, countries had continued to 
carry out active case detection at great cost and inconvenience. 

Dr HAPPI (Cameroon) said that malaria was the most important of the endemic diseases in 

Cameroon. He could not provide figures to show its extent, as relevant statistics were 
lacking, but it was known that treated malaria cases represented 14 to 18 per cent, of total 

consultations, and that it caused 12 per cent, of deaths. Malaria mortality in children up 
to one year of age was 18 per cent, of total malaria mortality. The absentee rate in schools 
before 1964 had been between 10 and 20 per cent.; after two years of the pre -eradication 
campaign it had fallen to 2.5 per cent. 

Cameroon had deliberately discounted the possibility of eradication as an immediate aim 
in order to concentrate on the disease as a local public health problem and seek the most 
rapid methods of protection. Antimalaria activities had been integrated in the programme 
for the development of basic health services. In the attempt to protect the population - or 

at least the most vulnerable groups - Cameroon had prepared the basic health services to carry 
out malaria eradication as a part of general communicable disease control. 
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The main measures against malaria included mass distribution of antimalaria drugs for 
prophylaxis; 700 000 children from six to fifteen years of age in primary schools were covered, 
as were more than 17 000 from three to five years of age in kindergartens. Drugs were also 
distributed at the weekly clinics in maternal and child health centres. Among those activities, 
only the chemoprophylaxis in schools was evaluated - twice -yearly, by blood tests in a statis- 

tically valid random sample and in an area determined by lot. Investigations were made in 

those schools where results were not satisfactory to determine the possible existence of a 

chloroquine- resistant strain of Plasmodium falciparum. So far insufficient coverage had been 

the only reason for failure. 

Case -finding and treatment were among the activities of health teams. Attempts were being 

made, in particular in public health pilot areas, to make all the health centres adopt single - 

dose treatment. Blood samples were taken when the dose was given in order to confirm the 

diagnosis and to assess the real extent of malaria among the diseases met with in the health 

centres. Equipment for case detection was supplied by the sub -directorate for major endemic 

diseases and rural health, or by the malaria eradication service. 

Focal spraying was carried out in towns or areas where the situation seemed to have 

worsened. The product normally used was DDT -malathion, or DDT alone, the effectiveness of 

which in forest areas had, he thought, been underestimated. Spraying was carried out with 

the financial assistance of the community and under the supervision of the malaria eradication 

service. 

Evaluation was carried out by an examination of blood slides from a valid sample of the 

protected population, together with an entomological survey. Sensitivity tests carried out 

in different parts of the country showed that the main vectors, A. gambiae and A. funestus, 

were still sensitive to DDT. Antilarval measures by oil- spraying were carried out in large 

towns by the urban health services with the technical advice of the malaria eradication and 

rural engineering service. Maps were made of the permanent breeding sites of mosquitos in 

the towns, special staff were trained, and a periodic control of the sprayed areas was effected 

by entomological teams to determine the effectiveness of the operations. 

Two types of staff were trained: those of the national malaria service, generally trained 

in international centres on WHO fellowships; and ancillary staff such as microscopists, 

entomological laboratory workers, and supervisors who were trained by the malaria eradication 

service locally with the help of WHO advisers. 

Of the basic health service staff, also trained locally, the nurses in health centres 

were trained in techniques of case detection and treatment. Many of the microscopists who 

were locally trained were not used to the full since they could afford to work only irregularly 

for the health service. 

Great importance was given to health education in Cameroon. It was achieved through 

the education of those who would provide basic training: nurses, heads of mobile health 

centres, rural health workers, and social workers. 

Research was being carried out on the improvement of the techniques most often used. 

The programme thus provided for WHO -assisted studies on the possible existence of resistant 

vectors and parasites; studies of the A. gambiae complex, samples being sent for examination 

to the Ross Institute in London; and studies on the gonotrophic cycle, as a part of which 

the stomach contents of vectors were sent to the Lister Institute. 

Under the principle of integration, the malaria eradication service ceased to be an 

isolated, specialized service and became a full-time service for training basic health service 

staff in antimalaria techniques, in control, and in evaluation, particularly in public health 

pilot areas. The service was responsible for all the staff of the basic health services 

which it supervised. The form of reporting used was developed during the experimental 

operations undertaken between 1954 and 1964. 
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The main problems of the programme were financial and technical. In addition to the 
assessment of the chemoprophylaxis carried out in schools, the effectiveness of organization 
was also assessed. The effectiveness of focal spraying was evaluated in the areas sprayed. 
The central programming committee assessed the activities of the health centres every three or 
every six months, including their antimalaria activities, and established guidelines with 
precise targets - which were again assessed in terms of possibility of achievement. 

The co- ordination of antimalaria programmes was carried out in the general framework of 
communicable disease control by the Organization for Co- operation against Endemic Diseases in 
Central Africa (OCEAC) in Yaoundé. 

A certain number of measures had been taken in Cameroon in accordance with the revised 
strategy. Through Dr Tchoungui, Cameroon had made concrete suggestions to the meeting of 
experts on the strategy of malaria eradication which had met in Geneva in 1967. A programme 
had then been established for the development of the basic health services; antimalaria 
measures suited to local conditions were part of that programme, which was on the one hand an 
integrated initiative, and on the other an initiative aimed at the more vulnerable population 

groups. It also included the training of staff in the necessary techniques; chemoprophylaxis 

of infants and of children in kindergartens and primary schools; treatment of malaria cases 

in health centres; setting up of pharmaceutical stores to improve the supply of drugs to the 

population; focal spraying where the epidemiological conditions required it; antilarval 

measures in the larger towns; development of the case -detection and treatment system by the 

setting up of microscopy centres; research on current problems in technical, administrative 

and operational spheres; and co- ordination between neighbouring States. 

Mr MONTERO (Venezuela) said that his Government had carried out a full revision of 
its malaria eradication programme over the past year, in accordance with the recommendations 
of the Twenty- second World Health Assembly. Venezuela was a tropical country with an area 

of 912 050 square kilometres and a population of ten million; 65.8 per cent, of its territory 

had originally been malarious, but the disease now only affected an area of 15.2 per cent., 

in which 4.2 per cent, of the population lived. That population was covered by the attack 

phase, 34.2 per cent, of the area being in the maintenance phase. 

The Division of Rural Endemic Diseases, which formed part of the Department of Malariology 

and Environmental Health in the Ministry of Health and Social Welfare, was responsible for 

the malaria eradication programme. The programme had figured for many years in the national 

budget but without any time -limit. It was carried out through three -monthly and four -monthly 

spraying operations in the areas in the attack phase (the interior surfaces of buildings being 

sprayed) and through passive surveillance measures such as house -to -house visits and the making 

of slides, as well as by contacts with health authorities to identify and locate malaria cases. 

At first the programme had met with great success, but at present it had fallen behind owing 

to various difficulties. Malaria had now been classified as "responsive" when spraying 

interrupted transmission, "obstinate" when transmission was not interrupted even if the 

incidence fell, and "intractable" when it was not possible to complete the attack phase. 

Venezuela was a country of high susceptibility in that the malaria strain was constantly 

renewed, and some P. falciparum strains were resistant to quinolines. Another difficulty was 

that the vectors A. nuñez- tovari and A. emiliano were exophilic. Added to this was the 

problem of migrant labour, with a consequent continual spreading of the strain, and, in the 

south, a nomadic population which visited urban centres and then returned to the forest. 

To cope with those difficulties it was necessary to have a cheap, long -acting chemotherapeutic 

agent for mass administration. 

Among administrative difficulties, he referred to lack of flexibility in the allocation 

of funds under the various sections and sub -sections of the budget; the difficulty of obtaining 

certain supplies; and the lack of adequate supervision over combined means of attack. 
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A prolonged programme tended to be wearisome for the population and the staff: there 
had been cases where owners of buildings to be sprayed were deliberately absent. The 
exophilic habits of the vectors coincided with the exophilic habits of the population, who 
spent little time in their houses because of the climate. Another of the difficulties 
encountered arose from the rapid increase in certain areas of the building programmes, which 
were completed at a faster rate than the spraying cycles. He also mentioned the difficulty 
of control of population movement and of setting up barriers against transmission. Among 
staff problems were those which included the human element, namely, the need for suitable 
remuneration of service staff especially in rural areas, the development of conflicts among 
workers, and recruitment difficulties. There was also lack of proper order in spraying 
arrangements. He referred to the mistaken belief that insecticides would corrode the metal 
parts of buildings, and to the poor style of building, which limited the sprayable area. 
Fruit warehouses, of course, could not be properly sprayed. And movement of cattle also 
contributed to the spread of the disease. 

He listed the following recommendations which had been made by the competent services 
of the Government of Venezuela to solve the above problems, although it was recognized that 
it was difficult to bring in improvements in a short time: (1) activities must be co- 
ordinated with those of neighbouring countries; (2) legislation must be introduced to 
improve the position of rural public health workers; (3) the services responsible for the 
malaria programme must have administrative control and financial autonomy, in accordance with 
WHO recommendations; (4) health education must be intensified in areas in the attack phase; 
(5) new insecticides must be experimented with, to give effective control against exophilic 
vectors; (6) laboratories must be asked to prepare a suitable antimalaria drug, long -acting, 
cheap and easy to administer; (7) the participation in malaria eradication of other official 
bodies must be intensified; and (8) the eradication programme must be continued until it was 
certain that there was no danger of recrudescence. 

Dr TUVI (Australia), giving details of the status of malaria eradication in the Territory 
of Papua and New Guinea, said that the island, being the second largest in the world with a 
population of almost three million in the eastern sector, had many characteristics which 
prevented the proper implementation of a national malaria eradication programme. They 
included difficulties of communication, transport and finance, and the diversity of cultural 
patterns. New Guinea had some of the most rugged country in the world, making it very 
difficult effectively to carry out any health programme. 

Malaria remained the most serious health problem in New Guinea. The results of malaria 
eradication work which had been reported to the Twenty- second World Health Assembly had been 
considered relevant at that time, representing what was judged to be correct data on the 
attack phase; it was now the considered opinion of the Department of Public Health that those 
data did not correspond to the WHO definition of a phase in a malaria eradication programme, 
and that the Territory of Papua and New Guinea was currently engaged in what was rather an 

expanded malaria control programme. In the light of that change a request had been made 
for a detailed examination of the programme by an economist and a malariologist. It was 
expected that the two consultants would visit the Territory early in May 1970 under the 
auspices of the United Nations Development Programme. 

The malaria programme at present covered 70 432 square miles of the total 179 496. The 
population protected was approximately 1 244 705 of a total estimated three million. Resi- 
dual DDT spraying covered all buildings, and there was mass administration of Erone tablets, 
comprising 150 mg of chloroquine and 25 mg of pyrimethamine. The spraying cycles were 
carried out on the approved lines. 

It was thought that the Territory of Papua and New Guinea should refrain from contri- 
buting data of a statistical nature until a clearly defined programme had been approved within 
the definition made by WHO. 

Dr de OLIVEIRA FERREIRA (Brazil) said that the area in Brazil where malaria existed 
totalled 6.3 million square kilometres, representing 80 per cent, of the national territory. 
Of the twenty -six federal states, twenty -four were totally or partially malarious, and the 

population exposed to malaria now reached 36 million. Four million houses were sprayed twice 
yearly. 
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In 1969, 15 million had been spent on malaria eradication and that figure would be exceeded 
in 1970. The personnel engaged in malaria eradication totalled 13 000, 100 of whom were 
malariologists. One thousand four hundred land vehicles, 500 river boats and five aircraft 
were engaged in the eradication programme. The campaign was governed by two international 
agreements - one concluded with РАНО and the other with the United States Agency for Inter- 
national Development. 

Referring to Annex 13 of Official Records No. 176 (Re- examination of the global strategy 
of malaria eradication) he said that while the progress of eradication in Brazil had generally 
been satisfactory there were areas where the technical, administrative and operational factors 

had somewhat hindered eradication. Those areas comprised seven federal units situated approxi- 
mately between latitude 2 °N and 13 °S and longitude 44 °and 73 °W. The area concerned was about 
3.15 square kilometres and the population 6.7 million. 

In the attack phase of the malaria eradication campaign in the Amazon region chloroquinized 
salt was being used because of three basic reasons: (a) operational difficulties and the high 
cost to the people protected; (b) the high percentage of houses without complete walls; and 

(c) the nomadic or semi -nomadic habits of groups of the population. 

Since P. falciparum had proved resistant to the usual doses of 4- aminoquinolines houses 
had been sprayed; but it was now believed that, while some localities might be periodically 
protected, it would be impossible to eradicate malaria in the Amazon region within the time - 

limit laid down. 

Many factors favoured the transmission of malaria in the Amazon region and made eradica- 
tion difficult, among them being the high incidence of A. darlingi, A. aquasalis and A. ndВéz- 
tovari; the migrant habits or nomadism of certain population; the opening up of national roads, 

which gave rise to migration from other areas; the wide dispersal of the population; and 

operational costs, which were much higher than in other areas of the country. 

Quoting statistics concerning the action of residual insecticides, he said that the results 
of the attack methods had lived up to the Brazilian Government's expectations. 

Before it had known of the studies now proposed by WHO on the revised global strategy of 
malaria eradication, the Brazilian Government had already studied the need for revising its 
strategy in order to carry out the Amazon programme. It wished to find the best ways and means 

of carrying out that programme and make a satisfactory epidemiological evaluation of such a 

widely dispersed population; to rationalize the flow of migration; and to establish the co- 

ordination of operations with the rural health services. 

It had been decided that national technicians and advisers from the various international 

organizations should make a careful operational and epidemiological evaluation, and should 

also evaluate the resources available in the Amazon area with a view to adapting the work of 

eradication to the WHO recommendations. 

Dr NALUMANGO (Zambia) congratulated the officers of the Committee on their election and 

also the Director -General and his staff on their lucid report in document А23 /Р &В /1. 

Malaria was still the biggest public health problem in Zambia, but mortality and morbidity 

figures for the disease would not be known until Zambia's basic health programme network had 

been completed and more reliable statistics were available. The malaria eradication programme 

was being planned as an integral part of Zambia's national development plan. The malaria 

research laboratory now being built was almost ready, and the Government was looking forward 

to the arrival of a WHO malariologist to direct programme planning and operation. 
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The Government of Zambia would greatly appreciate it if the research work being carried 
out in Nigeria on methods of controlling malaria in the savanna could be extended to Zambia. 

The National Council for Scientific Research of Zambia would be very happy to participate in 
such a programme. 

The delegation of Zambia looked forward to receiving the report of the expert committee 
that was to meet in October 1970. 

Dr DURAISWAMI (India) thanked the members of the Committee for the honour they had done 
his country in electing him Vice.+Chairman. 

The national malaria eradication programme of India had entered its twelfth year of 
operation in 1969 and covered a population of about 514 million, made up as follows: 
26 per cent, of the population (136 million) were in the attack phase; 18 per cent. (91 million) 

were in the consolidation phase and 56 per cent. (287 million) were in the maintenance phase. 
In a programme of such magnitude it was natural for there to be problems, especially in devel- 
oping countries such as India with its limited financial resources. 

The main problems faced so far by India were first, shortage of supplies of insecticides 
and the late arrival of DDT imported from the United States of America. Secondly, a large 

number of the vehicles employed in connexion with the national malaria eradication programme 
were more than ten years old and some difficulty was being encountered in replacing unservice- 
able vehicles. Thirdly, there were inadequate laboratory facilities for detecting cases of 
malaria early, and there was also a lack of antimalarial drugs to treat such cases properly. 
Fourthly, the development of the basic health services in many areas had not kept pace with 
the progress of the national malaria eradication programme. That fact delayed the entry into 

the maintenance phase, and inadequate vigilance machinery in that phase resulted in a setback 
in the programme. Fifthly, there was a constant danger of the malaria cases being imported 
into malaria -free areas owing to the frequent movement of labourers and nomads from malarious 
areas within India and from neighbouring countries which were still in the attack phase. 
Sixthly, local bodies failed to undertake adequate antilarval measures owing to lack of finan- 
cial resources, and there was a similar shortage of the funds available to the national 
malaria eradication programme for combating urban malaria. That had not only aggravated the 
problem of urban malaria but had resulted in its spreading from urban areas to adjoining rural 
areas which had hitherto been malaria -free. Lastly, the resistance of A. culicifacies to DDT 
had been recorded in some pockets in a few of the states of India. That species had also 
shown resistance to ICI in a very few isolated pockets; in such pockets Malathion had been 
used. Urban malaria due to A. stephensi was mainly tackled by antilarval measures. 

The remedial measures taken by the Indian Government were as follows. First, the 

national malaria eradication programme had been realistically rephased with a view to providing 
adequate funds even within its limited resources. 

Secondly, steps had been taken to revise procurement procedures in so far as DDT and 
other insecticides were concerned by allowing advance indents to be placed for their importa- 
tion in anticipation of the budget and sometimes in order to avoid undue delay in procurement. 
He reiterated his strong plea to those countries which manufactured DDT not to stop its 
production altogether until a less toxic but at least as efficacious and cheap an insecticide 
had been found - otherwise developing countries which used DDT would suffer, since local 
production had not caught up with actual requirements. 

Thirdly, provision should be made during the fourth five -year plan for the replacement 
of vehicles which could not be repaired. 
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Fourthly, in order to ease the burden of expenditure as regards communicable diseases, 
and the deficiencies existing in the basic health services of the states, the central Govern- 
ment had agreed to give 100 per cent, assistance during the fourth five -year plan to cover 
cost of materials and operations, and also to make good deficiencies in the basic health 
services in accordance with the recommendations of the Mukerjee Committee, 

Fifthly, entomological and epidemiological investigations had been intensified in various 
states, with a view to finding a solution to the problem of migrant populations and the 

persistence of malaria transmission. 

Sixthly, the proposal to intensify and bring antilarval operations under the purview of 
the national malaria eradication programme in urban areas that had the problem of A. stephensi 
had been accepted by the central Government, though only a modest sum could be allocated for 
that purpose during the fourth five-year plan. 

Lastly, in the pockets where DDT had been found to be ineffective, provision had been made 

for the procurement of the requisite amount of malathion, in spite of its high cost. 

Although India had reduced the mortality and morbidity due to malaria by about 99.7 per 
cent, it had so far been unable to eradicate the disease. The eradication programme was 

expected to be completed by 1975/76 if the remedial measures mentioned were taken according to 

schedule, and if they actually yielded the results anticipated. The Indian Government was 

arranging for a realistic assessment to be made of the whole programme, with the assistance of 

WHO and the United States Agency for International Development. 

Dr GАSHАКАМВА (Rwanda) associated himself with previous speakers who had congratulated 
the Chairman and the other officers of the Committee on their election. He also wished to 

thank the Director -General for his excellent report. 

All would agree that the question of the eradication of malaria was a complex one and 
that such problems should first be discussed in the regional offices. 

Referring to the various financial problems faced by the developing countries in connexion 

with industry, education and so forth, he emphasized that it was for lack of financial resources 
that such countries were unable to solve the problem of the eradication of malaria and other 

communicable diseases. In his country 600 000 cases of malaria were reported annually. If to 

that number were added those who were unable to attend hospitals or clinics because of the 

great distances involved and the lack of transport, the figure would be doubled. The lack of 

medical staff must also be borne in mind. 

He would not describe in detail the methods being studied by his Government for the 

training of malaria eradication staff, but it intended to set up a service within the Ministry 

of Health for training personnel, and a medical director would be placed at its head. His 

delegation was grateful for the help given by WHO in the fight against smallpox and tuberculosis. 

However, he wished to emphasize that Rwanda could only carry out its health programme with the 

assistance of the international organizations. 

Dr ALAN (Turkey), after congratulating the officers of the Committee on their election, 

thanked WHO, and especially the Regional Office for Europe, for the prompt action undertaken 

in connexion with the outbreak of malaria in one of the western provinces of Turkey. Malaria 

had been almost eradicated in Turkey and WHO had proposed to issue the relevant certificate 

when, unfortunately, an imported case of malaria had given rise to a small epidemic which, 

however, had now been controlled. The facts he had stated proved that malaria could be re- 

introduced into any zone. Health authorities should therefore be constantly on guard even 

when conclusive proof existed that the disease had been stamped out. 
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Referring to the report before the Committee, he asked for information on what stage of 
research had been reached on long- acting residual drugs, which would be very useful for malaria 
eradication. 

The CHAIRMAN said that the information requested would be supplied later by the Secretariat. 

Dr SENCER (United States of America) commended the Director -General on the measures taken 
in the pursuance of the revised global strategy of malaria eradication and said his delegation 
would limit its comments to that subject. 

At the Twenty- second World Health Assembly the United States delegation had endorsed the 
Director -General's report which stated: "The future strategy of malaria eradication will seek 
to determine the appropriate course of action aimed at eradication best suited to the specific 
requirements of a variety of country situations, which obviously cover a wide spectrum 
according to prevailing health, economic and social characteristics." His delegation continued 
to endorse that statement as well as the resolution of the Twenty -second Health Assembly which 
recommended "that the governments of the countries with programmes under way revised them in 
co- operation with the Organization and other assisting agencies with a view to adapting them 
to a strategy calculated to give optimum results ". 

As the Director -General had mentioned, the United States had participated in informal 
discussions with WHO in September 1969, and had participated as observers in October 1969 
at the Sixth Asian Malaria Conference in Kuala Lumpur, where country strategy reviews had been 
discussed by twenty -two countries and four international assisting agencies. As a result 
seventeen countries were reviewing their programmes during the current year. He urged other 
Member governments who were conducting malaria eradication programmes to adopt multidiscip- 
linary assessment in order to achieve a realistic programme strategy. 

He fully recognized the complexity of implementing adequate reviews because of variations 
in field performance between different countries. If, as resolution WHA22.39 implied, all 
governments were to review their programmes, more specific guidelines would be needed to serve 
the individual requirements of national programmes. The Organization could provide technical 
guidelines, and his delegation urged the Director -General to do so. When developing such 
guidelines, other assisting agencies should be consulted to ensure that the reviews served 
all parties and that the guidelines delineated the roles of the various disciplines involved. 

The reviews would certainly uncover areas where research was urgently needed, and he 
hoped the Organization would respond to such needs, particularly in the managerial field. 
There was no question of minimising the need for technical research, but WHO was uniquely 
qualified to recognize managerial needs and stimulate appropriate action. 

The United States of America, recognizing the need for co- ordinated research in field 
operations, had established a multidisciplinary research station in El Salvador to work on 
practical problems with Costa Rica, El Salvador, Guatemala, Honduras, Nicaragua and Panama; 
it was those problems that slowed down the progress of programmes. A research station was 
also being established in Thailand to conduct field studies under local ecological conditions. 

Buts as the Director -General had emphasized in his 1969 report on malaria, ultimate 
success depended on national conviction. The great achievements to date had been the result 
of great dedication, conviction and effort. At the Twenty -second World Health Assembly a 
sense of urgency had been evident, and that sense of urgency must be maintained to ensure 
that the most rational approach was rapidly adopted to the major health problem constituted 
by malaria. 
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Dr El GADDAL (Sudan) congratulated the officers of the Committee on their election and 

thanked the Director -General for his excellent report. 

His delegation fully agreed with the report and wished to inform the Committee that Sudan 
had decided not to embark on malaria eradication until the rural health infrastructure had 
been fully developed. In a country with an area of approximately one million square miles, 
surrounded by eight other countries, eradication was hardly feasible until most of the neigh- 
bouring countries had started eradication measures that would prevent the re- introduction of 
malaria. 

The virulence of A. gambiae must be remembered; it had been known to flourish under the 

most adverse conditions. A proper study of the mosquito must therefore be undertaken. 

An inter- country board was to be set up by Sudan and the United Arab Republic which would 
be concerned mainly with the eradication of A. gambiae from the northern part of Sudan, and 

would also prevent the introduction of the mosquito into the United Arab Republic by means of 

river boats. 

His country had received great assistance from the Regional Office and was expecting more. 
A national malaria eradication centre was functioning successfully, and students were being 

accepted on WHO fellowships from various parts of the world, particularly from Arabic -speaking 

countries, as a junior course was being conducted in Arabic. The centre was now engaged in 

developing rural health centres, and his Government was encouraging villagers to help esta- 

blish new health units. If the inhabitants of a group of villages succeeded in building a 
health centre or dispensary, the government authorities undertook to provide personnel, equip- 
ment and drugs. 

A department for malaria eradication had been set up to supervise control measures through- 
out the country, and international and national staff were working on its development. 

Dr VIOLAKI (Greece) congratulated the officers of the Committee on their election and the 

Director -General on his report. 

The existence of the relationship between improved health and economic conditions had 

been conclusively demonstrated, and both contributed to the formation of human capital. The 

antimalaria campaign had done much to improve health in general and to break the vicious circle 
of poverty and disease. Had malaria prevailed in Greece, the entire economic development of 

the country would have been vitiated. In Greece all previously malarious areas were now in 

the maintenance phase, except for a small area which remained in the consolidation phase. 

In 1969, thirty -seven cases of malaria had been reported. Of these seventeen cases were 

imported and twenty indigenous. Of the latter, eight had been due to blood transfusions, 

three had been relapses, and only nine had been primary cases. 

To prevent the re- establishment of endemicity, an effective early -detection and foci - 

elimination service had been set up. This service had carried out approximately 70 000 micro- 

scopic examinations of blood films and was keeping 600 persons from other malaria- endemic 

countries under surveillance. Studies were being undertaken in Greece on the behaviour and 

biology of vectors. 

Dr ZAARI (Morocco) said that his delegation noted with satisfaction from the Director - 

General's report that a successful start had been made on the revision of the global strategy 

of malaria eradication: the integration of malaria eradication services into public health 

services was progressing, and socio- economic studies as well as new research were being under- 

taken by the Organization. 
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He wished to make two points. The first concerned the integration of antimalaria 

services into the public health services. Well- organized public health services could, 
particularly in the consolidation and maintenance phases, permit effective eradication 

measures since they were in a position to carry out surveillance and provide epidemiological 

data. 1968 and 1969 had been years of particularly heavy rainfall in Morocco and a 

recrudescence of malaria had been feared for 1969. While there had been a greater number of 
cases than in the two preceding years, it had been possible, thanks to the public health 
infrastructure, to restrict the epidemic by ordinary means without having recourse to 
supplementary expenditure. In areas which had not yet been sprayed, the collection of 
slides, either by active or passive case -finding methods, had provided precise epidemiological 

data which enabled the malarious zones to be identified. In this way selective spraying 

operations could be carried out. An extension of spraying operations was, of course, 

provided for in the eradication programme in accordance with a fixed timetable. In the 

consolidation areas the surveillance put into operation had established that the few cases 

discovered were imported ones. The epidemiological investigations had determined their 

origin, and measures to eliminate the foci could thus be taken. 

The second point concerned co- ordination. He was happy to note from the Director - 

General's report that the necessary contacts had been established with various institutions 

to obtain the various resources needed for the eradication programme. He was also happy 
to note that inter -country co- ordination was being encouraged. The meeting held at Tunis 
from 26 -28 January 1970 under WHO auspices to co- ordinate antimalaria activities in the 

countries of the Maghreb had resulted in the establishment of a permanent inter -Maghreb 

co- ordination committee for antimalaria activities, which was to be officially recognized 

by the governments concerned in June 1970 at Rabat. A meeting of the ministers of health 

of Algeria, Tunisia and Morocco would officially inaugurate a co- ordination committee that 

would be responsible not only for malaria control activities but for all public health 

activities. 

In conclusion he congratulated the Organization on its excellent malaria eradication 

campaign. 

Dr SULIANTI SAROSO (Indonesia) congratulated the officers of the Committee on their 

election and the Director -General on his report. 

She reiterated her statement, made during the general discussion in the plenary meeting, 

that malaria was the most important public health problem in Indonesia. Malaria control 

activities were being carried out wherever resources permitted, and in 1959 a malaria 

eradication programme had been launched, comprising eradication operations in Java, Bali 

and Lampung and a pre-eradication programme in the other islands. The programme envisaged 

that malaria would be eradicated in Java and Bali by 1970 and throughout Indonesia by 1975. 

Satisfactory progress had been made in Java and Bali and with the exception of the south 

coast of Java and the north coast of Bali those islands, formerly hyperendemic areas, were 

practically malaria -free by 1964. In 1964 malaria eradication activities had been discontinued, 

prematurely for political reasons, by the then President of the Republic of Indonesia and 

there had been a consequent serious setback. Malaria began to spread from residual foci 

on the south coast of Java and the north coast of Bali, and a large number of cases had 

been imported from the outer islands. 

With the stabilization of political and economic conditions in 1967, the Ministry of 

Health had been reorganized and malaria eradication activities were decentralized and 

integrated with the general health services. In 1969 more than 60 000 positive malaria 

cases had been reported in Java, two -thirds of them indigenous. 
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In the Director-General's report on the re- examination of the global strategy of malaria 
eradication, the various countries had been divided into four main categories. Indonesia 
could be considered as coming under categories 2 and 4. In that connexion she drew the 
Committee's attention to the situation in Java, which had a population of 80 million. While 
the Indonesian Government fully realized the need to continue antimalaria activities, the cost 

of DDT and other insecticides in adequate quantities had proved too high. A WHO consultant 
who had recently assessed the malaria situation in Java had stated that, in view of inadequate 
spraying coverage, the disease would re- establish itself despite the measures being taken. 

What should a country do in such a situation? The funds allocated to the antimalaria 
programme already exceeded by three times the total funds for the control of other diseases. 
She wondered whether it might not be better to concentrate on the control of other communicable 
diseases for which better prospects existed. 

Although the report contained in document A23 /Р &В /1 sounded promising in respect of 
consultations between the Director -General and international and bilateral assistance bodies, 

she wondered whether sufficient funds would be forthcoming for malaria eradication activities. 

Funds for family planning were readily available. While her government fully realized the 

importance of family planning for social and economic development, and had accorded it high 
priority, it should not be forgotten that the desire of families to exercise birth control 
was related to a high infant mortality rate. In South Sumatra, infant mortality had been 
halved without specific mother and child health services after malaria control had been estab- 
lished. She hoped that the importance of malaria eradication for family health, including 

family planning, would be remembered by the bilateral assistance agencies. As regards the 
execution of the antimalaria programme, the Indonesian delegation wished to state that limited 
focal spraying with DDT was being carried out in areas which had been cleared of malaria but 
had developed foci of the disease. The DDT and other resources available were small compared 
with the extent of the programme and therefore the foci had to be assigned priority on the 
basis of epidemiological and socio- economic data. For the future, larviciding by means of 
chemicals, biological methods and water management to reduce breeding would be envisaged where 
feasible. Attack measures were in future to be planned on a decentralized basis so that 

local resources could be utilized as far as possible. In West Irian, malaria control 
activities were to be resumed, on the basis of the recommendations by the WHO assessment team. 

In conclusion, she strongly endorsed the plea by the delegate of India for the continua- 
tion of DDT production. 

Dr NAВULSI (Jordan) congratulated the officers of the Committee on their election and 
the Director -General on his report. 

The malaria eradication programme in Jordan had started in 1959, since when definite 
successes had been achieved. In 1967, however, an unfortunate situation had developed in the 
Middle East. War had come to that region, which included the most highly malarious area, the 

Jordan valley. Until then only 28 cases of malaria had been reported, but in 1968 63 cases 

had been reported, and 71 cases in 1969. That situation had arisen because there could be no 

control of the area, as no health personnel were allowed near the cease -fire line: enemy 

planes bombarded or shot down anyone approaching. In March 1970 a team working in the 

interior of the country had been bombed and their camp burned down. If the military situation 

did not improve there would be a serious setback in malaria control activities. That would 

be a catastrophe, as the cost of the campaign had been very great indeed. 
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Control activities were being developed with Syria and Saudi Arabia and these activities 
were periodically co- ordinated with a view to finding a solution to malaria problems. All 
Jordanians working in Arab countries in the malarious zones were examined on their return, and 
blood tests were taken at the frontiers. Those suffering from the disease were immediately 
taken to hospital. 

He drew the Committee's attention to a chemical product called Abate, produced by an 
American firm, which had proved most effective. Had the Secretariat had any information 
about that product? His delegation would, for its part, keep the Organization informed 
about results obtained. 

Dr JAKОVLJEVIC (Yugoslavia) congratulated the Director -General on his comprehensive 
report on malaria eradication. His delegation sincerely hoped that the measures proposed 
for the assessment and replanning of existing programmes would facilitate their successful 
completion. He also hoped that malaria control measures would be undertaken as an intermediate 
step in countries that could not yet afford a full -fledged malaria eradication programme, 
taking into account their financial resources, the personnel available, and the need to reduce 
malarial infections in areas where socio- economic development was hampered by that scourge. 

It was widely known that during the time the disease had been endemic in Yugoslavia, 
more than one -third of the population, namely 5.2 million in three ecologically distinguish- 
able areas, had been at risk. During the period between the two world wars, 600 000 to 
800 000 people were estimated to have been infected yearly, and in epidemic years, such as 

1935 and 1937, the economic losses in terms of unharvested rice and absenteeism had amounted 
to the yearly social welfare appropriation for the entire country and the yearly budget for 

the total health services of Macedonia. 

In 1947 extensive house spraying with DDT had been started and the consequence was a 
reduction of malaria cases from 81 443 in 1947 to 865 cases in 1951. Unfortunately, as in 

other countries, a subsequent reduction in the scale of coverage with insecticides had 
resulted in renewed transmission of malaria, though at a relatively low level. 

Following on the resolution of the Eighth World Health Assembly, a malaria eradication 
programme had been launched in 1958 and had been successfully completed. He wished to record 
the sincere appreciation of the Government of Yugoslavia for the assistance provided by the 
Organization in terms of insecticides, spraying, laboratory and other equipment, and anti- 
malarial drugs, all of which had greatly facilitated the progress of the programme. He was 
happy to state that the transmission of malaria had been interrupted in Yugoslavia: the last 
indigenous case had been detected in 1959. A WHO team was being expected in Yugoslavia to 
assess the work done and, he hoped, to confirm that malaria eradication had been achieved. 

His delegation was fully aware that the maintenance of eradication was a costly affair, 
particularly in highly vulnerable areas. He sincerely hoped that as a result of the revised 
strategy, malaria control activities would in future receive more attention in countries where 
eradication was not at present feasible, as that should lead to an improvement in socio- 
economic development. 

Dr JAYASINGHE (Ceylon) congratulated the officers of the Committee on their election and 
thanked the Director -General and the Regional Director of the South -East Asia Region for the 
very valuable financial and technical assistance given to Ceylon for malaria control. 
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After nearly seven years malaria had reappeared towards the end of 1967 and had attained 
peak proportions between February and July 1968. There had then been a short lull, after 
which there had been another increase towards the end of 1968 which had lasted until the 
middle of 1969. 

In July 1968 an emergency programme had been started and had continued until September 
1969. The main objectives of this programme were to control the epidemic and to pave the 
way for the institution of a long -term malaria eradication programme. 

The main operational targets achieved were: insecticide coverage of a population of 
6.5 million in the hyperendemic and mesoendemic areas; treatment of all microscopically 
positive, suspected and clinical cases by the network of medical institutions and field 
workers operating in hyperendemic areas; decentralization of laboratory services; 
strengthening of entomological services by providing an increased number of teams for 
intensified entomological surveillance, in particular for the monitoring of the susceptibility 
level of Anopheles culicifacies; active and passive case detection and special remedial 
measures, including radical mass treatment, in areas of Plasmodium falciparum transmission. 

The desired response to these measures had not been obtained, probably because coverage 
had not been provided for approximately 9 million out of the 12 million population; moreover 
the vector had developed a high tolerance to the insecticide. Also, a large number of 
people refused to allow their houses to be sprayed because of damage to furniture and the 
sudden emergence of bedbugs. Another factor was the high relapse rate due to patients not 
taking their full treatment. 

In addition the sprayers faced a difficult economic problem: if malaria was eradicated, 
their means of livelihood would vanish, as they were all recruited on a temporary basis. 

Action was, however, being taken to overcome those difficulties. , The refusal rates 
were being lowered by legislation which compelled people to allow their houses to be sprayed; 
and Malathion was being mixed with DDT to destroy the bedbugs. It had also been decided to 

admit all positive and clinical cases to medical institutions for five days so that the full 
course of treatment would be taken and the high relapse rates thus reduced. Where that was 
not possible, midwives and public health inspectors in villages were responsible for ensuring 
that the full treatment was observed. 

In conclusion he stressed that in the economic and financial circumstances of his 

country it was not possible to meet all the financial demands of the complete control of 
malaria. 

Professor CORRADETTI (Italy), commending the report contained in document А23/P&В/1, 

said that in six pages it listed all the measures to be taken for the revision of malaria 
programmes in different countries, for long -term planning in each country, and for the 

necessary socio- economic studies. In addition to the work of revision, which devolved 
strictly upon WHO, the report also reviewed the work of co- ordination carried out by WHO 
and other international agencies. From the report - and from what the delegates of Venezuela, 
Brazil, India, Turkey, Indonesia, Ceylon and others had said about the difficulties of 

malaria eradication - he concluded that, as the Italian delegation had stated at the Twenty - 
second World Health Assembly, the work of the Malaria Division was much greater than in the 
past when the methodology had been considered merely a routine operation. 

The Director -General had certainly considered how to find the means to translate the 
immense programme contained in document А23/Р&B/1 into reality. His delegation thought 
the Assembly would like more detailed information on this matter. 

A change of strategy did not mean that malaria was no longer the greatest health problem 
in many countries. Its correlation with socio- economic conditions would certainly reveal 
that in most countries socio- economic development could not even start without a degree of 
antimalarial activity capable of keeping the disease at the low level required. If the 

control of malaria were discontinued or allowed to sink below the safety level in malarious 
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countries, the peculiar dynamics of transmission would result in a catastrophe. If the 
change of strategy were, therefore, to be interpreted as a reason for doing less rather than 
more, that would be a most tragic mistake. 

One of the greatest problems was the need for first -class malariologists to carry out 
the tasks imposed by the new strategy. It must be borne in mind that those working on 
malaria eradication over the past twenty years needed to complement their knowledge before 
they could become malariologists in the true sense. To meet the new strategy, malariologists 
must be experts in the epidemiology of malaria, on anophelines and their biology, in the 
pathology and immunology of malaria, the parasitology of malaria, vector control by all the 
various means, general public health, and sociology. Only then could a malariologist judge 
and give advice on the priority to be given to malaria in the overall national socio- economic 
development plan. 

The schools of malariology that had existed before the First World War had formed 

malariologists who had a wide general and specific knowledge. The illusion that the use of 
the methodology elaborated for malaria eradication would rapidly rid the world of the disease 
had unfortunately resulted in the disappearance of most of those schools. Malaria eradication 
methodology was now recognized as forming only a small part of the methodology required for 
antimalaria activities. He hoped that the Director -General would take the problem of 
training malariologists into consideration and find ways and means of developing in particular 
the training of young malariologists, as a shortage of such staff could affect the progress 
of malaria eradication as a whole. 

Malaria research had also been neglected during the past twenty years or had been limited 
to the technological and local field research related to malaria eradication. Basic research 
was badly needed, and priority must be given to its expansion. The Italian delegation had 
often emphasized the need for basic research on malaria, and some Italian institutes were now 
working on such research. The Istituto Superior° di Sanità had carried out experiments in 

which protection was obtained by vaccination with the non -hydrosoluble part of the parasites 
fragmented at low temperature by a Ri -Bi cell fractionator without any denaturation of the 
parasitic proteins. The same institute was carrying out basic studies on the life cycle, 

selection and speciation of Plasmodia. Investigations on the genetics of the A.. $ambiae 
complex were being carried out at the Institute of Parasitology of the University of Rome, 
and other genetic investigations on anopheles were in progress at the Institute of Genetics 
of the University of Cagliari. Those contributions to basic research on malaria came from 
a country which had suffered from the disease for centuries but at present had no malaria 
problems. Convinced that basic research on malaria was the motive force to ensure progress 
in malariology, the Italian delegation wished once more to emphasize the need to expand such 
research. 

The meeting rose at 12 noon. 


