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1. DRAFT THIRD REPORT OF COMMITTEE A (Document А27/А/4) 
i 

At the request of the CHAIRMAN, Dr GUILLEN OVALLE (Peru), Rapporteur, read out the 
draft third report of Committee A. 

Decision: The report was adopted. 

2. DETAILED REVIEW OF THE PROGRAMME AND BUDGET ESTIMATES FOR 1975: Item 2.2.3 of the 
Agenda (Resolutions EB53.R30 and EB53.R31; Official Records Nos. 212 and 216; 
Documents A27/9, A27 /WP /3, A27 /WP /4, A27 /WP /5, A27 /A /Conf.Doc. No.1 and Add.l, 2, 

3, and 4, A27 /А/Conf.Doc. No.16 and Add.l and 2, A27 /A Conf.Doc. No.17, 
A27 /A/Conf.Doc. No.21, А27 /A /Conf.Doc. No.23, and A27 A /Conf.Doc. No.24) (continued) 

Communicable disease prevention and control (section 5.1) (continued) 

Malaria and other parasitic diseases (section 5.1.3) (continued) 

Dr LEPES, Director, Division of Malaria and Other Parasitic Diseases, said that there 

was no fundamental disagreement as far as the appraisal of the situation as a whole was 
concerned, although there were certain differences of interpretation as to the causes of 
the alarming situation. However, all agreed that the situation was serious and required 
immediate remedial measures. Several speakers had wondered whether there should not be 
a change of approach with regard to the revised strategy of malaria eradication. That 

strategy, adopted by the Twenty -third World Health Assembly, had been necessitated by 
difficulties encountered in a number of malaria programmes because of the dogmatic approach 
previously applied. In fact, the revised strategy offered governments all possible 
options in deciding how the malaria programme should continue. An analysis of what had 
been implemented and how, as far as the recommendations of the review teams were concerned, 

would lead too far, but that was the point at which the analysis of the situation should 

start. The governments of most malarious countries had declared their malaria programmes 

to be priority programmes, but in the past six to eight years other health programmes, 

such as smallpox eradication, family planning, and the development of health services, 

should have received priority. In most instances the total budget for health and the 
available manpower were insufficient to cope with all those priorities. The health admini- 

strator thus found himself faced with the choice between being courageous and concentrating 
on a single problem, or exercising justice and dealing with several. If he tried to be 

just, some programmes had to suffer. It was well known that malaria services had been 

used in several countries to control cholera epidemics or support smallpox eradication or 
family planning programmes. He did not criticize such decisions, which most health 
administrators would probably have taken. 

The problems of resistance of anophelines to insecticides and of plasmodia to anti- 

malarial drugs were causing difficulties but were not obstacles to the interruption of 

transmission. However, the resistance of mosquitos required a change of insecticides, 

which usually involved an increase in the cost of spraying operations. 

Much research had been carried out in the previous ten years on the development of 
an alternative methodology, and new approaches had been explored. On the basis of existing 

knowledge it could be stated that genetic control of vectors was not the method of choice 

and that, whereas some biological methods looked promising, their application on a large 

scale was scarcely conceivable. Much had been done in the last decade on the development 

of new antimalarials; in the United States alone, more than 214 000 compounds had been 

screened and tested for their antiplasmodial activity, but only four had emerged as candi- 

dates for final testing. Fortunately, even with the drugs already available, malaria 

could be treated and prevented. 

Important advances had been made in research on the immune response, and the function 

of humoral immunity was now well understood. At the same time, research on the develop- 

ment of an immunizing agent had progressed to the extent that a small number of immunized 

volunteers had resisted challenge for over six months. There were therefore good hopes 

for the development of a malaria vaccine, although much research was still required in that 

field. He stressed that a vaccine that would be a breakthrough in many ecological situa- 

tions would not suffice as a single measure, and other measures for the interruption of 
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transmission would be required. The need for further research in that respect and on 

other aspects of the parasite, the vector, and the host was appreciated, but vector control 
measures and insecticides would have to be relied on for some time to come. However, if 

the technology already available were applied to the extent required and with the intensity 
that the ecological conditions demanded, there would be fewer setbacks than had been 
experienced recently. 

The possible approaches to malaria control in Africa, especially in the countries 
south of the Sahara where the disease was hyperendemic and holoendemic, had been discussed 
thoroughly at the Interregional Conference on Malaria held in Brazzaville in 1972, and by 
the Expert Committee on Malaria at its sixteenth session in November 1973. Guidelines 
for action and further study had been laid down, but the resources available in some 
of those countries did not permit antimalarial activities to be undertaken on a larger 
scale. Therefore the international community should consider the assistance that might 
be rendered and that would at least reduce the high mortality that malaria caused in young 
children. It was perhaps appropriate to use voluntary funds for that purpose, but, if 

so, additional large contributions to MESA would be required. The draft resolution 
before the Committee indicated the need for a further study of the subject by the Executive 
Board, which should in turn provide suggestions for concrete measures to be taken by 
governments and by WHO. 

Dr ELOM (United Republic of Cameroon) said that his delegation had already made many 

statements in the past concerning the malaria problem and the difficulties encountered 
in its solution. The strategy that had been laid down by the Health Assembly in Boston 

had seemed promising, but no tangible result had been observed in the African region, 
where malaria continued to be the most important cause of mбrbidity and mortality, especially 
among children. It therefore remained a priority public health problem and a powerful 

brake to socioeconomic development in Africa. The WHO programme included the develop- 
ment of basic health services, the training of health workers, vector control, entomological 
aid parasitological research, and the development of better insecticides and antimalarials. 

The greatest handicap of the developing African countries was the lack of funds, personnel, 

and equipment to enable them to take full advantage of the programme. It was stated on 

page 2 of document А27 /WP /5 that whatever assistance WHO could offer - and could engage 
other international multilateral or bilateral agencies to provide - would be of little 
avail without unequivocal recognition by the governments concerned of the priority to be 

given to the protection of the population against malaria. African governments indeed 
allotted very high priority to malaria control, but they were faced with many priority 

problems among which they had to divide their meagre funds. Programmes for the develop- 

ment of health services were being integrated everywhere, and malaria control was being 

included in those programmes without losing any of the attention due to it. WHO should 

continue to include malaria control among the highest priorities in the African region and 

to develop intensively the measures that would stem the advance of the disease. That 

would require of WHO great financial efforts that it could not sustain alone, and inter- 

national and bilateral assistance would need to be increased. It was regrettable that 

some international organizations had stopped giving assistance in that field, or had at 

least restricted it to certain sectors. He believed that closer cooperation - such as 

had been achieved in the smallpox eradication programme - should be brought about so that 

the malaria campaign could be waged more vigorously. 

The CHAIRMAN drew attention to the draft resolution entitled "Development of the 

antimalaria programme ", proposed by the delegations of Afghanistan, Austria, Ethiopia, 

India, Italy, Mexico, Sierra Leone, United Kingdom of Great Britain and Northern Ireland, 

and United States of America, and reading as follows: 

The Twenty- seventh World Health Assembly, 

Noting the report of the Director -General that describes the state of develop- 

ment of antimalaria programmes; 

Recognizing that malaria is resurging in parts of the world, has never been 

controlled in other parts, and remains a disease the control of which is of the 

highest priority; 
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Believing that the revised strategy adopted by the Twenty- second World Health 
Assembly is an effective strategy, but for a variety of reasons has not been effecti- 
vely implemented, 

REQUESTS the Executive Board thoroughly to review the problem and national and 
international priorities, and report to the Twenty- eighth World Health Assembly. 

Decision: The draft resolution was approved. 

The CHAIRMAN then drew attention to the following draft resolution proposed by the 
delegations of Chad, Cuba, Czechoslovakia, German Democratic Republic, Ivory Coast, Kenya, 

Malawi, Mali, Nigeria, Poland, Sierra Leone, Sri Lanka, Sudan, Togo, Uganda, Union of 

Soviet Socialist Republics, United Republic of Cameroon, and United Republic of Tanzania; 

The Twenty- seventh World Health Assembly, 
Recognizing that tropical parasitic diseases are one of the main obstacles to 

improving the level of health and socioeconomic development in countries of the 

tropical and subtropical zones; 

Bearing in mind the need to develop research on matters connected with the most 

important tropical parasitic diseases; 

Realizing that national, regional or global programmes of tropical parasitic 

disease control can be implemented only if scientifically based methods and effective 

means for their control are available, 

1. NOTES with satisfaction that the importance of the medical, social and economic 

aspects of the major tropical parasitic diseases has been recognized; 

2. EMPHASIZES the urgent need for further development and intensification of research 

in this domain; 

З. RECOMMENDS that Member States of WHO extend the activities of their national insti- 

tutions for the development of research of prime importance for the control of the major 

tropical parasitic diseases; 

4. REQUESTS the Director -General: 
(a) to intensify WHO activities in the field of research on the major tropical 

parasitic diseases (malaria, onchocerciasis, schistosomiasis, the trypanosomiases, 

etc.); 

(b) to define the priorities in research on the problem of tropical parasitic 
diseases in the various regions of the world, bearing in mind the primary needs 

of the developing countries; 

(c) to extend cooperation with national institutions and other governmental and 

nongovernmental organizations in regard to the coordination of research in this 

field; 

(d) to enlist extrabudgetary resources on a wider scale for these purposes; and 

5. FURTHER REQUESTS the Director -General to submit a report on progress in the imple- 

mentation of this resolution to the Executive Board at its fifty -seventh session and 

to the Twenty -ninth World Health Assembly. 

Dr КUPFERSCHMIDT (German Democratic Republic) supported the draft resolution. The 

control of the most important parasitic diseases was very complicated and had many social 

and economic implications; the malaria eradication programme had proved that many difficul- 

ties stood in the way of complete success. It was not as easy as with virus diseases, such 

as smallpox, measles, and poliomyelitis, against which effective vaccines were available. 

Therefore, in order to avoid disappointments, as in the case of the malaria programme, it 

was an urgent necessity to elaborate scientifically based methods and effective means for 

the control of the important parasitic diseases, which took a heavy toll of lives in tropical 

countries and led to severe economic loss. 

Dr HOSSAIN (Bangladesh) endorsed what the delegate of the German Democratic Republic 

had said. It was indeed an important draft resolution and his delegation wished to be 

included among its co- sponsors. 
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Dr SOBOTKOVA (Czechoslovakia) said that her delegation supported the draft resolution 

and wished to be included in the list of co- sponsors. The draft resolution accurately 
reflected the present position with regard to tropical parasitic diseases and the orien- 
tation of future efforts to bring about their control. 

Dr VALLADARES (Venezuela) said that the list of sponsors of the draft resolution 

gave the impression that none of the tropical American countries was interested in 
parasitic diseases. He therefore asked that Venezuela be included among the sponsors. 

Dr KIDANE- MARIAM (Ethiopia) and Dr ARNAUDOV (Bulgaria) said that their delegations 

also supported the draft resolution and wished to be included among its sponsors. 

Dr ABDALLAH (Egypt) agreed with the draft resolution and with the concept so clearly 
expressed in the Director -General's report, as well as with the statements of previous 
speakers to the effect that such research could be carried out in countries in which the 
disease was endemic. He therefore proposed that the words "taking into consideration 
that such activities be carried out in endemic areas whenever possible and feasible" be 
added to operative paragraph 4 (a) of the draft resolution. 

Dr GEKONYO (Kenya) said that his delegation was pleased to associate itself with the 

draft resolution because of the significance of parasitic diseases to his country and 
neighbouring East African countries. To emphasize what the delegate of Egypt had said, 

he drew attention to the existence of the East African Research Institute and the 
East African Community Medical Research Council, which had set up institutes in Uganda, 
Tanzania and Kenya. Those institutes had done research on malaria and onchocerciasis 
and would benefit greatly from the spirit of the draft resolution. Greater cooperation 

could be effected in intensifying their work. 

Dr SCEPIN (Union of Sóviet Socialist Republics) was a little concerned about the 

amendment proposed by the delegate of Egypt. In the draft as presented it was proposed 
to use the research potential of all countries; if the resolution merely called for 
intensification of research in the endemic areas, the benefit of the research achievements 

of countries outside those areas would be lost. 

Dr ABDALLAH (Egypt) pointed out that it had not been his intention to restrict 

research to certain countries; he only meant that research in tropical medicine should 
be carried out in endemic areas whenever possible and feasible. Some scientific centres 

in developing countries had capable technical personnel and should be given an opportunity 
of undertaking research. 

Dr TOUA (Papua New Guinea) said that there were malarious areas in the Western 
Pacific Region. On malaria, as well as on other aspects of the control of mosquitos 
and parasites - insects, such as bedbugs, for example, that were attracted rather than 

repelled by DDT - research might usefully be performed. 

Professor KOSTRZEWSKI (Poland) agreed with the delegate of the USSR that the amend- 

ment proposed by the delegate of Egypt might have an unduly restrictive effect. If 

endemic countries were overemphasized, other countries with facilities for undertaking 
research, into, for example, new drugs, might lose interest. He therefore proposed that 

a small working group be set up to revise operative paragraph 4 (a) to meet the objections 

raised. 

Dr SHRIVASTAV (India) pointed out that certain laboratories, such as the School of 

Tropical Medicine in Calcutta and that in Kuala Lumpur, and possibly laboratories in 

Egypt and other countries, had developed a great deal of competence. There was no reason 

why they should not be involved in such research. Other laboratories not situated in 

the endemic zones might also be interested. There was therefore no conflict between the 

two ideas, and the operative paragraph might be reworded as suggested by the delegate of 

Egypt. With that qualification, other countries were not debarred. 
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Dr ABDALLAH (Egypt) thought that there was no need for a working group since he had 
merely suggested the addition of a phrase. 

Dr SCEPIN (USSR) said that the amendment was acceptable to his delegation and he 
thought that his co- sponsors would agree to it. A working group might therefore not be 
necessary. 

Professor SULIANTI (Indonesia) supported the draft resolution. However, she was 
disturbed by the statement made by the delegate of India implying that research could 
only be undertaken in laboratories. Research on tropical parasitic diseases could be 
performed without a laboratory if related to field operations and to epidemiological and 
operational problems. 

Dr SHRIVASTAV and Dr HOSSAIN (India) agreed. 

The CHAIRMAN said that, as the amendment of the Egyptian delegate was acceptable to 
the sponsors of the draft resolution, there was no need for a working party. 

Decision: The draft resolution was approved as amended. 

Dr ABDALLAH (Egypt) remarked that, although the title of the section under discussion 
was "Malaria and other parasitic diseases ", not a single parasitic disease had been 
specified by name. 

Smallpox eradication (section 5.1.4) 

Dr RAMZI, representative of the Executive Board, said that the Board had examined 
the report of the Director -General on smallpox eradication. That report stressed that, 
at the advanced stage reached in the programme, three measures deserved particular 
attention: first, immediate notification and complete international coordination if 

smallpox was reintroduced into a country; secondly, maintenance of vigilant surveillance 
and an appropriate vaccination programme; and thirdly, confirmation of the absence of 
smallpox cases. The Director -General had informed the Board that WHO allotted high 
priority to the final stages of the programme and was prepared to mobilize other funds 
if necessary. WHO was actively seeking funds outside its regular budget so that it 

could assist regions in difficulties. The question of monkeypox had arisen during the 
Board's discussions, and the Director -General had explained that a group of research 
workers had made a thorough study of the disease in December 1973. Further studies 
were envisaged in countries in which cases of monkeypox had been observed. 

Dr BERNARD, Assistant Director -General, said that document A27 /WP /4 summarized the 
existing situation. As in previous years, it included as an annex the issue of the 

Weekly Epidemiological Record that had appeared at the beginning of the Health Assembly 
and that reviewed the problems of smallpox surveillance. The zones of smallpox 
endemicity had been reduced to the smallest dimensions ever known in the history of the 

disease. Only four countries of endemicity remained, and more than 90% of the world 
total of cases were concentrated in a region representing less than 15% of the surface 

of those four countries. Surveillance activities had been considerably improved during 

the previous year in the Asian countries of endemicity, and now allowed more than 80% 

of all existing cases or epidemics to be identified and dealt with. The increase in 

reported cases thus reflected better surveillance, and WHO believed that three times as 

many cases were currently being identified as had previously been reported. Each of 

the countries in which the disease had been endemic during the previous year had allotted 

the highest priority to its smallpox programme. Moreover, the numerous countries that 

had supported the global smallpox eradication programme had maintained and even increased 

their assistance, especially in the form of donations of vaccine. It was very important 

for the Secretariat to stress how much those contributions had contributed to the success 

of the programme. As an example, he cited the most recent contribution: that of the 
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Government of Sweden, amounting to some three million dollars and intended to speed up 
smallpox eradication in India. During the previous twelve months, international 
commissions had made a thorough study of the epidemiological situation in the Americas 
and in Indonesia and concluded that transmission of the disease had been interrupted, 
which could be acknowledged as a historic achievement. The aim of the programme remained 
the total interruption of transmission in the remaining endemic areas during the year 
1975, but WHO would refrain from making any strict or definitive forecast, which might 
be hazardous in a world of uncertainties in which so many factors could influence the 
evolution of the programme. The date should, however, be maintained as an incentive to 
pursue the programme with the greatest energy, on the part not only of the countries 
affected but also of other Member States of WHO. 

Dr HOSSAIN (Bangladesh) said that his country was one of those in which smallpox was 
still prevalent. The situation was better than it had been in 1973 when, owing to the 
chaos prevailing in the country, health workers had had to concentrate their energies on 
the more urgent work of relief and rehabilitation and could not be properly distributed 
through the areas affected with smallpox. As a result, a record number of 5000 cases 
had been reported in April 1973, and the actual number of cases was probably twice as much. 
Reports of morbidity and mortality in 1973 were being received in 1974. The situation 
had vastly improved, as had been indicated in an official deport a short time previously. 
Every single case in the country had been identified and welfare workers were visiting 
families regularly and finding cases wherever they existed. More than two -thirds of the 

country had been virtually freed from smallpox since September 1973. Efforts had been 
concentrated on the programme and the entire population had been classified according to 

age and history of primary or no vaccination. From 21 January to 15 April 1974 about 
one million persons had received primary vaccination. In addition, over two million 
had received secondary vaccination. Thus, over three million in all had been vaccinated 
during the past three months. The latest report on the incidence of the disease during 
that period indicated 4456 cases and a mortality of 2435. During the month of April, 
1700 cases had been reported. About 200 villages had been reported as infected, but 

very few cases had been reported in them. In three areas bordering India, the disease 
had been difficult to control, although several hundred medical students had gone from 
house to house vaccinating the inmates. 

The situation had since been brought under control. The medical officer in charge 
of the WHO smallpox programme had visited Bangladesh twice during the preceding six 
months and had urged that all available resources be applied to bringing the disease 
under control. Thanks were due to the WHO staff members who had worked tirelessly to 

that end. It had been shown that integration of health services was the only realistic 

approach, and therefore malaria, smallpox, tuberculosis, and family planning had all been 

tackled in a comprehensive way, with good results. 
If Bangladesh was to be freed from smallpox by 1975, it would need a helicopter and 

several tons of chocolate, because the helicopter attracted thousands of children, who - 

although they normally fled from vaccinators - would accept vaccination when given choco- 
late. Apart from those items, Bangladesh was well equipped with vaccine and other 
materials and did not need many experts, since it had built up its own infrastructure of 
hard -working and devoted health staff. 

Dr SHRIVASTAV (India) said that, in the past year, a remarkable effort had been made 

in India with the active cooperation of WHO, the Government of India, and the state 

governments. An intensive campaign had been mounted in which 34 epidemiologists 
(including 9 from WHO) and 24 state -level teams were working in those parts of the country 

in which smallpox was endemic. In the past, the states had been reluctant to recruit 

staff to undertake an intensive immunization campaign because they were not sure of 

obtaining funds. It was therefore an important point that the programme was entirely 

financed by the Central Government as part of its fifth Five -Year Plan. In 1973 there 

had been 22 million primary vaccinations and 76 million revaccinations - 4% instead of 
6% of the target for primary vaccinations and 14% instead of 20% for revaccinations. 
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It had been found that the reason why it was not possible to attain the target in some 
places was lack of staff. Paradoxically, the incidence had increased rather than fallen. 
Thus, in 1972 there had been 27 000 cases and about 5000 deaths; in 1973 80 000 cases 
and some 15 000 deaths; and up to May 1974 about 60 000 reported cases and a number of 
deaths of approximately the same magnitude as in 1973. An intensive search was in opera- 
tion especially in the states of Uttar Pradesh, Bihar, West Bengal, and Madhya Pradesh - 
the four states that accounted for 94% of the cases in the country - mobilizing a large 
number of health staff and the special epidemiological teams. It was estimated that 
two -thirds of cases had been missed in the past, which accounted for the apparently high 
increase in incidence. India was self -sufficient in the production of vaccine, but it 
was grateful for past donations of vaccine, notably freeze -dried vaccine supplied by the 
USSR through WHO. The budget for 1973 -74 was sufficient for the purpose: 35 million 
rupees for the whole country. The future plan of action, envisaged in consultation with 
WHO, provided for improved reporting procedures and intensified surveillance, which needed 
to be heightened during the summer and autumn so as to produce an impact on the smallpox 
season, which was in the winter. The vaccination programme would continue to receive the 
same emphasis, especially primary immunization, for which purpose the services of basic 
health workers and multipurpose workers had been secured. It was thus a combined vertical 
and multipurpose programme, and would remain so until a substantial dent had been made in 
the problem. The battle against smallpox had been joined from all angles. It was hoped 
that it would be the last, and that it would be possible to report its successful outcome 
to the next Health Assembly. There was no room for complacency, and vaccination and 
surveillance would continue until not a single case had been reported two years after the 
end of the programme; indeed, surveillance and primary immunization would go on even 
after that. 

Dr JAROCKIJ (Union of Soviet Socialist Republics) was satisfied with the progress made 
in the smallpox eradication programme. The Soviet Union, which had originally proposed 
the programme, was continuing to support it by a further donation to the Organization of 
75 million doses of smallpox vaccine, to be delivered between 1974 and 1976. 

It was too early, however, to speak of the programme as nearly completed and to 
envisage a slackening of the efforts of the health services, On the contrary, the 

epidemiological services would have to be strengthened, effective surveillance systems 
set up, and revaccination of the population carried out where necessary. 

It might also be desirable to include in the International Certificate of Vaccination 
or Revaccination against Smallpox a note concerning revaccination of persons arriving from 

smallpox -infected countries. 
Research was still required on reliable tests of immunity to smallpox, on the bio- 

logical properties of monkeypox virus, and on the causes of complications following small - 

pox vaccination. 
The Director -General's report on smallpox eradication referred to difficulties 

encountered in India, Pakistan and Ethiopia. The Organization and the national smallpox 

services should make every effort, at the present critical stage of the programme, to 

avoid prolonging it. From the statement made by the delegate of India, it appeared that 
that country, where the smallpox situation showed little change, was particularly in need 

of assistance. WHO was helping to intensify measures in India and some of its experts, 

including experts from the USSR, were working in the worst affected areas. 
The proposals of administrators, health and social workers, and even of the population 

of the affected villages, on how to increase vaccination coverage, particularly of agri- 

cultural workers and those who had to travel about frequently, should be studied attentively. 

As the delegate of India had stated, it was also important to establish epidemiological 

surveillance services; it was especially important to work out methods of rapid case - 

finding. Health education should be intensified and efforts made to encourage the vacci- 

nators and to stimulate the population to cooperate in the programme. 
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The establishment in Calcutta of an additional reference centre for laboratory 

diagnosis of smallpox, as provided for in the proposed programme and budget estimates for 

1975, was timely, and it was hoped that the centre would be designated as soon as possible. 

Dr VIOLAKI (Greece) pledged her country's continued support of the WHO smallpox 
eradication programme, first approved by the Eleventh World Health Assembly in 1958 and 
intensified on a global scale in 1967. 

The maps on pages 157 -158 of Weekly Epidemiological Record No. 19 demonstrated that 

smallpox could be eradicated not only from areas with high population density but also 

from sparsely settled areas. However, the problems experienced by certain countries 
should not be underestimated; to overcome them, increased efforts by those countries as 
well as international cooperation would be needed. 

She did not agree that countries with a low risk of importing smallpox and with 
developed health services could afford to stop routine vaccination of the total population; 
there still remained the danger of importing smallpox from endemic areas as a result of 
tourism. All countries should join in working towards the simultaneous accomplishment of 

smallpox eradication. WHO was on the threshold of a major achievement and could not 

afford to fail. 

She wondered if the delegate of the United Kingdom of Great Britain and Northern 
Ireland could provide some information about why the incidence of vaccinia infection had 
increased from 1972 to 1973, as shown in the aforementioned issue of the Weekly 
Epidemiological Record. 

Dr KIDANE- MARIAN (Ethiopia) said that in her country, which was one of the countries 
still afflicted with endemic smallpox, within the span of three years the eradication 
programme had effectively controlled the disease in all but 22 of the country's 102 sub - 
provinces, the uncontrolled, areas being located in the rugged and inaccessible central 
highlands or inhabited by nomads. In a country with an area of 1 221 900 square 
kilometres and an estimated population of about 26 million, 90% of whom lived in scattered 
small rural communities with a limited health infrastructure and serious communications 
difficulties, that result had been made possible only through WHO assistance and guidance 
and the adoption of an effective strategy. Plans were already under way to bring the 
last few pockets of smallpox under control by the end of 1974. 

She was pleased to report that good cooperation did exist between Ethiopia and the 
neighbouring countries in regard to smallpox eradication, and she was confident that if 

the intensive efforts continued her country would soon be declared free from smallpox. 
It was worth pointing out that smallpox surveillance teams in the areas already 

controlled were also successfully assisting the BCG immunization programme in those areas. 
She hoped that in the very near future, whenever funds and assistance became available, 
that cadre of health workers would play an important role in the immunization programme 
for communicable diseases of childhood. 

Dr KHALIQ (Pakistan) said that, although his was one of the four countries in which 
smallpox was still endemic, it was encouraged by the spectacular results in other develop- 
ing countries, such as Indonesia, that were endemic areas only a few years ago. Benefit- 
ing from their experience, Pakistan was now placing increased emphasis on improved 
surveillance activities and containment procedures. Every outbreak was fully investigated, 
the source of infection was traced, and containment measures were then implemented. 

The reported number of cases of smallpox in his country had risen in 1974 for the 
fourth consecutive year, although that rise partly reflected improved surveillance. 
However, the incidence in large areas of the country was low or zero, and comparatively 
localized problem areas accounted for the great majority of cases. An intensive effort 
was being made to eradicate smallpox from those heavily endemic areas, where additional 
WHO and national epidemiologists were working to interrupt transmission within the next 
few months. 

Regular search operations had been implemented in many areas and all health workers, 
including malaria eradication and population planning personnel, kept watch over their 
respective areas to detect cases of smallpox. Cash rewards were offered as an incentive 
to those discovering previously unknown outbreaks. Those measures had proved very 
effective. However, systematic vaccination of the population as a whole had been pursued 
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as relentlessly as ever so as to raise immunity levels and retard transmission. Hе 

hoped that transmission would be interrupted in the very near future. 

Dr UPADHYA (Nepal) said that the eradication of smallpox from the world by 1975 
would be a great victory of mankind over a dreaded disease that had wiped out the 
populations of innumerable cities and villages in the past. Smallpox could not spread 
to that extent now, even though it was reportedly still endemic in four countries, because 
of the excellent surveillance and containment mechanisms developed by the national 

governments under the guidance of WHO. 
Nepal, though declared a non -endemic country since March 1973, still experienced 

frequent small outbreaks of smallpox and was reluctant to be over -optimistic until the 

disease was actually eradicated from it and from neighbouring countries. There were 
cultural barriers against vaccination in some communities, people being more inclined to 
rely on supernatural forces than to have themselves vaccinated or report cases to the 

authorities, despite the fact that vaccination was compulsory. A door -to -door vaccina- 
tion campaign was being developed. In addition, there were unrestricted migration and 
travel on either side of the 500 -mile open border with neighbouring countries, and some 

people returned home harbouring the infection. A cross -notification system existed 
between the countries concerned, but it sometimes did not work very well because transport 

and communication problems, especially in the hills, made it difficult to locate the 

individuals and their close contacts. 
There was also sometimes negligence on the part of surveillance workers, who did not 

regularly supervise their assigned areas although they were aware of their responsibili- 

ties and the possibility of punishment for negligence. The human factor was a most vital 
problem and was not very easy to deal with. Unless such lower -level workers were fully 

motivated, through training and group discussions, to assume their responsibility to the 

community and the eradicatión project, smallpox would persist for some years to come 
despite the very efficient operational mechanism for surveillance and containment 

developed at a higher level. 

Nepal was also attempting to achieve better coverage by assigning malaria house 
visitors to report suspected cases of smallpox. Their training to date was insufficient; 

the frequent reporting of false positives caused the smallpox supervisors to run about 

needlessly. Better training would be required if such personnel were to be entrusted 
with case -reporting. 

The country was making satisfactory progress with its vaccination campaign and, with 

the continued assistance of WHO in the form of technical consultants, teaching aids, and 

the vaccine needed, smallpox could be eradicated from Nepal by 1975, provided the above - 

mentioned problems could be obviated. 

Dr FLEURY (Switzerland) said that his Government had donated more than 20 million 
doses of freeze -dried smallpox vaccine to WHO since it had begun supporting the smallpox 

eradication programme. It would continue to contribute vaccine, since it was aware that 
in practice increasingly great efforts were needed as one approached the target. 

Professor SULIANTI SAROS° (Indonesia) thought that the success of the smallpox 
eradication programme in her country, made possible by WHO assistance, was owing not to 
routine or mass vaccination campaigns but to very strict surveillance and containment 
measures. In the past few years the health authorities had enlisted the cooperation of 
children in case -finding after showing them a picture of a case of smallpox. There was 

also a reward system for the reporting of any subsequently confirmed case, but only once 
in the past two years had the reward been won. 

In Official Records No. 212, Indonesia was still listed as having a "country project 

of eradication" even though it had been declared smallpox -free. The project being 
carried out was a vigilance programme, and smallpox vaccinators were now also administer- 

ing BCG vaccines and would perhaps give other antigens as well in the near future. 

Dr SIMÓES (Brazil) congratulated the Director -General and his staff on the excellent 

results obtained in the smallpox eradication programme. Out of 30 countries where the 

disease had been endemic in 1967, only four were still endemic. In his country no cases 

had now occurred for three years; it was grateful to WHO and its Regional Office for the 

Americas for their assistance to the eradication effort. 
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Dr JIROUS (Czechoslovakia) said that, although the problem of smallpox was not of 

direct concern to his country, it fully supported WHO's programme, which had achieved 

notable successes during its seven years of operation. He urged countries not to relax 

their efforts, but to follow the example of the USSR, the USA and the other countries 

that had made donations to the programme. In addition to the assistance of its 

epidemiologists, some of whom had served as members of working groups, Czechoslovakia was 

providing direct assistance in the form of a donation of 250 000 doses of smallpox 
vaccine. 

Sir John BROTHERSTON (United Kingdom of Great Britain and Northern Ireland) said 

that the question asked by the delegate of Greece was related to the decision by his 

country to discontinue recommending routine smallpox vaccination of children. That 
decision had been taken after it had satisfied itself that the risk of morbidity and 

mortality from vaccinia was greater than that from smallpox. He was unable to add any 

information to that contained in Weekly Epidemiological Record No. 19, which indicated 

that there had been 83 vaccinia infections in 1973 as compared with 35 in 1972. That 

was only to be expected, since in 1973 about 3.2 million doses of vaccine had been issued 

(as against 1.7 million in 1972) owing to the small outbreal, of smallpox in March-May 

1973. If any other information became available, he would inform the delegate of Greece. 

Dr HENDERSON, Chief, Smallpox Eradication, said that, as noted in the Director - 

General's report, the remaining endemic areas were comparatively limited and the tempo of 

activity was several times greater than a year ago. A final breakthrough seemed possible 

and would require the best efforts of the countries concerned and all others throughout 

the world. 

He thanked countries for their assistance, especially for the donations that had been 

announced at the present Health Assembly by the delegations of Sweden, the Union of Soviet 

Socialist Republics, Czechoslovakia, and Switzerland, to name but a few. The final 

stages of the eradication programme were in fact the most difficult, as the delegate of 

Switzerland had pointed out, but with the strong support of all governments the end might 

be in sight a year from now. 

Bacterial diseases (section 5.1.5) 

Dr HEMACHUDHA (Thailand) wished to say a few words about cholera, which in many 
developing countries was a disease of the present as well as of the past. Only those 
communicable diseases for which there existed specific prophylactic and therapeutic 
measures could be contained or eradicated. No specific answer yet existed for cholera; 

the vaccine was not totally effective. Sanitation was the first line of defence, but 

satisfactory sanitation was nearly impossible to achieve in underdeveloped areas or else 
required huge investments that they could not afford. Hence, a more effective and 

specific vaccine was greatly to be desired. 
Hе referred to a news clipping from an unidentified United States newspaper indicating 

that research conducted at the Massachusetts General Hospital (Boston) had shown how 
intestinal antibodies protected against cholera. That strongly suggested that an oral 
vaccine would confer better protection than the parenteral one now in use. If so, 

cholera could be eradicated with oral vaccine as poliomyelitis had been in some countries. 
Could any further details be added by the WHO Secretariat or the delegation of the United 
States of America? 

Dr CVJETANOVIC, Chief, Bacterial Diseases, replied that several lines of research 
were being pursued by WHO, one being to find a better oral vaccine. Some studies had 

been done in India with a live El Tor strain vaccine but it had to be abandoned because 
its safety was not proved. Another study had been done with the assistance of colleagues 
from the United States of America using other strains developed in India through genetic 
manipulation of the El Tor organism. Those studies were still in their initial phase, 
but despite some hope there was the problem that such vaccines could revert to the 

pathogenic state and their stability and safety had to be proved before they could be 
used in the field. No living oral vaccine was therefore in sight in the near future, 
and other lines of research for improved vaccines were being pursued, information on which 
could be provided if desired. 
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Dr EHRLICH (United States of America) could not provide any further information for 
the delegate from Thailand but he supported the need for continuing research on new 
vaccines. He believed firmly that WHO had to provide the leadership for a global 
programme of the magnitude required for successful elimination of the threat of cholera. 
That effort must be a phased one and must include emergency assistance to areas immediately 
threatened with epidemic cholera as well as long -range efforts to achieve permanent 
reduction of the acute diarrhoeal diseases. Long -range action should focus on the 
development of environmental health facilities and practices, including personal hygiene, 
disease surveillance systems, and treatment capabilities. Effective health education 
at all levels was an essential element of the programme. 

In that connexion, he requested a very brief summary of current WHO action in 
response to the threat of cholera as indicated in resolution WHA24.26. 

Dr CHITIMBA (Malawi) fully endorsed the statement by the delegate of the United 
States of America. 

Dr BERNARD, Assistant Director -General, said that the Organization had devoted 

itself to establishing a short -term, medium -term, and long -term programme of action 

against cholera. An initial consultation had been held in 1973 to formulate the general 

principles and a study plan, and a number of visits had been made in that same year to 

countries with different epidemiological and socioeconomic patterns. The preparatory 

studies were now finished and the last touches were being put to a programme of action. 

Its goal would be to offer a number of different options or models suitable for countries 

with different resources, epidemiological features, and levels of health service and 

health personnel development. Responsible national health administrators would thus 

have a practical and appropriate instrument for responding to the specific problems posed 

in their country by cholera, whether the country was endemic for cholera, threatened by 

an epidemic, or desirous of protecting itself against an attack, or whether it simply 

wished to contribute technically or financially to the concerted action against cholera. 

Three types of action were planned: immediate action for emergency situation, since 

it was WHO's duty to assist countries faced with or threatened by an epidemic, and then a 

medium -term programme paving the way for the long -range action programme that would 

create the basic conditions permitting elimination of the disease and prevention of its 

reintroduction. 
For the emergency situation one was led to focus on cholera specifically; the 

short -term programme would thus include a surveillance and warning system, epidemio- 

logical surveys for case -finding, the treatment of cholera patients by intravenous or 

oral rehydration, vaccination, and measures for personal hygiene. However, when a 

longer -range view was taken of the problem, it was impossible to consider cholera 

independently of the overall group of acute diarrhoeal diseases, which were closely 

associated with it from the epidemiological and also the therapeutic point of view, as, 

like it, they were linked to biological pollution of the environment. Cholera - induced 

mortality was undoubtedly impressive but it must not be forgotten that the other less 

feared diarrhoeal diseases were even greater killers and above all affected the infant 

population more severely. The medium -term and long -term programme thus had to be 

conceived of in broader terms, as the United States delegate had said, without losing 

sight of the central objective of eliminating cholera, and had to include mainly measures 

for improving environmental sanitation. The WHO plan called for a series of pilot 

projects that would attempt to determine what environmental sanitation measures would be 

applicable to the acute diarrhoeal diseases and compatible with the resources available 

in various countries. Such diseases were now one of the main causes of morbidity and 

mortality, against which countries were still defenceless. Numerous field studies had 

failed to yield practical solutions, and they would hence be sought in relation with the 

long -term solution of the problem of cholera. 

Mycobacterial diseases (section 5.1.6) 

Professor LECHAT (Belgium) had been particularly interested in the programme and 

budget estimates for leprosy, which together with the Director -General's Annual Report 

indicated that the fight against that disease was finally reaching a turning -point. 
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New microbiological and immunological techniques were opening the door to effective methods 
of primary and secondary prevention. The development of epidemetric models would, more- 
over, help in the formulation of the optimum strategy for action against leprosy. In 

countries where the basic health services were not yet sufficiently developed, the well - 

structured leprosy services already in existence might be given responsibility for multi- 

purpose activities. 

The generally effective use made of the considerable sums collected for leprosy in 

his and other countries from the public by nongovernmental organizations was largely 
attributable to the technical directives issued by WHO. In view of the significant 
resources available for the fight against leprosy, the technical and perhaps even the 
operational responsibility of WHO could only grow; that responsibility consisted in 
informing, convincing, guiding, and possibly coordinating the nongovernmental organizations 
in their efforts against leprosy in accordance with the priorities defined by the countries 

concerned. It would consequently be justifiable to reassess the situation and review the 

progress made since the last meeting of the WHO Expert Committee on Leprosy in 1970. His 

delegation would shortly table a draft resolution along those lines. 

Professor SULIANTI SAROSO (Indonesia) noted that, as stated in Official Records 

No. 212, one approach to achieving the objectives of the tuberculosis control programme 

was the vaccination of the eligible population with a heat-stable freeze -dried BCG vaccine 
of good quality. The 1973 WHO Expert Committee on Tuberculosis in which she had partici- 
pated had discussed BCG vaccination at length. Because of the importance of using BCG 
vaccine of good quality, her delegation had, together with the delegations of Austria, 

Denmark, India, Iraq, Philippines, and Poland, proposed the following draft resolution: 

The Twenty- seventh World Health Assembly, 

Emphasizing that the effectiveness of BCG vaccination depends largely on the 

quality of the vaccine used; 
Recognizing that the production and quality control of freeze -dried BCG vaccine 

not only require extensive facilities and equipment, but also a high degree of 

specialized technological skill, and that as a result an increasing number of countries 

are deciding to refrain from national production and to opt for importing BCG vaccine; 

Recalling that from the outset the Organization has monitored the quality of BCG_. 

vaccine and that the WHO Expert Committee on Tuberculosis has strongly recommended 

that BCG vaccines used in national programmes should be examined by international 

reference laboratories and centres; 
Noting with satisfaction that for all the freeze -dried BCG ,vaccine supplied by 

or through UNICEF this monitoring consists in quality control of the final product 

both in laboratory experiments and in man, 

1. URGES Member countries importing BCG vaccine on a bilateral basis to make use of 

the international quality control system set up by the Organization; and 

2. RECOMMENDS that Member countries producing BCG vaccine avail themselves of the 

international system of assaying the quality of BCG vaccines until they have 

established a competent national control service. 

The point of the draft resolution was that since production and quality control of BCG 

vaccines required expensive facilities and equipment and a high degree of technical skill, 

the role of WHO was important; it was therefore recommended that Member countries avail 

themselves of the Organization's facilities for quality control when either importing BCG 

vaccine or producing it. 

Dr VALLADARES (Venezuela) hoped that the report of the WHO Expert Committee on 

Tuberculosis that had met in December 1973 would receive as wide a distribution as 

possible when it was published. The WHO Regional Office for the Americas had just 

finished preparing a manual of the procedures to be followed for bacteriological examina- 

tion in the diagnosis of tuberculosis, basically by direct examination. He hoped that 

those procedures would be adopted, as they could lead to greater precision and compara- 

bility of results. 
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He fully supported the draft resolution. The Latin -American Committee of the 
International Union against Tuberculosis had set up a special ВCG committee that would in 

June present the results of the first experiments with the bifurcated needle mentioned in 
the document. 

Professor KOSTRZEWSKI (Poland) supported the draft resolution on the quality control 
of BCG vaccine, which his delegation had co- sponsored. However, he wondered how much the 
World Health Assembly should concern itself with recommendations of a technical nature. 
The problem of vaccine quality, including vaccines against tuberculosis, was being consi- 
dered in the draft resolution on the WHO expanded programme on immunization. While it 

was not unusual for the Health Assembly to adopt resolutions of a technical nature, he 

asked whether the draft resolution should be adopted or whether the problem should rather 
be dealt with by the Expert Committee on Tuberculosis, whose recommendations could be 
considered and approved by the Executive Board. Personally, he felt that the Health 
Assembly should in its resolutions deal with health policy, strategy, and tactics, and 

leave technical problems to other competent bodies of WHO. 

Professor SULIANTI SAROS° (Indonesia) said that the draft resolution under discussion 
contained nothing technical, e.g., on the desirable number of organisms in the vaccine or 

the best method of preparation. It dealt with policy and administrative action, urging 

Member countries to use the available WHO facilities for quality control. 

Dr KHALIQ(Pakistan) said that in his country tuberculosis was a major communicable 

disease ranking only below malaria and the diarrhoeas and dysenteries and causing high 

morbidity and mortality. In developing countries like his, with malnutrition, population 

explosion, overcrowding, and insanitary living conditions, tuberculosis found an excellent 

environment in which to spread. 
A mass BCG vaccination campaign to reduce susceptibility to tuberculosis had been in 

operation in Pakistan since 1949. In accordance with the recommendations of WHO, direct 

BCG vaccination was given to children up to the age of 15, and freeze -dried vaccine was 

used. Serious consideration was also being given to administering BCG and smallpox 

vaccines simultaneously. 
The National Tuberculosis Control Programme, launched in 1968, was a 20 -year plan to 

cover the whole of the country in four 5 -year periods. The District Tuberculosis Control 

Centre and the District Tuberculosis Officer were envisaged as the nucleus for all anti- 

tuberculosis measures in each district. All available health resources and units were 

utilized for the diagnosis, prevention, and treatment of tuberculosis. Anti -tuberculosis 

drugs were distributed free of charge to all patients, and BCG vaccination was given to 

children under 15 years of age. Thus far, 28 districts of the 4 provinces had been 

covered by the programme. Domiciliary treatment was being encouraged. 

Voluntary organizations such as the National Anti- Tuberculosis Association of Pakistan 

(affiliated with the International Union against Tuberculosis) assisted the Government's 

efforts by operating several chest clinics and drawing public attention to the problem of 

tuberculosis through health education. WHO could assist by providing his country with 

diagnostic laboratories and large amounts of drugs to combat the disease. It could also 

encourage research for developing other cheap, non -toxic, effective drugs. 

In conclusion, his delegation wished to be included as a co- sponsor of the draft 

resolution. 
VV 

Dr SCEPIN (Union of Soviet Socialist Republics) shared the doubts that had been 

expressed by the delegate of Poland concerning the draft resolution. A special resolution 

on such a narrow technical question probably did not need to be adopted by the Health 

Assembly, since a draft resolution on the general problems of immunization remained to be 

considered. 

Dr HOSSAIN (Bangladesh) had bad news to report about tuberculosis in his country. 

The problem was that they had not yet been able to launch their offensive against tubercu- 

losis. Three million people were estimated to have the disease but only 300 000 were 

under active treatment; since only 1000 hospital beds were available, the rest were 

receiving domiciliary treatment. Present diagnostic and treatment facilities were also 
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far from what was required. Mass miniature X -ray facilities were needed very badly and 

regular sputum examinations had not yet been established. The health services were also 
running short of chemotherapeutic agents such as streptomycin and PAS. 

The country would take whatever measures it could to tackle the problem of tubercu- 
losis, but the present situation was very depressing. The underlying conditions leading 
to tuberculosis still prevailed and patients were simply suffering in silence. He wished 
to bring the country's need for assistance to the attention of the Health Assembly. 

Dr SHRIVASTAV (India) said that WHO already had an expert committee dealing with the 
standardization of biological products, whose function was to review periodically and lay 

down criteria for the efficacy and standardization of vaccines. Consequently, he too was 

at a loss to understand why one particular vaccine had been singled out. 

With regard to BCG vaccine production in India, steps had been taken with the help of 

WHO and UNICEF for the production of 30 million doses of freeze -dried vaccine, a proportion 

of which would be available to countries of South -East Asia. 

A research project was being carried out at the Tuberculosis Chemotherapy Centre in 

Madras, under the auspices of the Indian Council of Medical Research, to develop inexpen- 

sive but effective drug regimens for domiciliary treatment. Such a project was in line 

with the wish expressed by an earlier speaker that more research should be done to find 

cheap drug associations for domiciliary treatment. 

A large -scale BCG trial, known as the Tuberculosis Prevention Trial, had also been 

undertaken under the joint auspices of the Indian Council of Medical Research, the United 
States Public Health Service, and WHO. After 15 years of work, evaluation was apparently 
now being done at WHO on that very important project to determine to what extent different 

strains of BCG vaccine were truly protective, especially in the tropical developing 

countries where there were many other types of mycobacteria already present that might 

give a false -positive reaction. 
A related research project had been drawn up to investigate the possible effects of 

BCG vaccination on the subsequent development of leprosy in immunized children as compared 

with controls. 

Dr MICHEL (France) said that early detection and effective treatment were needed in 

leprosy as well as in tuberculosis. Active detection of cases required well informed 

health workers capable of making a precise diagnosis of those illnesses. It was thus 

necessary to maintain or to create structures capable of detecting recent cases of leprosy 

by means of systematic examinations of the population, and of tuberculosis by bacteriolo- 

gical examination of people with expectoration or cough. The late detection of heavy 

bacillus carriers could not conceivably result in a rapid significant reduction of those 

two diseases. The carriers of bacilli, who were truly those who spread leprosy and 

tuberculosis, should be given appropriate treatment under surveillance; in the case of 

leprosy, the few hospital institutions remaining should be used instead of housing patients 

there who stagnated in them interminably. 

As regards tuberculosis, a problem that preoccupied everyone had been created by the 

ambulatory treatment of patients, who were given large amounts of drugs to take home. 

Those drugs were not always used well; as a result, resistance developed to the drugs or 

treatment regimens were interrupted, necessitating the rehospitalization of the patients - 

after they had contaminated a good part of their family - and the administration of other 

costly drugs. 

Professor SULIANTI SAROS0 (Indonesia) did not want to press the draft resolution 

unduly; if the Committee so wished, there was no need to discuss it further. But the 

BCG vaccination programme was one of the extensive vaccination programmes, with smallpox, 

in which vaccine was provided as a donation. When vaccines were received as donations, 

they were used. The draft resolution therefore emphasized that, even if vaccine was 

donated, quality control was still necessary. As they all knew from experience, the most 

expensive part of a vaccination programme was administration, not the vaccine itself; if 

a country, especially a developing country, spent money on such a programme, it had to be 

sure of the quality of the vaccine used. In addition, as the second preambular paragraph 

noted, extensive facilities and equipment were needed for BCG vaccine production and 
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countries were refraining from producing it. Hence the need to ensure that the quality 
of the vaccine imported was satisfactory. The resolution met the requirements of 
Article 18(g) of the Constitution, which stated that one of the functions of the Health 
Assembly was "to instruct the Board and the Director- General to bring to the attention 

of Members and of international organizations, governmental or non -governmental, any 

matter with regard to health which the Health Assembly may consider appropriate ". 

The meeting rose at 12.35 p.m. 

• 


