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ELEVENTH MEETING 

Tuesday, 13 May 1997, at 9:00 

Chairman: Dr R. CAMPOS (Belize) 

1. CONTROL OF TROPICAL DISEASES: Item 20 of the Agenda (Document A50/7) (continued) 

Malaria (Resolutions WHA49.11 and EB99.R18) (continued) 

Mrs MARIAMA (Niger), commending the integrated approach to the control of tropical diseases, 
strongly endorsed the draft resolution before the Committee. 

Mr EISS (United States of America) said that while document A50/7 and the draft resolution correctly 
mentioned the lack of financial resources as a limiting factor in the control of tropical diseases, it must be 
remembered that the available treatment and prevention tools were also inadequate for many parasitic and 
infectious diseases, including malaria. Research and training were required to implement existing measures 
more effectively and to develop the tools needed for comprehensive prevention and control. In that 
connection, he sought information on the working relationship between the Division of Control of Tropical 
Diseases (CTD) and the Special Programme for Research and Training in Tropical Diseases (TDR). 

Many of WHO's most significant achievements in tropical medicine had resulted from active 
cooperation with other organizations within and outside the United Nations system and with the private sector; 
the recent efforts to eradicate onchocerciasis in the Volta River basin and guinea-worm in endemic regions 
were cases in point. He commended WHO for fostering alliances between the public and private sectors to 
prevent, contain and treat parasitic and infectious diseases. 

He concurred strongly with the special emphasis placed on malaria and supported an integrated 
approach to control and prevention, incorporating improved diagnosis of the sick child, rational drug use and 
monitored vector control measures. Commenting on research, he emphasized that there were no definitive 
treatment or control measures, mainly because of resistance of the parasites to available drugs and of the 
vectors to insecticides. The development and introduction of a vaccine would require a greater understanding 
of parasite biology and the mechanisms of immunity and transmission, including regional variations, and 
intensified efforts to develop new antimalarial drugs would depend on the dedicated participation of industry. 
Where promising new measures, such as the use of insecticide-impregnated bednets emerged, their 
development should be accompanied by a rigorous evaluation of their impact on immunity, morbidity and 
mortality. He hoped that the draft resolution would promote intensified research - basic and applied - within 
the public and private sector to elaborate improved tools for control, prevention and therapy. 

He noted the work of the National Institutes of Health in his country in bringing together malariologists 
and medical research institutes from the Americas, Europe, Africa and elsewhere with WHO and the World 
Bank in an effort to identify the most promising research strategies and encourage a coordinated response to 
malaria. 

Finally, he strongly encouraged the use of laboratory facilities to improve surveillance and case 
management. 

Dr DLAMINI (Swaziland) said that Swaziland, as one of 11 countries struck by an unexpected malaria 
epidemic in 1996-1997, thanked WHO, UNDP, UNICEF, the World Bank and the European Commission for 
funding efforts to control the outbreak. 

Nevertheless, heavy rains increased population movements between countries and drug resistance had 
caused further malaria-related deaths and higher morbidity. Given the continued need to improve 
communication in preventive campaigns and to teach communities how to recognise malaria symptoms, 
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particularly in young people, her delegation appreciated renewed financial support for human-resource 
development. Joint programmes with neighbouring countries were being fortified. 

She welcomed the Director-General's allocation of an additional US$ 10 million to accelerate the 
implementation of malaria control activities in Africa in 1997 and requested a further strengthening of 
programmes in view of the low levels of immunity (or its absence) in countries faced with re-emergence and 
the fact that malaria was both preventable and treatable. 

Voicing keen interest in vaccine development, she endorsed the draft resolution, as amended. 

Mr CHAUHAN (India) said that malaria had been a serious public health problem in India for many 
decades. A national malaria eradication programme, set up in 1958，had reduced the number of cases from 
75 million at the time of inception to 0.1 million in 1965. However, ensuing complacency and a decision to 
integrate the programme into the general health services had slowed down the effort and, by 1976，the number 
of cases had increased to 6.47 million. A modified plan of action had succeeded in reducing that figure again 
to under 2 million, although it had risen to almost 3 million over the previous two years. Similarly, deaths 
had dropped to between 50 and 400 over the 1976-1993 period before climbing back up to a record level of 
2731 in 1996. 

Vector resistance had forced India to switch from conventional insecticides to synthetic pyrethroids, so 
that it was now faced with an approximate six-fold increase in required expenditure per annum. In addition, 
synthetic pyrethroids had to be used selectively in order not to induce resistance to them. A comprehensive 
project costing US$ 215 million had been prepared in conjunction with the World Bank and would be 
launched on 1 June 1997. It combined environmental control measures with the effective use of synthetic 
pyrethroids, biopesticides, larvivorous fish, and impregnated bednets, and would involve close coordination 
with other ministries, particularly on power, irrigation and agricultural projects, which could create conditions 
propitious to the spread of malaria. Attempts were also being made to ensure that health impact studies were 
carried out on all major projects. 

In line with efforts by the Regional Office for South-East Asia to improve coordination through 
intercountry meetings, India was working with its neighbours to implement malaria control programmes 
simultaneously for maximum efficiency. 

India was grateful for technical and financial assistance from various organizations, including WHO 
and the World Bank. It supported the draft resolution as amended, but would like to see a final version 
incorporating all amendments. 

Dr MAJORI (Italy) reiterated the importance of sustained action against malaria and commended the 
Director-General's allocation of an additional US$10 million to malaria control in Africa. He further endorsed 
the amended draft resolution, but requested that work be undertaken to ensure a long-term financial 
commitment and would welcome any comments from the Secretariat in that connection. 

Dr SANOU (Burkina Faso) supported the amended draft resolution. Malaria was the main cause of 
sickness and death among the children of Burkina Faso and its threat was well recognized. A conference to 
determine research priorities had been organized in February 1996 with the support of WHO and the 
participation of policy-makers, partners in development and community representatives. Malaria control had 
been set as a priority to be achieved through the reinforcement of existing activities and the promotion of 
research. She thanked WHO for its financial and technical assistance to her country's malaria control 
programme. 

Dr LINGZHI (China) called for a strengthening of antimalarial campaigns and increased financial 
support. The elaboration and implementation of malaria control programmes should be evaluated in order 
to make existing programmes more effective and to help countries without a programme to prepare one as 
quickly as possible. National commitment was important in that respect. WHO should ensure that all countries 
incorporated malaria control strategies into the activities of all ministries, not just that of health, since cross-
sectoral cooperation had a significant bearing on programme implementation and funding. The Organization 



A50/A/SR/10 

should also reinforce its training and technical assistance programmes to reinforce the crucial work done by 
field teams. 

Dr GHOSHEHGHIR (Islamic Republic of Iran) placed the seriousness of malaria on a par with that 
Qf tuberculosis, for which an annual action day had been created. Renewed strategies were needed to combat 
the disease and alleviate the burden it placed on an estimated 300 million cases as well as on social, financial, 
and economic resources throughout the world. His delegation fully supported the draft resolution, but could 
have wished it to make four points more explicitly. First, a global task force or committee was needed to 
oversee the effective implementation of malaria control. Secondly, only an increased and sustained financial 
commitment would avoid the problems - including that of neglect - that currently hampered the control of 
other diseases. Thirdly, the task force or committee or the global malaria control programme should expand 
and encourage intersectoral collaboration both at country level and internationally. Finally, the endemic 
countries should be urged to be more active in intercountry collaboration to control the trans-border spread 
of malaria that was a redoubtable feature of present-day population movements. Close attention to those 
points would do much to promote the containment of the disease and even its possible elimination at some 
future date. 

Dr HASSAN (Benin), noting that one-third of all medical consultations in his country were for malaria, 
recalled that the World Health Assembly adopted 74 resolutions on this subject between 1950 and 1996; 
postage stamps devoted to its eradication had even been issued in 1962. Malaria nevertheless remained a 
worldwide scourge. It caused one death every two minutes in the 50 or so tropical countries. The control 
of malaria required proper management of rainwater and of ponds, rivers, backwaters and artificial lakes and 
reservoirs. It also required access to treatment with essential drugs stored under adequate conditions. 
Although the eventual development of a vaccine was important, that would require enormous resources. 
Environmental control had been the key to eliminating malaria from countries such as Seychelles, Cuba and 
Mauritius; similar control could be achieved in Africa if each country made the necessary effort. WHO 
should work with nongovernmental organizations and ministries of the environment, town-planning and 
finance in order to bring about environmental control, which was the only lasting way to control mosquitos. 
In 1996，WHO had provided 21 countries with funds for a special malaria control programme; he hoped that 
that support would be sustained and even increased. He supported the draft resolution and the amendment 
proposed by Côte d'Ivoire. 

Dr KILIMA (United Republic of Tanzania) said that malaria accounted for 31% of all outpatient 
consultations and 15% of deaths among children under five in his country, where it appeared to be transmitted 
perennially. Areas that had in the past been free of malaria were experiencing epidemics, as the disease 
spread to non-immune populations. An accelerated malaria control programme was being implemented with 
the assistance of WHO; he hoped that additional funds would become available when that programme ended 
in December 1997. Community-based malaria control was being emphasized, as that was the only means to 
ensure sustained control. 

As was noted in paragraph 17 of document A50/7, the Director-General had been requested to explore 
the possibility of establishing a special programme on malaria and to intensify efforts to increase resources 
for the work. He asked what decision had been taken, as a dedicated programme would renew interest in the 
problem and incite organizations to invest funds specifically for malaria control. 

The available malaria control measures, including impregnated bednets, integrated case management 
and proper diagnosis, would be used in his country. A particular effort would be made to monitor the 
resistance of both parasites and vectors to drugs, both within his country and across borders. He requested 
technical assistance from WHO in that respect. The United Republic of Tanzania would also be willing to 
participate in innovative research into other measures, including the development of a vaccine. Thanking 
WHO and other international agencies, which had given unwavering support for malaria control, he supported 
the amended draft resolution. 
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Dr HAPUGODA (Sri Lanka) reported that malaria control continued to receive the highest priority from 
her Government. About 10 million of the total population of 18.4 million lived in areas in which the disease 
was endemic, but the malaria mortality rate was much lower than that in many neighbouring countries, and 
morbidity had decreased during the period 1987-1996. After the adoption of WHO's new Global Strategy 
for Malaria Control in 1992，Sri Lanka had reorganized its own programme; the use of residual insecticides 
had been drastically reduced, and insecticide spraying was carried out only in areas where the dynamics of 
malaria transmission required vector control. Early detection and prompt treatment of cases had been 
reinforced in several ways: mobile malaria clinics covered populations in remote villages with limited access 
to medical institutions; primary health care workers in malarious districts identified cases during home visits; 
families settling in new areas under development schemes were covered by voluntary treatment centres, where 
uncomplicated cases of malaria were treated. As a temporary strategy to overcome a shortage of 
microscopists in rural areas, science teachers were to be asked to examine blood smears from persons 
suspected of having malaria. None of the malaria control measures was fully effective without active 
participation of the community, however, which was therefore involved in the planning and implementation 
of district programmes. Participation was ensured by village leaders and voluntary health workers. Two 
activities currently being stressed were larval control, with the introduction of larvivorous fish, and promotion 
of the use of personal protection against mosquitos. 

WHO had assisted Sri Lanka in malaria control in the past, and she requested that that support be 
strengthened and maintained in respect of human resource development and improvement of infrastructure, 
surveillance and research. 

Mr PARK (Republic of Korea) noted that malaria was not confined to Africa south of the Sahara but 
was an emerging or re-emerging problem in many other subtropical and tropical regions. In the 1960s, 
malaria due to Plasmodium vivax had been endemic in his country, with more than 1000 cases annually. In 
the early 1970s, the Government, with financial and technical assistance from WHO, had eradicated malaria, 
and no cases were found for 20 years. Vivax malaria was now re-emerging, however, although the number 
of cases was small. Prompt, extensive action had been taken. Most of the cases had occurred in a limited 
area along the border in the north of the country, and it was assumed that malaria existed in the northern part 
of the Korean peninsula. Supporting the amended draft resolution, he asked the Director-General to reassess 
the global malaria situation, emphasizing its re-emergence in countries other than those in the tropical belt. 

Dr ALI (Iraq) said that he supported the draft resolution. Implementation of programmes for the 
prevention and control of endemic malaria in Iraq since the 1950s had resulted in eradication of the disease. 
The embargo that had been imposed on his country had, however, resulted in its re-emergence and spread 
in many regions. In 1996，there had been more than 48 000 cases. Contracts had been concluded to import 
insecticides and pesticides in exchange for oil, but the Sanctions Committee of the United Nations Security 
Council, responsible for decisions related to the embargo, had approved only 80 of the 500 contracts. It had 
therefore not been possible to implement control and prevention programmes in 1997, and the number of 
cases of malaria would certainly increase. That would pose a threat for neighbouring countries as well. In 
view of the seriousness of the situation, he asked the Director-General to intervene with the responsible 
committee, so that Iraq could import the necessary insecticides, pesticides and other drugs. 

Dr SUKWA (Zambia) commended the Director-General for having mobilized extrabudgetary funds for 
malaria control in the African Region, from which his country was benefiting. The epidemiology of malaria 
in his country was similar to that in other countries in central and southern Africa. The disease accounted 
for 30% of all outpatient consultations and 15% of inpatient care and was a major cause of morbidity and 
mortality, especially among children under five. He paid tribute to the Special Programme for Research and 
Training in Tropical Diseases for the assistance that his country had received over the past 10 years but noted 
that support had declined. He urged the Division of Control of Tropical Diseases to invest in operational and 
clinical research that was pertinent to effective malaria control strategies. The accelerated malaria control 
initiative would have a significant impact only if the available tools were adapted to local situations. He 
supported the draft resolution and the amendment proposed by Zimbabwe. 
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Dr MESHKHAS (Saudi Arabia) said that the importance of the problem of malaria for all countries 
called for worldwide solidarity. The malaria control programme in his country had resulted in eradication 
of the disease in several regions, although drug resistance remained a problem. He supported the draft 
resolution but would have liked to see reference to health in paragraph 4 and reference to research in 
paragraph 2. 

Professor AYUB (Pakistan) said that India and Pakistan faced common problems and similar diseases. 
Now that those two neighbouring countries were reaching an understanding, he wished to record that he fully 
supported the comments of the delegate of India about the common problem of malaria. He hoped that the 
disease would be eradicated through mutual cooperation, with the help of WHO. 

Dr HEMATRAM YADAV (Malaysia) said that he supported the draft resolution. A programme for 
the eradication of malaria had begun in Malaysia in 1967，when some 450 000 cases had been recorded. 
When it became clear that eradication was unlikely, a malaria control programme was begun. That had 
resulted in a reduction of the number of cases to some 51 000 in 1996. As most of the cases were detected 
in the state of Sabah, priority was given to the programme there, especially among high-risk groups such as 
aborigines, land-scheme workers and migrant workers, who were examined regularly. The national 
programme included promotion of community participation and expanded regional cooperation. There was 
a need for participation of the private sector and nongovernmental organizations and international commitment 
to finance and develop human resources for malaria control in countries where it was endemic. WHO could 
lead by giving technical assistance to Member States. 

Mr SALIH (Maldives) recalled that WHO had conducted a survey on the prevalence of malaria in his 
country in 1952, only four years after the Organization had been founded, and had provided continuing 
support. With that help, malaria had been eradicated in the Maldives 10 years previously. A few imported 
cases had been reported annually during the past few years, but they had been identified and treated promptly. 
As his country was in the middle of an endemic area, however, he asked for a concerted effort on the part 
of WHO to control the disease in South-East Asia. International traffic had increased enormously, and cargo 
was now often transported in containers. Countries from which goods were exported should ensure that 
malaria vectors were not transported with cargoes. Maldives supported the draft resolution. 

Dr MELONI (Peru) said that he, too, supported the draft resolution, as amended, and wished to be 
named among its cosponsors. Malaria was an important problem, and implementation of WHO's global 
strategy should be extended, emphasizing technical cooperation and training. 

Dr HENDERSON (Assistant Director-General), replying to questions and comments, said that the 
Director-General had recently approved an administrative reorganization creating a full malaria prevention 
and control programme to succeed the current Malaria unit. To maintain the objective of the integrated 
control of tropical diseases, that programme would remain within the Division of Control of Tropical Diseases 
but would be substantially strengthened. The action to be taken by the new programme was very much in 
line with the recommendations of the Task Force on malaria prevention and control, which would itself 
continue its work; its next meeting was scheduled for October 1997 in Cairo. As for comments regarding 
the continuation of resources for the programme, there was a common interest in their being sustained from 
year to year; while no guarantee could be given because of financial constraints, it was his belief that the 
resources would become available. The Division of Control of Tropical Diseases (CTD) enjoyed very close 
collaboration with the Special Programme for Research and Training in Tropical Diseases (TDR), from whose 
work on impregnated bed nets and the community approach to disease management it had benefited. CTD 
also had close collaboration with the Division of Child Health and Development (CHD) on the integrated 
management of the sick child. Its collaboration with the World Bank, UNICEF, UNDP and other 
organizations had been mentioned, and it had also signed a Memorandum of Understanding with UNESCO 
in May 1997. Iraq's request for help with the import of insecticides and drugs raised a very difficult 
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problem; the Director-General had been exercising his influence with regard to it, and would continue to do 
so. 

Dr GODAL (Director, Special Programme for Research and Training in Tropical Diseases (TDR)), 
replying to the Turkish delegate's question about the current status of antimalaria vaccines, said that after 15 
years of research eight different candidate vaccines were currently undergoing clinical testing. Some of them 
were using new adjuvants, and one of them had given particularly promising trial results. If one of the eight 
candidates secured registration easily, it was still possible that the target of having an antimalaria vaccine 
available by 2003 might be reached. It remained essential, however, to base worldwide malaria control 
strategies on the control tools that were currently available. The candidate vaccines were Plasmodium 

falciparum vaccines, and little effort was being put into vaccines against P. vivax, which was the main 
problem in several countries, including Turkey. As for collaboration between the Division of Control of 
Tropical Diseases and the Special Programme for Research and Training in Tropical Diseases, after initial 
attempts to draw a sharp distinction between the respective responsibilities it had been decided that a phased 
transition was required. The concern expressed by Zambia with regard to the Special Programme and 
declining resources would be dealt with directly between the Organization and the country concerned. 

Dr THYLEFORS (Secretary) said that the large number of delegates who had spoken on the subject 
of malaria clearly indicated its priority. They had all expressed general support for the amended draft 
resolution introduced at the previous meeting, to which further amendments had been proposed by four 
delegations. He understood that those of Côte d'Ivoire had been withdrawn, and those of the Russian 
Federation somewhat simplified. There was no contradiction between them and those put forward by the 
Netherlands and Zimbabwe. 

The CHAIRMAN then invited the Committee to consider the following draft resolution entitled 
"Malaria prevention and control", incorporating the amendments referred to by the Secretary. 

The Fiftieth World Health Assembly, 
Recalling resolution WHA46.32, which endorsed the World Declaration on the Control of Malaria 

and asserted the gravity of malaria as an unacceptable and unnecessary burden upon human health and 
as a serious obstacle to social and economic fulfilment of persons and States; 

Recalling resolution WHA49.11，which noted the concern of the Health Assembly regarding 
malaria, recognized that further delay in intensifying the struggle against malaria could cost millions 
more lives, urged Member States to take action, Regional Committees to ensure that programmes are 
vigorously pursued, and the Director-General to explore ways and means of intensifying the 
programme, 

1. ENDORSES the leadership role given to WHO by the United Nations Economic and Social 
Council (ECOSOC) in global malaria control in its resolution 1995/63; 

2. THANKS the Director-General for his prompt action in establishing a Task Force to conduct an 
external review of the malaria problem and progress being made towards its control; 

3. NOTES that the Task Force confirmed that the Global Malaria Control Strategy is the best 
control approach available today; 

4. NOTING that the Organization of African Unity is to consider a pan-African declaration on 
malaria at its 33rd Heads of State and Government meeting in Harare on 2-4 June 1997; 

5. URGES Member States to renew their political commitment to malaria control, to accord the 
highest priority to the control of malaria mortality in Africa south of the Sahara and in other highly 
endemic areas of the world, and also in countries where local transmission of malaria has begun again; 
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and to guarantee core funding and sufficient competent staff and other resources for national 
programmes; 

6. URGES Regional Committees to fully support the global effort for malaria control by promoting 
increased political awareness and commitment, and ensuring adequate resource allocation; 

7. REQUESTS the Director-General to continue intensifying efforts to increase resources for WHO's 
action in malaria control including: 

(1) seeking a long-term financial commitment to consolidate the initial effort and results 
achieved; 
(2) pursuing his actions to reinforce the implementation of the malaria control strategy with 
special emphasis on the training programme at country, regional and global levels. 

The resolution recommended by the Executive Board in resolution EB99.R18，as amended, was 

approved. 

Eradication of dracunculiasis: Item 20.3 of the Agenda (Resolution EB99.R19) 

Professor ABERKANE (representative of the Executive Board) said that in 1997 dracunculiasis was 
still endemic in 18 countries - 16 of them in Africa, plus Yemen and India. Between 1989 and 1996 the 
number of recorded cases had fallen by 90%. Pakistan reached zero level in 1993 and had been certified as 
free from dracunculiasis. Kenya had recorded zero indigenous cases since 1995. The number of recorded 
cases worldwide in 1996 had been 140 700，with country case reduction ranging from 21% to 85% in all 
countries except one; case containment had ranged from 55% to 100% in 15 countries. Programme 
objectives were to provide technical, logistic and financial support to national dracunculiasis eradication 
programmes to ensure optimal implementation of the case containment strategy, to reinforce and maintain 
surveillance in all present and formerly endemic areas, maintaining monitoring and verifying elimination of 
transmission country by country until the achievement of global eradication. Efforts being made in 
connection with the current surveillance and case containment strategy should be maintained in order to 
continue to reduce incidence. If surveillance and case containment decreased, the number of cases would 
increase, as had been observed transiently in Ghana. Many associations, foundations and nongovernmental 
organizations were supporting national eradication programmes, which were in constant need of technical and 
financial support, and WHO must be in a position to respond rapidly with the provision of advice and support 
to activities relating to surveillance and eradication. WHO should also sustain the certification process and 
verify the absence of transmission country by country, particularly in countries recently recording zero cases. 
In order to ensure eradication, surveillance was crucial in the three-year dracunculiasis-free period in endemic 
countries that had interrupted transmission. To that end, WHO and UNICEF had in 1993 set up a joint 
project on data management and mapping (HealthMap) at WHO headquarters. Resolution EB99.R19 
contained a resolution on eradication of dracunculiasis which the Health Assembly was recommended to 
adopt. 

Mr CHAUHAN (India) outlined the comprehensive strategies implemented by his country's national 
dracunculiasis eradication programme, which had been launched in 1983-1984，when there had been some 
40 000 cases in seven endemic states. The programme had proved to be a great success, as only nine cases 
had been reported in 1996. Tamil Nadu, Gujarat, Maharashtra and Andhra Pradesh had been removed from 
the list of endemic states, having been free from the disease for more than three years. No case had been 
reported from any part of India so far during 1997，and it was hoped that the objective of interrupting disease 
transmission in the whole country would be achieved. With a view to satisfying the International 
Commission for Certification of Dracunculiasis regarding the status of India as a whole, surveillance was 
being extended to all parts of the country by including dracunculiasis in the list of diseases being reported 
upon by each state and publicizing an appropriate cash reward through the mass media for reporting cases， 
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as well as undertaking an active nationwide search for cases. India supported the resolution recommended 
in EB99.R19. 

Dr LARIVIÈRE (Canada) expressed his support for the recommended resolution. His country was 
concerned that, as the eradication of dracunculiasis grew closer, the cost per case prevented would increase, 
which might make other health priorities seem more attractive. That would waste a good part of the work 
done so far and would allow reservoirs of infection to remain active, paving the way for its possible re-
emergence at a later date. He asked whether there were any animal reservoirs of infection. 

Mrs MARIAMA (Niger) said that, although dracunculiasis was still a serious public health problem in 
her country, statistics from 1996 showed that just under 3000 cases had been detected, compared with a peak 
of almost 14 000 cases, which gave rise to the hope that the disease could soon be eradicated completely. 
Her country had recently played host to an intercountry meeting of national coordinators of dracunculiasis 
programmes, which had enabled it to share experiences with others. If Niger were to eradicate dracunculiasis, 
it would require more technical and financial assistance from its partners in development, including WHO 
and UNICEF. She supported the recommended resolution. 

Professor AYUB (Pakistan) said that no cases of dracunculiasis had been detected in his country since 
1993，and it had been certified free of the disease. He thanked WHO for its support in that campaign, and 
hoped that Pakistan's next priority - the eradication of poliomyelitis - would enjoy similar success. 

Mr LEGESSEM (Ethiopia) expressed his support for the resolution recommended by the Executive 
Board. The number of cases of dracunculiasis had fallen sharply in his country, but the cases that did still 
occur were in remote rural areas with poor communications, and complete eradication would therefore be 
difficult. Continued material, financial and technical support from WHO and other partners would be 
essential. He called upon the Director-General to increase support for dracunculiasis surveillance and to 
facilitate meetings between countries, to improve cross-boundary control of the disease. 

Dr OTOO (Ghana) said that his country's dracunculiasis control programme had achieved a 97% 
reduction in the prevalence of the disease, except in a few areas. However, as cases grew fewer, it became 
more difficult to identify them, and volunteers working at the community level needed incentives if they were 
to maintain their vigilance. He therefore called upon WHO to redouble its efforts to mobilize resources in 
support of endemic countries where the disease had almost been eradicated. Despite the International 
Drinking Water Supply and Sanitation Decade in the 1980s, many rural communities lacked safe water 
supplies and continued to rely on polluted surface-waters which were sources of dracunculiasis and other 
water-borne diseases. WHO should lobby donor agencies for increased resources for water and sanitation 
programmes. 

Dr BEHBEHANI (Division of Control of Tropical Diseases)，replying to the delegate of Canada, said 
that there was no known animal host that could act as a reservoir of infection for dracunculiasis. A working 
group was investigating the matter further and was expected to report in the next few months. 

The resolution recommended in resolution EB99.R19 was approved. 

African trypanosomiasis: (Resolution EB99.R20) 

Professor ABERKANE (representative of the Executive Board), introducing the item, said that African 
trypanosomiasis was endemic in 36 countries of sub-Saharan Africa. More than 30 000 cases had been 
reported in 1996, and they undoubtedly formed only a small proportion of the real number, since most cases 
occurred in rural areas without any health facilities where deaths from the disease went unreported. African 
trypanosomiasis seriously affected social development and economic growth in those rural areas. Only drastic 
changes in the traditional use of land and improvement in the socioeconomic situation of rural Africa could 
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provide a long-term solution to the problem. The main principle of control at present was the reduction of 
the human reservoir of infection through medical surveillance and treatment of infected individuals in 
conjunction with vector control. WHO's current target was to achieve surveillance coverage of 70% of the 
at-risk population. 

WHO had undertaken the global coordination of African trypanosomiasis control activities and had 
advocated intercountry projects. The possibility of an African Trypanosomiasis Day to increase awareness 
among the at-risk population and potential donors would be discussed with countries of the African Region. 
Control of the disease was a component of the joint OAU/FAO/IAEA/WHO project on sustainable 
agricultural development and socioeconomic development in Africa. WHO had also launched an initiative 
in central Africa which had already been extended from 10 countries to 16 countries. A regional 
trypanosomiasis control project covered four East African countries - Ethiopia, Kenya, Uganda and United 
Republic of Tanzania. Another regional programme to control tsetse fly and trypanosomiasis covered eight 
countries of South-East Africa, and an animal trypanosomiasis control programme in West Africa was now 
being extended to cover human trypanosomiasis. 

The Executive Board had adopted resolution EB99.R20 containing a resolution for consideration by the 
Health Assembly, which he hoped the Committee would approve. 

Dr DE LA MATA (Spain) proposed that paragraph 2(2) of the resolution recommended by the 
Executive Board should be amended by replacing tiie words "FAO and OAU" with "FAO, OAU and other 
international agencies including UNICEF and UNDP". Paragraph 2(3) should mention the existence of the 
card agglutination test for antibodies, which was valuable in the diagnosis of African trypanosomiasis. 

Dr OTOO (Ghana) said that there had been no cases of African trypanosomiasis in his country for many 
years and that, accordingly, there had been no surveillance activities. However, there were now indications 
that the disease was about to return, and it would therefore be necessary to resume surveillance activities with 
the cooperation of veterinary services. He called upon WHO to mobilize resources to support Member States 
in their surveillance and control programmes. He supported the recommended resolution. 

Mr EISS (United States of America) expressed support for the resolution recommended by the 
Executive Board. Cooperation between international agencies was important if African trypanosomiasis was 
to be controlled successfully. WHO's proposed action, including the maintenance of stocks of supplies and 
equipment, would clearly have resource implications, and he would welcome further information on that 
point. The existing drugs were too expensive for the countries most affected, were sometimes toxic and were 
generally ineffective against the late stages of infection. More research was needed, particularly in the areas 
of drug development and evaluation. 

Dr BIKANDOU (Congo) said that African trypanosomiasis was re-emerging in parts of his country 
where it had been eliminated and was spreading to new areas. The Government's control programme aimed 
to reduce prevalence by active screening in foci of infection by a central/intermediate level team. Screening 
and treatment centres had been established in affected areas, and former foci of infection were being watched 
for the re-emergence of the disease. Vector control programmes were also being established. He called upon 
WHO to continue its assistance to national trypanosomiasis control programmes. 

Dr HENDERSON (Assistant Director-General) thanked delegates for their comments. Trypanosomiasis 
was a terrible disease for those communities affected and WHO was making every effort to mobilize 
international support to reinforce national control programmes. With the agreement of Dr DE LA MATA 
he suggested that her proposals to amend the resolution recommended by the Executive Board might be 
altered to reflect the situation more precisely. In paragraph 2(2)，"establish closer links with FAO and OAU" 
would thus be amended to read: "reinforce its links with FAO, OAU and other international agencies, 
including UNICEF". Paragraph 2(3) would be amended by inserting "and diagnostic reagents" after "drugs". 

The resolution recommended in resolution EB99.R20, as amended, was approved. 
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2. THIRD REPORT OF COMMITTEE A (Document A50/38) 

Dr ZOBRIST (Switzerland), Rapporteur, read out the draft third report of Committee A, contained in 
document A50/38. 

The report was adopted. 

The meeting rose at 11:40. 


