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Trypanosomiasis Control in Relation to Other
Public Health Services*

N. R. E. FENDALL, M.D., B.Sc., D.P.H.,1 B. A. SOUTHGATE, M.B., B.S.2
& J. R. H. BERRIE, M.B., Ch.B., D.P.H., D.I.H.3

The authors describe the aims and principles of trypanosomiasis control and discuss the
individual techniques of control and the ways in which these can be channelled through a
general rural health service. They argue that, given the circumstances at present prevailing
in rural Africa, a broad-based general public health service should be established be.fore
specific campaigns for control or eradication of sleeping-sickness, or indeed any other
specific diseases, are instituted. They emphasize the necessity of international co-operation
for effective trypanomiasis control.

In the past, programmes of control against human
trypanosomiasis developed as emergency campaigns
to combat epidemics which had already spread
widely and reached dangerous proportions. Massive
methods covering whole populations were successful
in bringing the disease under control. Today the
situation is radically altered; the success of past
campaigns in reducing the annual number of re-
ported cases has led many to believe that human
trypanosomiasis is no longer a major health problem,
so that staff and resources for control measures must
be obtained in competition with other claims on
medical allocations.

Planning of control programmes against sleeping-
sickness today requires a critical and discriminative
approach so that staff and funds are used most
effectively. It is not enough to know the current
infection rate in the community as derived from a
mass survey; it is necessary to have considerably
more epidemiological data so that control may be
concentrated on persistently dangerous foci, which
need to be clearly defined. Less time need be spent
on the large surrounding areas, where the risk of
acquiring infection is slight, if the particularly
dangerous pockets within them show no " building-
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up" of disease. To establish this calls for detailed
information down to hamlet level, for isolated
pockets may not be noted in the mass of results from
a large survey, especially if people are being examined
by major village areas or even larger administrative
groupings. A continuously available vigilance ser-
vice is the best means of acquiring this information.
The views on trypanosomiasis control expressed in

this paper have crystallized as a result of practical
experience of a working relationship between trypa-
nosomiasis control measures and a general public
health service. Planning of control requires good
liaison with all other interested departments-
veterinary, forestry, agriculture and community
development-so that efforts may always be co-
ordinated. Information must be obtained on all
schemes which may result in changes in man-fly or
animal-fly relationship. Drastic alterations in eco-
logy through rapid expansion and development of
commerce and trade, changing patterns of cash crops
and movement of population can all contribute to a
changing pattern in disease; they must be considered
in any long-term programme.
The thesis presented in this paper amounts to a

philosophy of public health for newly emergent
countries. It is that control or eradication measures
directed against sleeping-sickness should be integ-
rated into a broad-based national public health
service, and that the very limited resources of these
countries which are available for medical work
should be employed mainly in building up such a
comprehensive public health service. In most of the
countries of Africa affected by trypanosomiasis the
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population is mainly rural,' and hence the national
public health service should also be mainly rural.
Experience in Kenya has convinced us that such a
service should be based on rural health centres where
preventive, promotive and curative medicine are
combined and where the service reaches out into the
villages and homes of the people, rather than being
a static, alien institution. The immediate and
obvious benefits of effective curative medicine in
conditions such as gonorrhoea are utilized by the
members of the rural health centre team to gain the
confidence and co-operation of the people they
serve, and to allow the less immediate and less ob-
vious effects of preventive and promotive medicine
to be brought into play. The knowledge that treat-
ment for the whole range of human diseases is
available from the local health team, which consists
of trusted indigenous staff, brings the people into
close and continuous contact with the team and
permits of regular search for such conditions as
early asymptomatic trypanosomiasis.
The alternative to such an integrated public health

approach is to have a series of specialized control and
eradication services for individual specific diseases;
the faults of such a system are many and some of
them will be discussed in the sections of this paper
which follow. The end-results of such systems, how-
ever, include two important defects: the people are
left with only one aspect of life improved, and this
often at great cost; and they do not identify them-
selves with the control service, which they usually
regard as an alien imposition and in which they have
no sense of community participation. Furthermore,
splintering of the health service into specialized
disease sections detracts seriously from the strength
of the service as a whole, particularly when it comes
to securing financial aid from international, national
or local authorities; even a unified health service has
a weak voice in the competition for human and
financial resources. On the other hand, the carefully
planned and integrated public health approach aims
at progress over the widest possible front and avoids
the difficulties and problems set by specialized, non-
integrated control or eradication programmes.
For those interested in studying these concepts of

integration in more detail, an account of the develop-
ment of rural health services in Kenya, which re-
sulted from the Troughton Report (1946), can be
found in the following papers: Walker (1950),

l Fendall, N. R. E. Public health aspects of urbanization
in Africa (to be published in Publ. Hlth Rep. (Wash.)).

.Fendall (1955, 1960), Roberts (1960), Killen (1960),
Haupt (1960), Cachia (1960), and Wolfenden (1960).

This concept of the integrated, broad-front public
health service, as opposed to a multiplicity of parallel
specific disease services, has been gaining wider
acceptance in recent years, and we find the following
quotation from Waddy (1962), who has had long
experience of trypanosomiasis in West Africa, of
particular interest: "If I express the opinion that
in West Africa better value is obtained by having a
general endemic-epidemic diseases organization than
by concentrating on one disease, that is only a per-
sonal view, and a notoriously biassed one." It is also
of interest that in the former French colonies in West
Africa a specialized sleeping-sickness service devel-
oped over the years into a mobile, broad-based,
general public health service, the Service General
d'Hygiene Mobile et de Prophylaxie, which even
after the broadening of its activities was always
known as le trypano.

It is recognized that a general public health
service requires a great deal of time, money and
personnel before it can be fully developed; such a
service may not be immediately practicable in the
West African territories, in which trypanosomiasis
control presents many more difficulties than in East
Africa, where sleeping-sickness areas are relatively
limited and population density is lower. Neverthe-
less the ultimate aim of replacing specialist disease
agencies with a general public health service is a
desirable one, although in some of the West African
countries economic considerations may dictate a
lengthy transitional stage in this development.
Temporarily, a compromise may be necessary in
these countries; such a compromise seems to have
been effected in the seven West African countries,
Ivory Coast, Dahomey, Upper Volta, Mali, Maure-
tania, Niger and Senegal, which have joined together
with the support of France to form the Organisation
de Coordination et de Cooperation pour la Lutte
contre les grandes Endemies, which organizes rural
field surveys and collects communicable disease
statistics from all the member countries.
Two final points need to be made quite clear:

the routine work of control carried out by the general
public health service requires support and reinforce-
ment, especially in times of epidemic emergency,
from the specialist organizations such as the East
African Trypanosomiasis Research Organization in
Uganda and the West African Institute for Trypa-
nosomiasis Research in Nigeria, and advice from
the experts in these institutions is essential and in-
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valuable; secondly, the public health service must
regard itself as only one of many agencies involved
in promoting the progress of a newly emergent
country, and must, for the ultimate public good,
co-operate fully with all the other public services in
order that gains made in any one field may be con-
solidated and fully integrated into the lives of the
people. In effect, what we advocate is a broad-based
structure for the public health service at the peri-
phery, responsible for all executive action; this being
supported at the centre by the consultative agencies
of the national Ministry of Health.
The question of " quality " versus " quantity " in

public health services will be a major problem for the
emergent countries for many years to come, but we
believe that the principle must be followed of some
service being rendered to all the people all the time.

AIMS AND PRINCIPLES OF TRYPANOSOMIASIS CONTROL

In West Africa, sleeping-sickness is largely a
riverine disease and the foci need to be considered
as geographical units and attacked accordingly. This
calls for the closest liaison between neighbouring
administrative areas. This aspect of the problem has
been largely neglected in the past and there are many
examples of wasted efforts through campaigns being
uncoordinated and tackling different parts of the
same focus at different times.

In East Africa, Gambian sleeping-sickness occurs
in a lacustrine as well as in a riverine environment,
and in addition there is the problem of Rhodesian
sleeping-sickness occurring sporadically in enormous
areas of uninhabited or sparsely inhabited bush.
The aim of trypanosomiasis control in both areas

must be to make the disease an insignificant cause of
mortality and morbidity, and to allow unrestricted
use of land and other natural resources.
The end-product of research and experience in

trypanosomiasis control is a method of management
for both endemic and epidemic trypanosomiasis
which can be operated by the existing broad-front
public health service, with specialized advice and
help when necessary; the aims of such control
methods are as described above. Certain measures
involving very complex techniques, such as dis-
criminative clearing of vegetation in tsetse-fly con-
trol, may require the employment of full-time field
staff doing no other work, but we would again
emphasize that such activities must be planned with
the long-term development of the area in mind; the
implications of such measures upon the lives of the

local population must be most carefully considered
in planning public health services of all types.

We shall now discuss the main methods used in
trypanosomiasis control and their relationship to
public health services in general; we shall consider,
where applicable, how these methods have been
integrated into the broad-front public health service
in Kenya.

SPECIFIC MEASURES OF TRYPANOSOMIASIS CONTROL

The vigilance service
The solid foundation of any programme of control

is a continuous vigilance service whereby the popula-
tion at risk is regularly seen and examined by com-
petent medical staff; only in this way can the vital
factors of a rise in incidence or spread of the disease
beyond its previous boundaries be appreciated at a
very early stage, and the reservoir of human infection
kept to the lowest possible level. Such a vigilance
service requires a detailed knowledge of the local
epidemiology of the disease; in particular, in the case
of Glossina palpalis and G. tachinoides, it must be
fully informed of the geographical limits of the area
where intimate and prolonged man-fly contact is
producing potentially dangerous foci of Gambian
sleeping-sickness due to Trypanosoma gambiense; in
the case of Rhodesian sleeping-sickness, the service
must be informed of the areas in which G. morsitans,
G. pallidipes and G. swynnertoni are transmitting
T. rhodesiense.
We believe that the rural health centre with its

integrated team of curative, preventive and pro-
motive health workers, offering a comprehensive
medical service able to tackle the whole range of
human diseases and health problems, and going out
regularly into the homes of the people as part of their
routine duties, is the ideal unit to maintain a vigilance
service in continuous and intimate contact with the
people.
The alternative to such a continuous vigilance

service, operated by local health centres, is the
intermittent mass survey of whole populations by
specialized sleeping-sickness teams, with " dispens-
aries " left behind in the wake of the survey teams to
treat relapses and fresh infections, a system widely
adopted in West Africa. It is of interest that
McLetchie (1962), whose experience of a specialized
sleeping-sickness service is vast, can say, " we con-
tinue with effective but somewhat blind, perhaps
unnecessarily costly, control methods ". One parti-

789



N. R. E. FENDALL, B. A. SOUTHGATE & J. R. H. BERRIE

cular fault of these static dispensaries is that they do
not give early warning of impending trypanosomiasis
outbreaks, as even florid cases are not always
diagnosed (Scott, 1961); further, the persons with
mild or asymptomatic infections, who are parti-
cularly liable to sudden exacerbation of their disease
and who McLetchie (1948) says generally die
" unseen and untreated ", build up into an unseen
pool of infection.
Where a comprehensive rural health service with

its mobile team exists such tragedies as these would
not occur, as the people identify themselves with,
and have confidence in, their centre; furthermore, an
essential part of the health centre concept is the
principle that the health team goes out into the
homes of the people.
The difficulties and dangers of dealing with a

sharp outbreak of sleeping-sickness in East Africa in
the absence of an established rural health service,
reaching down the people at family and homestead
level, are well illustrated in a series of papers by
Shore (1960). The epidemic he describes in the Lango
district of Uganda was established because its
existence was unknown until patients, some of them
ill for as long as two years, had walked into the
district hospital many miles from the affected area.
The district medical officer, preoccupied with other
important matters, was unable to visit the area for
many months; finally the laborious task of organ-
izing bush treatment centres and mass surveys from
the district hospital had to be undertaken. A rural
health centre system with its mobile teams of cura-
tive, preventive and promotive workers, reporting
to the district medical officer weekly, would have
avoided all this; the difference is that between
stamping on a spark and fighting a raging bush-fire.
The rural health centre team has been proved in

recent years in Kenya to provide a most efficient
and effective vigilance service; the small outbreaks
which occurred in the Central Nyanza and South
Nyanza districts of Kenya in 1961 were detected
at once by the local health centres, and the district
medical officers concerned were able immediately
to institute measures to prevent a large-scale epide-
mic; at the same time, very early information was
made available to the provincial and national health
offices as well as to the research organizations and
other departments concerned. Finally, and most
important of all, the rural health centre team has
proved effective in Kenya in the early discovery
of outbreaks of other epidemic diseases such as
kala-azar, poliomyelitis, typhoid fever and cerebro-

spinal meningitis. Its activities offer the people
health protection and progress on a broad front, not
merely the control or eradication of one out of a
vast complex of diseases and undesirable conditions.

Mass surveys and treatment

As a control measure, mass surveys and treatment,
developed mainly in the former French and Belgian
territories of Africa, are of proved effectiveness.
The remarkable results achieved in Nigeria have been
described by McLetchie (1953) and Nash (1960).
In Kenya, where the trypanosomiasis problem is
much smaller, similar results have been achieved by
applying the techniques of the mass survey through
the pre-existing rural public health services, instead
of through specialized sleeping-sickness services.
At the first hint of a rising incidence of sleeping-

sickness, conveyed by reports of the health centre
teams to the medical officer, the mobile units at
each health centre are alerted; the whole population
of the affected areas can then be examined by the
health centre team, reinforced as necessary by
medical officers and laboratory assistants seconded
from the district or provincial medical and health
centres. The transport at the health centre, the
knowledge of the local people and local geography
possessed by the health centre staff, the confidence
and rapport already existing between the people and
the health centre staff, and the linguistic ability of the
local staff are all utilized in investigating the outbreak.
Mass examinations, treatment and prolonged
follow-up of patients and persons at special risk are
all conducted by the health centre team.

Chenmoprophylaxis
Chemoprophylaxis is deprecated for Rhodesian

sleeping-sickness on the grounds that it is un-
economic and dangerous and that it tends to mask
symptoms (Apted, 1962) and to produce drug-
resistant, incurable infections.
Drug prophylaxis of Gambian sleeping-sickness

has never been practised in Kenya, as the situation
has never warranted it, the attack rate being too
low; with the prospect of the eradication of G. pal-
palis from the country it is hoped that it will never
be necessary. In Northern Nigeria, chemoprophy-
laxis is now used against Gambian sleeping-sickness
only where facilities for adequate control and
tracing exist. Its routine use in the affected tin-
mining areas' of Jema'a and Wamba districts since
1946 has completely controlled the disease, which at
one time threatened this industry. Its use should
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also be considered in any new development scheme
to protect large labour forces brought into contact
with tsetse fly. No case has occurred among the
many workers involved in building the railway
extension to Maiduguri, Northern Nigeria, in the
last two years, although 200 miles of the new track
pass through a sleeping-sickness endemic area;
regular examination and chemoprophylaxis have
been carried out since the start of the scheme.
In the French-speaking sleeping-sickness areas

of Africa, pentamidine prophylaxis still plays an
extremely important part in the control of sleeping-
sickness; accounts of this work are given by De-
marchi (1958) and Richet.1
The rural health service provides the ideal medium

for the distribution of prophylactic drugs, should
such a measure become necessary; more importantly,
the service provides a permanent medium for the
prophylaxis of other diseases, notably in the mount-
ing of BCG, triple vaccine, smallpox vaccine, polio-
myelitis vaccine and tetanus toxoid campaigns.

Population movement and control
Four aspects of population movement are of

importance in trypanosomiasis control.
Firstly, the administrative measure of forcibly

moving populations from areas where sleeping-
sickness is epidemic is an established and success-
ful practice; indeed, in the early recorded epidemics
of sleeping-sickness such population movements
occurred spontaneously without any administrative
action. Although this control method has fallen
into disuse in recent years, it should be said that,
when it is utilized, it requires the most careful
organization and planning and complete co-ordina-
tion of objectives by the various public service
departments involved. The ultimate aim must be
the improvement of the state of health and the way
of life of the people concerned, and not merely their
removal from sleeping-sickness areas.
An excellent example of this holistic approach

is the Anchau development and settlement scheme
(Nash, 1948). In this scheme, which involved some
50 000 people, all branches of agronomic develop-
ment, as well as the health of the people, were
considered.

Secondly, attempts are sometimes made to move
people into sleeping-sickness areas with a view to

I Richet, P. (1962) Residual trypanosomiasis (unpublished
document ISCTR(62) 30 submitted to the 9th meeting of
the International Scientific Committee on Trypanosomiasis
Research, Conakry, 21-25 August 1962).

reducing the menace of Rhodesian sleeping-sickness,
transmitted by the bush tsetse flies, by agricultural
settlement and the proper use of land. This type of
administrative action also requires most careful
planning. An example of its failure through lack
of foresight occurred some years ago in Kenya,
when 3000 Maragoli tribesmen were moved into a
sleeping-sickness area of South Nyanza district;
from the point of view of tsetse control the experi-
ment was most successful, but tribal differences
arising between the newcomers and the indigenous
inhabitants of the area eventually dictated the
repatriation of the Maragoli to their home area,
and the consequent failure of the scheme.
The use of " sleeping-sickness settlements " has,

however, been the mainstay of control work against
Rhodesian sleeping-sickness in Tanganyika; by
resettlement at a density of about 100 people to the
square mile, tsetse flies were driven out, and people
were enabled to live " free from the daily and con-
tinuous risk of sleeping-sickness " (Apted, 1962).
The third significant aspect of population move-

ment in trypanosomiasis control is the transport of
either the causative parasite or the vector tsetse fly
by people travelling from infected to uninfected
areas. The problem of the transport of vector tsetse
flies into areas from which they have been eliminated
is currently causing concern in Kenya, where there is
always the possibility of G. palpalis being introduced
into the cleared areas of the Lake Victoria shore of
Nyanza Province by fishermen's boats plying back
and forth to areas in Uganda where the fly is still
present.

Fourthly, the importance of spontaneous popula-
tion movements in the epidemiology of communic-
able diseases in Africa has been insufficiently
appreciated until very recently. Problems arise
mainly from migrating workers seeking employment
and from nomadic cattle-herding tribesmen; these
problems are both inter-territorial and intra-
territorial. Their significance in relation to disease
patterns is discussed elsewhere in this issue by
Prothero 2 (see also Prothero, 1961).

Vector control and eradication

Vector control and eradication is a highly spe-
cialized problem; the three main techniques used to
achieve it have been the use of insecticides, clearing
of vegetation and game destruction. All of these

2 See the article on page 615.
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techniques require specialist workers for their
successful execution; but the rural health service
provides an ideal medium through which specialist
activities can be channelled.
Two special points must be made here about the

relationship between vector control and eradication
and the general public health services.

Firstly, no matter how interesting a problem is
presented by vector control or eradication, it is futile
to spend on it the vast sums of money usually
needed, unless sleeping-sickness is one of the most
urgent public health problems in the area. It is a
tragic anomaly to see a district cleared of tsetse flies
at great expense, when the main cause of death and
loss of working time is, for example, tuberculosis, if
nothing is done about the greater problem owing to
lack of men and money.

Secondly, schemes for tsetse-fly control or eradica-
tion must be most carefully thought out, and implica-
tions in relation to their cost should be fully con-
sidered by all the departments concerned before they
are started. It would, for example, be pointless to
eradicate tsetse flies from an area, with a view to
agricultural settlement, if some strong local taboo
were to prevent people from occupying the land.

Provision of water supplies

One of the main activities of a rural health service
is the discovery, improvement and protection of
water-sources, through the environmental sanitation
staff attached to each health centre. We regard this
as a most important long-term control measure, as
the use of properly protected springs, wells, bore-
holes, or artificial dams, rather than natural river
pools, for drawing drinking-water, for washing and
for watering stock, can reduce the prolonged, inti-
mate, personal contact between man and the riverine
tsetse flies which is an essential condition for the
spread of Gambian sleeping-sickness.
On a larger scale, and over a longer period, we

agree most strongly with Waddy (1962) when he
says:

" Mention has been made already of the indispensab-
ility of improved rural water supplies in the campaign
against contact diseases, particularly yaws, endemic syphi-
lis and leprosy. It may seem a mere flight of fancy to
envisage a copious (not necessarily purified) water supply
in every village of the Soudan. But no other public health
project can compare with this in value. The water exists
in rivers, swamps and underground; all that is needed is
the money and the engineers to carry it to human settle-
ments."

FURTHER PUBLIC HEALTH ASPECTS OF TRYPANOSOMIASIS

CONTROL

Nutrition

The nutrition aspects of trypanosomiasis control
are varied:

1. Trypanosomiasis, together with so many other
African diseases, enters into the vivious circle,
disease-reduced agricultural effort_.reduced agri-
cultural output--,malnutrition-disease.

2. Fear of the disease, or its actual presence, may
cause populations to retreat spontaneously from
productive and desperately needed agricultural land.

3. Malnutrition or frank famine may produce con-
ditions conducive to epidemics of the disease.

4. Nagana is a potent cause of malnutrition and
economic retardation in general; it reduces the milk
supply available to young children, the protein from
meat available to older children and adults, and the
cash available from by-products such as hide, horn
and bone. To quote Nash (1960): "Under present
conditions, nagana is of far greater economic import-
ance than sleeping sickness; further it is of much
greater medical importance, if the broad view is
taken that a deficiency in animal protein among the
masses is far more important than a specific disease
among the few. "

All these aspects of nutrition in trypanosomiasis
are dealt with by our main themes: (a) the rural
health service provides facilities for recognizing and
treating malnutrition; and (b) the problem must be
tackled by raising the living standards of the people
on a broad front, and the closest co-operation is
required between all the services involved, admi-
nistrative, health, agricultural, veterinary, educa-
tional and sociological.

Health education

Two problems are involved here.
Firstly, in a sleeping-sickness area, the promotive

side of the rural health centre team must devote a
considerable proportion of its efforts to educating
the public about the disease and about the actions
they can take to control it; in particular, people can
be encouraged to attend for early diagnosis and
treatment, to report regularly for follow-up, to avoid
notorious G. palpalis-infested watering places where
possible, and to limit their excursions into bush
inhabited by flies of the G. morsitans group to
journeys that are really necessary. It has recently
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been suggested in Kenya ' that people living in
sizeable villages may be being bitten by G. pallidipes
infected with T. rhodesiense when they go into the
bush surrounding their villages to defaecate. Clearly,
this is a matter to be dealt with by the local health
centre team: the environmental sanitation staff to
supervise the building of proper latrines, and the
health educators to persuade the people to use them
regularly.

Secondly, the staff of a health centre or hospital
in a sleeping-sickness area must themselves receive
special training in all aspects of the disease, at a
higher level than that given in the national training
programmes. This, of course, applies to all health
centre staff who are going to work in areas where
special diseases or atypical conditions exist; staff
training is a problem in the solution of which interna-
tional assistance would be a great help.

INTERNATIONAL CO-OPERATION AND THE ROLE OF

INTERNATIONAL ORGANIZATIONS

It is very tempting to consider the public health
aspects of African trypanosomiasis on a purely
local or national basis. In fact, the problem must be
regarded from a regional point of view, and inter-
national co-operation is vital now that the trypano-
somiasis and tsetse-fly areas of Africa are adminis-
tered by a number of independent national govern-
ments, rather than by four colonial powers.
The international character of trypanosomiasis

has been summed up with admirable brevity and
point by McRobert (1962) in the phrase " flies know
no frontiers and trypanosomes recognize no trea-
ties ". In Africa it is also true that human beings
recognize frontiers reluctantly, if at all; this subject
is discussed very fully in connexion with problems
of malaria eradication by Prothero (1961) and by the
same author in connexion with sleeping-sickness.2
It is of interest that of 153 sleeping-sickness infec-
tions occurring in Kenya in 1961, at least 30 were
acquired in Uganda.

It is therefore clear that the highest degree of
international co-operation is necessary in the field of
trypanosomiasis control; the countries participating
in the Organisation de Coordination et Coopera-
tion pour la Lutte contre les grandes Endemies
provide an admirable example of such co-operation.

I Heisch, R. B.-personal communication, 1962.
2 See the article on page 615 of this issue.

The regional international research organizations
Such bodies as the East African Trypanosomiasis

Research Organization at Tororo in Uganda and
the West African Institute for Trypanosomiasis
Research at Kaduna in Nigeria are financed by
regional groups of governments which are already
collaborating in a spirit of co-operative self-help.
These institutions fulfil two vital functions: con-
ducting research that must be carried out in areas
where trypanosomiasis and tsetse flies are present,
and providing an expert advisory service which can
be called upon in emergency to provide direction
and assistance in local control programmes.

The international schools of tropical medicine
These centres provide invaluable facilities for

fundamental research on the basic problems of the
biology of trypanosomes and tsetse flies. Their
international prestige ensures that knowledge of
research in trypanosomiasis is disseminated inter-
nationally, and that parochial attitudes to such
research results do not prevail.

World Health Organization
The unique position of WHO allows it to fulfil

the following vital functions:
(a) to effect regular distribution and exchange

of epidemiological information and research results;
(b) to arrange for regular meetings of experts on

the subject from different parts of Africa; the
resultant stimulus to thought and flow of ideas can
only be of benefit;

(c) to provide an emergency expert advisory
service for countries;

(d) to persuade countries, whose activities or lack
of them may be constituting a menace to their
neighbours, to take appropriate action.

Other organizations
Finally, other organizations, such as the Royal

Society and the Tropical Medicine Research Board
in the United Kingdom, FAO and UNICEF, have
played, are playing, or will play, a role in the battle
against trypanosomiasis. Their activities are to be
applauded and encouraged, and their help is grate-
fully received.

CONTROL VERSUS ERADICATION

In evaluating trypanosomiasis control measures
a clear distinction must be drawn between control
and eradication of the disease. In the present
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circumstances of Africa, it may frequently happen
that control is all that can be achieved at reasonable
cost; the mistake must not be made of aiming at the
ideal of eradication if such an ideal proves vastly
more expensive than the achievement of satisfactory
control short of complete eradication. The addi-
tional cost of eradication over control may easily
lead to the failure of the scheme, and bring it into
disrepute.

DISCUSSION AND CONCLUSIONS

The purpose of public health is often described
as to add "years to life" at one end of the scale, and
" life to years " at the other. This is not sufficiently
expressive of the view that public health services
should not only save life, but should improve the
quality of life.

If one accepts that this is the correct outlook, it
follows that advances can be made only on a broad
ecological front, taking into account demographic
trends, agronomics, industrial and sociological
progress and education.
Thus the broad-based public health programme

must take priority over the specialized programme
if our concepts are to be put into practice. The
eradication of malaria is a case in point, where the
achievement of the immediate objective has not
always led to a gain in the public health. From the
public health viewpoint, it can be shown that almost
any specific disease eradication or control pro-
gramme can be partly executed and supplemented
through a well-planned public health organization,
provided the central consultative and advisory
services are available, and that specialist reinforce-
ments can be called in when and where necessary.
Equally, a well-balanced public health organization
cannot be based on a series of parallel but separate
specific disease bureaux.

It is significant that this point of view has led to a
recent change of policy on malaria eradication by
WHO, which now aims " at the building up of basic
health services and training of auxiliary staff before
the malaria eradication gets into its stride" (Bruce-
Chwatt, 1962). The same author states that " pro-
gress of malaria eradication, satisfactory on the
whole, has been uneven, precisely because of the
shortcomings of the health infrastructure in many
developing countries. This is the main obstacle in
Africa although in that continent some technical

problems remain unsolved ". Bruce-Chwatt also
recognizes " the importance of cultural, political,
and socio-economic factors ".

In the particular case of trypanosomiasis, given
a relatively well-developed rural health service, it is
possible to promote vigilance, survey, treatment,
prophylactic and follow-up activities through the
facilities of that service and to further the preventive
aspects through development of general environ-
mental sanitation and water improvement schemes.

Lastly, programmes of health education and
nutrition improvement are better approached
through a routine public health organization, the
staff of which are close to the people.
The methods of trypanosomiasis control which

depend on producing major changes in the environ-
ment of the tsetse fly, such as insecticidal spraying,
game destruction, and clearing of vegetation, require
the services of specialist workers; however, this work
can be reinforced and made more effective and more
permanent with the co-operation of an established
local public health service.

Research is also primarily the responsibility of
specific and erudite organizations, but constant help
can be given by the routine public health service if
the research teams will collaborate with them and
explain their needs to them. Co-operation in the
field between research teams and routine public
health personnel results in untold mutual advan-
tages-to the one, early and accurate epidemiological
information, an entree into the lives of the people,
and a means of securing their confidence and help;
to the other, enhanced prestige in the eyes of the
people resulting from close contact with visiting
teams of experts, and great gains in knowledge and
understanding of the disease and its problems.

Such integration of specialist services with the
local public health organizations of an area can
result in nothing but advantage to the specialist
agency, to the local public health workers, and to
the people themselves. This point of view is suc-
cinctly expressed by Colbourne (1962) in connexion
with malaria eradication services when he says:
" The rural health service is the firm base of the pro-
gramme. It strengthens, and it is strengthened by,
the malaria eradication programme which, when
completed, leaves the public health service of the
country stronger; the present independent malaria
services seem, in some cases, to weaken the rural
service. "
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RESUME

Le but de cet article est essentiellement de proposer
aux pays africains ayant recemment accede a l'indepen-
dance une doctrine en matiere de sante publique. Les
auteurs, forts d'une experience africaine importante,
pensent que les efforts doivent converger non dans la
lutte contre telle ou telle maladie mais au sein d'une
organisation tres large l'echelon national. Par ailleurs,
1'economie africaine etant essentiellement rurale, il
importe que les organismes les plus actifs soient des
centres ruraux de sante, pourvus d'un materiel conve-
nable et animes par un personnel africain competent mais
local, connaissant 'a fond les populations. Dans de tels
centres l'on ne s'occupe pas seulement de prophylaxie
ou de lutte contre les mouches tse-tse; l'on traite aussi
les habitants et, en penetrant dans les cases, les equipes
affectees 'a ces centres peuvent a la fois d6pister l'extension
de toutes les maladies sociales - et non d'une seule -
poser dans le cas particulier de la maladie du sommeil,
un diagnostic pr6coce, enfin et surtout instituer une

medecine personnalisee. Ces centres ruraux doivent
demeurer en contact etroit avec les organismes de
recherche (nationaux ou intemationaux) dont ils peuvent
appliquer sur une vaste echelle les directives et auxquels,
en retour, ils peuvent fournir des renseignements de
premiere main.

I1 est clair que les mesures d'ordre general (service de
depistage, traitement massif, chimioprophylaxie, hygiene
generale de l'habitat, surveillance medicale des points
d'eau, lutte contre la mouche tse-tse, etc.) seront d'appli-
cation plus sfire et plus rapide si elles sont prises par
un organisme national cooperant etroitement avec les
autres departements ministeriels.

Mais une action nationale n'est pas suffisante dans un
continent oii les populations ignorent volontiers les fron-
tieres et migrent assez souvent. Une cooperation inter-
nationale entre les differents pays oiu sevit la maladie du
sommeil semble donc necessaire et urgente; les auteurs
en tracent les grandes lignes.

REFERENCES

Apted, F. I. C. (1962) Trans. roy. Soc. trop. Med. Hyg.,
56, 15

Bruce-Chwatt, L. J. (1962) Lancet, 2. 305
Cachia, C. (1960) E. Afr. med. J., 37, 224
Colbourne, M. J. (1962) Trans. roy. Soc. trop. Med. Hyg.,

56, 179
Demarchi, J. (1958) Rapport sur la chimioprophylaxie

de la trypanosomiase a T. gambiense. In: International
Scientific Committee for Trypanosomiasis Research,
Seventh meeting, Brussels, Commission for Technical
Co-operation in Africa South of the Sahara (Publica-
tion No. 41), p. 101.

Fendall, N. R. E. (1955) J. trop. Med. Hyg., 58, 123, 149
Fendall, N. R.E. (1960) E. Afr. med. J., 37, 131, 171
Haupt, D. R. (1960) E. Afr. med. J., 37, 217
Killen, 0. H. (1960) E. Afr. med. J., 37, 204
McLetchie, J. L. (1948) Trans. roy. Soc. trop. Med. Hvg.,

41, 445

McLetchie, J. L. (1953) W. Afr. med. J., 2, 138
McLetchie, J. L. (1962) Trans. roy. Soc. trop. Med. Hyg.,.

56, 25
McRobert, G. (1962) Trans. roy. Soc. trop. Med. ffyg.,

56, 29
Nash, T. A. M. (1948) The Anchau rural development and

settlement scheme, London, HMSO
Nash, T. A. M. (1960) Trop. Dis. Bull., 57, 973
Prothero, R. M. (1961) Bull. Wld Hlth Org., 24, 405
Roberts, J. M. D. (1960) E. Afr. med. J., 37, 186
Scott, D. (1961) W. Afr. med. J., 10, 122
Shore, H. (1960) E. Afr. med. J., 37, 9, 75, 255
Troughton, J. F. G. (1946) Report of the Development

Committee, Nairobi, Government Printer
Waddy, B. B. (1962) Trans. roy. Soc. trop. Med. Hyg.,

56, 95
Walker, A. J. (1950) E. Afr. med. J., 27, 73
Wolfenden, G. (1960) E. Afr. med. J., 37, 232


