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The Nineteenth World Health Assembly, held at the Palais des Nations, Geneva, from

3 to 20 May 1966, was convened in accordance with resolution WHA18.25 of the Eighteenth

World Health Assembly and resolution EB36.R20 of the Executive Board (thirty -sixth

session).

The proceedings of the Nineteenth World Health Assembly are being published in two

parts. The resolutions, with annexes, are contained in this volume. The records ofplenary

and committee meetings will be printed, along with the list of participants, agenda and other

material, in Official Records No. 152.



In this volume the resolutions are reproduced in the numerical order in which they were adopted. However, in order to
facilitate the use of the volume in conjunction with the Handbook of Resolutions and Decisions, they have been grouped by title
in the table of contents under the subject headings of the Handbook. There has also been added, beneath each resolution, a reference
to the section of the Handbook containing previous resolutions on the same subject. The eighth edition of the Handbook -which is
indexed both by subject and by resolution symbol- contains most of the resolutions adopted up to and including the Eighteenth World
Health Assembly and the thirty -sixth session of the Executive Board.

The following reference list of sessions of the Health Assembly and Executive Board shows the resolution symbol applicable
to each session and the Official Records volume in which the resolutions were originally published.

First World Health Assembly
Executive Board, First Session
Executive Board, Second Session
Executive Board, Third Session

Held

24 June - 24 July 1948
16 -28 July 1948
25 October - 11 November 1948
21 February - 9 March 1949

Resolution
symbol

Official
Records No.

13

14
14
17
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Sixth World Health Assembly 5 -22 May 1953 WHA6.- 48
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Executive Board, Fifteenth Session 18 January - 4 February 1955 EB15.R- 60

Eighth World Health Assembly 10-27 May 1955 WHA8.- 63
Executive Board, Sixteenth Session 30 May 1955 EB16.R- 65
Executive Board, Seventeenth Session 17 January - 2 February 1956 EB17.R- 68

Ninth World Health Assembly 8 -25 May 1956 WHA9.- 71
Executive Board, Eighteenth Session 28 -30 May 1956 EB18.R- 73
Executive Board, Nineteenth Session 15 -30 January 1957 EB19.R- 76

Tenth World Health Assembly 7 -24 May 1957 WHA10.- 79
Executive Board, Twentieth Session 27 -28 May 1957 EB20.R- 80
Executive Board, Twenty -first Session 14 -28 January 1958 EB21.R- 83

Eleventh World Health Assembly 28 May - 13 June 1958 WHAI1.- 87
Executive Board, Twenty- second Session 16 -17 June 1958 EB22.R- 88
Executive Board, Twenty -third Session 20 January - 3 February 1959 EB23.R- 91

Twelfth World Health Assembly 12 -29 May 1959 WHAl2.- 95
Executive Board, Twenty- fourth Session 1 -2 June 1959 EB24.R- 96
Executive Board, Twenty -fifth Session 19 January - 1 February 1960 EB25.R- 99
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Fourteenth World Health Assembly 7 -24 February 1961 WHA14.- 110
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Fifteenth World Health Assembly 8 -25 May 1962 WHA15.- 118
Executive Board, Thirtieth Session 29 -30 May 1962 EB30.R- 120
Executive Board, Thirty -first Session 15 -28 January 1963 EB31.R- 124
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Executive Board, Thirty -second Session 27 -28 May 1963 EB32.R- 129
Executive Board, Thirty -third Session 14 -24 January 1964 EB33.R- 132

Seventeenth World Health Assembly 3 -20 March 1964 WHA17.- 135
Executive Board, Thirty- fourth Session 26 -29 May 1964 EB34.R- 137
Executive Board, Thirty -fifth Session 19 -28 January 1965 EB35.R- 140
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RESOLUTIONS AND DECISIONS

WHA19.1 Inauguration of the Headquarters Building

The Nineteenth World Health Assembly

NOTES the arrangements made for the inauguration of the headquarters building and approved by the
Executive Board in resolution EB37.R35.

Handb. Res., 8th ed., 7.3.2.1 Fourth plenary meeting, 4 May 1966

WHA19.2 Award of the Léon Bernard Foundation Medal and Prize

The Nineteenth World Health Assembly

1. NOTES the reports of the Léon Bernard Foundation Committee;

2. ENDORSES the unanimous proposal of the Committee for the award of the Léon Bernard Foundation
Medal and Prize for 1966;

3. AWARDS the Medal and Prize to Dr Karl Evang; and

4. PAYS TRIBUTE to Dr Karl Evang for his unremitting service and outstanding achievements in the field
of public health and social medicine.

Handb. Res., 8th ed., 9.1.2.2 Fifth plenary meeting, 5 May 1966

WHA19.3 Salaries of Staff in Ungraded Posts

The Nineteenth World Health Assembly,

Noting the recommendations of the Executive Board with regard to remuneration of staff in the ungraded
posts, based, in the case of Assistant Directors -General and Regional Directors, on recommendations
originating from the International Civil Service Advisory Board,

I. CONCURS with the view of the Board that the proposed adjustments are reasonable in the light of
movements in salary levels and income tax schedules outside the international organizations and are
necessary to the maintenance of a single integrated salary and allowance system in the Organization; and,
consequently,

2. ESTABLISHES the salary for the post of Deputy Director -General at $34 000, before staff assessment,
with concurrent application of the revised staff assessment rates adopted by the Executive Board at its
thirty- seventh session, resulting in a revised net salary for the post of Deputy Director -General of $23 300
per annum;
3. ESTABLISHES the salary for Assistant Directors- General and Regional Directors at $30 000, before staff
assessment, with concurrent application of the revised staff assessment rates adopted by the Executive Board
at its thirty- seventh session, resulting in a revised net salary for such posts of $21 000; and
4. DECIDES that these salary levels shall be effective from 1 January 1966 in view of and in relation to the
revision of staff assessment rates and all post adjustment classifications on that date, as recommended by
the International Civil Service Advisory Board.

Handb. Res., 8th ed., 7.2.4.3 Eighth plenary meeting, 11 May 1966 (Committee on
Administration, Finance and Legal Matters, first report)

1 See Annex 1.
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2 NINETEENTH WORLD HEALTH ASSEMBLY, PART I

WHA19.4 Salary of the Director- General

The Nineteenth World Health Assembly

1. AUTHORIZES the President of the World Health Assembly to sign an amendment to the contract of the
Director -General to establish the salary of the Director -General at $43 000, before staff assessment, with
concurrent application of the revised staff assessment rates adopted by the Executive Board at its thirty -
seventh session, resulting in a revised net salary for the Director- General of $28 100 per annum; and

2. DECIDES that this change shall be effective from 1 January 1966 in view of and in relation to the revision
of staff assessment rates and all post adjustment classifications on that date, as recommended by the
International Civil Service Advisory Board.

Handb. Res., 8th ed., 7.2.10.2 Eighth plenary meeting, 11 May 1966 (Committee on
Administration, Finance and Legal Matters, first report)

WHA19.5 Financial Report on the Accounts of WHO for the Year 1965, Report of the External Auditor, and
Comments thereon of the Executive Board

The Nineteenth World Health Assembly,

Having examined the Financial Report of the Director -General for the period 1 January to 31 December
1965 and the Report of the External Auditor for the same financial period, as contained in Official Records
No. 150; and

Having considered the report 1 of the Ad Hoc Committee of the Executive Board on its examination
of these reports,

ACCEPTS the Director -General's Financial Report and the Report of the External Auditor for the
financial year 1965.

Handb. Res., 8th ed., 7.1.11.3 Eighth plenary meeting, 11 May 1966 (Committee on
Administration, Finance and Legal Matters, first report)

WHA19.6 Status of Collection of Annual Contributions and of Advances to the Working Capital Fund

The Nineteenth World Health Assembly

1. NOTES the status, as at 30 April 1966, of the collection of annual contributions and of advances to the
Working Capital Fund, as reported by the Director -General;

2. CALLS THE ATTENTION of Members to the importance of paying their annual contributions as early as
possible in the Organization's financial year, in order that the approved annual programme can be carried
out as planned;

3. URGES Members in arrears to make special efforts to liquidate their arrears during 1966; and

4. REQUESTS the Director- General to communicate this resolution to Members in arrears and to draw
attention to the fact that continued delay in payment could have serious financial implications for the
Organization.

Handb. Res., 8th ed., 7.1.2.4 Eighth plenary meeting, 11 May 1966 (Committee on
Administration, Finance and Legal Matters, first report)

1 See Annex 3.



RESOLUTIONS AND DECISIONS 3

WHA19.7 Establishment of a Revolving Fund for Teaching and Laboratory Equipment for Medical Education
and Training

The Nineteenth World Health Assembly,

Recognizing that trained manpower is of fundamental importance for health programmes, and realizing
that the shortage of teaching and laboratory equipment in medical and paramedical schools is a great
handicap in imparting medical education, especially in the developing countries;

Having considered the recommendations of the Executive Board to establish a revolving fund to
finance, on a reimbursement basis, the purchase of teaching and laboratory equipment for medical and
paramedical education and training; and

Considering that the establishment of such a revolving fund would provide valuable assistance to
Members,

1. DECIDES to establish a revolving fund to finance, on a reimbursable basis, without service charge,
requests from governments to purchase teaching and laboratory equipment for medical and paramedical
education and training;

2. AUTHORIZES the Director -General to accept in reimbursement for such purchases the national currency
of the Member concerned subject to the following provisions:

(1) that the full estimated cost of the requested purchase and shipping costs be deposited with the
Organization in advance; and
(2) that the total expenditure for any one Member for any one request be limited to 10 per cent. of
the usable balance of the fund at the time the request is received;

3. AUTHORIZES the Director -General to exchange the various currencies accumulated in the fund for
convertible currencies available in the regular budget, provided the Organization can make use of such
currencies in its programmes;

4. DECIDES to include an amount of $100 000 in the supplementary estimates for 1966 as the first of five
instalments to commence operation of the fund;

5. REQUESTS the Director -General to include similar amounts for the same purpose in the budgets for
the years 1968 to 1971; and

6. REQUESTS the Executive Board and the Director -General to review and consider the policies and
conditions governing the operation of the fund at least once every five years; however, special review or
consideration may be requested by either at any time deemed necessary.

Handb. Res., 8th ed., 7.1.8 Eighth plenary meeting, 11 May 1966 (Committee on
Administration, Finance and Legal Matters, first report)

WHA19.8 Supplementary Budget Estimates for 1966

The Nineteenth World Health Assembly,

Having considered the proposals of the Director -General and the recommendation of the Executive
Board concerning supplementary budget estimates for 1966; 1 and

Considering that it is desirable to avoid making additional assessments on Members for the year 1966,

1. APPROVES the supplementary estimates for 1966;

2. DECIDES to amend paragraph I of the Appropriation Resolution for the financial year 1966 (WHA 18.35)
by increasing the amounts voted for Appropriation Sections 4, 5 and 8 and decreasing the amounts voted for
Appropriation Sections 7 and 9; by including under Part IV (Other Purposes) two additional appropriation

1 See Annex 2.



4 NINETEENTH WORLD HEALTH ASSEMBLY, PART I

sections: " Appropriation Section 11 - African Regional Office: Staff Housing " and " Appropriation
Section 12 - Revolving Fund for Teaching and Laboratory Equipment ", and renumbering Appropriation
Section 11 (Undistributed Reserve) under Part V (Reserve) as " Appropriation Section 13 - Undistributed
Reserve ", as follows:

Appropriation Purpose of Appropriation Amount
Section US $

PART II: OPERATING PROGRAMME

4. Programme Activities 2 156 260
5. Regional Offices 234 382
7. Other Statutory Staff Costs (794 350)

Total - Part lI 1 596 292

PART III: ADMINISTRATIVE SERVICES

8. Administrative Services 192 374
9. Other Statutory Staff Costs (98 866)

Total - Part III 93 508

PART IV: OTHER PURPOSES

11. African Regional Office: Staff Housing 250 000
12. Revolving Fund for Teaching and Laboratory Equipment 100 000

Total - Part IV 350 000

TOTAL - PARTS II, III AND IV 2 039 800

3. DECIDES further to amend paragraph III of resolution WHA18.35 by increasing the amounts under
sub -paragraphs (i) and (iii) and adding a new sub -paragraph, (iv), as follows:

(i) the amount of US $ 164 197 available by reimbursement from the Technical Assistance
component of the United Nations Development Programme

(iii) the amount of US $ 982 134 representing miscellaneous income available for the purpose
(iv) the amount of US $ 893 469 available by transfer from the cash portion of the Assembly

Suspense Account

Total US $2 039 800

Handb. Res., 8th ed., 2.1.19 Eighth plenary meeting, 11 May 1966 (Committee on
Administration, Finance and Legal Matters, first report)

WHA19.9 Place of Meeting of the Twenty -second World Health Assembly

The Nineteenth World Health Assembly,

Noting with appreciation the invitation by the Government of the United States of America for the
holding of the Twenty- second World Health Assembly in Boston, Massachusetts, in 1969,1

1. ACCEPTS this invitation, subject to the conclusion of an appropriate agreement with the Government
of the United States of America in accordance with the terms of resolution EB31.R40 and to the conclusion
of the necessary practical arrangements; and further subject to confirmation, pursuant to the provisions of

1 See Annex 7.



RESOLUTIONS AND DECISIONS 5

Articles 14 and 15 of the WHO Constitution, by the Twenty -first World Health Assembly and by the Executive
Board with respect to the country, place and date of the session; and

2. REQUESTS the Director - General to report further to the Twenty -first World Health Assembly and the
Executive Board session which follows with regard to the holding of the Twenty- second World Health
Assembly in Boston, Massachusetts, United States of America.

Handb. Res., 8th ed., 4.1.1.2 Eighth plenary meeting, 11 May 1966 (Committee on
Administration, Finance and Legal Matters, first report)

WHA19.10 Assessment of New Members : 1965 and 1966

The Nineteenth World Health Assembly,

Noting that the Maldive Islands and Singapore became Members of the Organization by depositing with
the Secretary -General of the United Nations a formal instrument of acceptance of the WHO Constitution,

DECIDES

(1) that these Members shall be assessed as follows:
Member State 1965 1966

per cent. per cent.

Maldive Islands 0.04 0.04
Singapore 0.04

(2) that the 1965 contribution of the Maldive Islands shall be reduced by 50 per cent., in accordance
with the provisions of paragraph 1 of resolution WHA17.10.

Handb. Res., 8th ed., 7.1.2.2 Eighth plenary meeting, 11 May 1966 (Committee on
Administration, Finance and Legal Matters, second report)

WHA19.11 Scale of Assessment for 1967

The Nineteenth World Health Assembly

DECIDES that the scale of assessment for 1967 shall be as follows:

Member (perst gcene)
Member (percentage)

Afghanistan 0.05 Costa Rica 0.04
Albania 0.04 Cuba 0.18
Algeria 0.09 Cyprus 0.04
Argentina 0.82 Czechoslovakia 0.99
Australia 1.41 Dahomey 0.04
Austria 0.47 Denmark 0.55
Belgium 1.02 Dominican Republic 0.04
Bolivia 0.04 Ecuador 0.05
Brazil 0.85 El Salvador 0.04
Bulgaria 0.15 Ethiopia 0.04
Burma 0.05 Federal Republic of Germany 6.61
Burundi 0.04 Finland 0.38
Byelorussian SSR 0.46 France 5.43
Cambodia 0.04 Gabon 0.04
Cameroon 0.04 Ghana 0.07
Canada 2.83 Greece 0.22
Central African Republic 0.04 Guatemala 0.04
Ceylon 0.07 Guinea 0.04
Chad 0.04 Haiti 0.04
Chile 0.24 Honduras 0.04
China 3.79 Hungary 0.50
Colombia 0.21 Iceland 0.04
Congo (Brazzaville) 0.04 India 1.65
Congo, Democratic Republic of 0.05 Indonesia 0.35
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Member (pe cetage) Member (percentage)

Iran 0.18 Portugal 0.13
Iraq 0.07 Qatar 0.02
Ireland 0.14 Republic of Korea 0.12
Israel 0.15 Romania 0.31
Italy 2.26 Rwanda 0.04
Ivory Coast 0.04 Saudi Arabia 0.06
Jamaica 0.05 Senegal 0.04
Japan 2.47 Sierra Leone 0.04
Jordan 0.04 Singapore 0.04
Kenya 0.04 Somalia 0.04
Kuwait 0.05 South Africa 0.46
Laos 0.04 Southern Rhodesia 0.02
Lebanon 0.05 Spain 0.65
Liberia 0.04 Sudan 0.05
Libya 0.04 Sweden 1.12
Luxembourg 0.05 Switzerland 0.78
Madagascar 0.04 Syria 0.05
Malawi 0.04 Thailand 0.12
Malaysia 0.11 Togo 0.04
Maldive Islands 0.04 Trinidad and Tobago 0.04
Mali 0.04 Tunisia 0.05
Malta 0.04 Turkey 0.31
Mauritania 0.04 Uganda 0.04
Mauritius 0.02 Ukrainian SSR 1.76
Mexico 0.72 Union of Soviet Socialist Republics 13.30
Monaco 0.04 United Arab Republic 0.21
Mongolia 0.04 United Kingdom of Great Britain and Northern
Morocco 0.10 Ireland 6.43
Nepal 0.04 United Republic of Tanzania 0.04
Netherlands 0.99 United States of America 31.20
New Zealand 0.34 Upper Volta 0.04
Nicaragua 0.04 Uruguay 0.09
Niger 0.04 Venezuela 0.45
Nigeria 0.15 Viet -Nam 0.07
Norway 0.39 Western Samoa 0.04
Pakistan 0.33 Yemen 0.04
Panama 0.04 Yugoslavia 0.32
Paraguay 0.04 Zambia 0.04
Peru 0.08

100.00Philippines 0.31 Total
Poland 1.29

Handb. Res., 8th ed., 7.1.2.1 Eighth plenary meeting, 11 May 1966 (Committee on
Administration, Finance and Legal Matters, second report)

WHA19.12 Travel Standards

The Nineteenth World Health Assembly,

Having considered the reports of the Director -General and the Ad Hoc Committee of the Executive
Board on travel standards; 1 and

Considering that the travel standards for staff will be studied by the International Civil Service Advisory
Board in July 1966,
1. NOTES these reports; and

2. REQUESTS the Director - General to report on further developments to the Executive Board at its
thirty -ninth session, so that a recommendation on this matter may be made to the Twentieth World Health
Assembly.

Handb. Res., 8th ed., 7.1.13 Eighth plenary meeting, 11 May 1966 ( Committee on
Administration, Finance and Legal Matters, second report)

1 See Annex 6.
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WHA19.13 Malaria Eradication Programme

The Nineteenth World Health Assembly,

Having considered the report of the Director -General on the development of the malaria eradication
programme;

Noting that, during 1965, only one additional country has embarked upon an eradication programme;
Recognizing that the advance towards malaria eradication has been slower than had been hoped for

and that, in several countries, areas have had to be moved back from the consolidation phase to the attack
phase;

Believing that deficiencies in planning and management and shortage of material means will continue
to be major hindrances to better programmes, and that, although technical problems exist, administrative
failures and financial difficulties frequently contribute to them by delaying full implementation of attack or
consolidation operations;

Believing further that a flexible approach in the financing of programmes is essential for effectively
dealing with technical, administrative and operational problems;

Appreciating, however, that additional areas are now in the maintenance and consolidation phases and
that two more countries have been entered in the WHO official register of areas where eradication has been
achieved; and

Recognizing that the success of the world -wide malaria eradication programme depends, first, on the
sustained effort of governments to pursue their eradication activities to final achievement and to maintain
the vigilance necessary to prevent the re- establishment of malaria, and, secondly, on the continued assistance
of multilateral and bilateral agencies,

1. URGES governments of countries that have not yet embarked on malaria eradication to intensify plans
for nation -wide malaria programmes so that malaria eradication may be achieved as quickly as possible;

2. URGES governments of countries where eradication programmes are already in operation to undertake
regular annual critical appraisals of their programmes and to review and revise their detailed plans of
action where found necessary to meet changing situations and to overcome technical or administrative
difficulties;

3. REQUESTS governments to take early steps to establish those basic health services which are a prerequisite
for eradication, if not already available;

4. REQUESTS the Director -General:

(a) to provide, on request, technical advice and assistance for these appraisals;
(b) to take all measures to intensify, within the general framework of the financing of the malaria
eradication programme and without impeding operations in the field, the total work and research
carried on, particularly that of an immunological, entomological and chemotherapeutic nature, with
a view to making the antimalaria campaign more effective in problem areas or in those where transmission
still exists; and
(c) to pay special attention to the analysis of the position of the world -wide malaria eradication
programme and to study the possibilities for its future development;

5. REQUESTS the Director -General to increase the Organization's efforts to obtain material assistance with
a view to building health infrastructure and to improving programme effectiveness and, in addition, to
intensify assistance for the training of national personnel; and

6. URGES governments and the supporting multilateral and bilateral agencies to continue to accord priority
to pre -eradication and eradication programmes so that all such activities may be accelerated as far as
practicable, and to initiate help to those countries where no such help is at present being given.

Handb. Res., 8th ed., 1.4.2 Eighth plenary meeting, 11 May 1966 (Committee on
Programme and Budget, first report)

1 See Annex 14.
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WHA19.14 Election of Members entitled to designate a Person to serve on the Executive Board

The Nineteenth World Health Assembly,

Having considered the nominations of the General Committee,1
ELECTS the following as Members entitled to designate a person to serve on the Executive Board :

Argentina, Burma, Dahomey, France, Nigeria, Philippines, Somalia and the Union of Soviet Socialist
Republics.

Handb. Res., 8th ed., 4.2.1 Eighth plenary meeting, 11 May 1966

WHA19.15 Effective Working Budget and Budget Level for 1967

The Nineteenth World Health Assembly
DECIDES that:

(1) the effective working budget for 1967 shall be US $51 515 000;
(2) the budget level shall be established in an amount equal to the effective working budget as provided
in paragraph (1) above, plus the assessments represented by the Undistributed Reserve; and
(3) the budget for 1967 shall be financed by assessments on Members after deducting

(i) the amount of US $1 301 560 available by reimbursement from the Technical Assistance
component of the United Nations Development Programme;
(ii) the amount of US $123 640 available as casual income for 1967.

Handb. Res., 8th ed., 2.1 Tenth plenary meeting, 12 May 1966 (Committee on
Programme and Budget, second report)

WHA19.16 Smallpox Eradication Programme

The Nineteenth World Health Assembly,

Having considered the report of the Director -General on smallpox eradication 2 and the recommendation
of the Executive Board (resolution EB37.R16) thereon; and

Noting that particular emphasis has been placed on the need for co- ordination of individual countries'
smallpox eradication programmes,

1. DECIDES that the participation of the Organization in the smallpox eradication programme should be
financed from the regular budget of the Organization;

2. URGES countries which plan to strengthen or initiate smallpox eradication programmes to take the
necessary steps to begin the work as soon as possible;

3. REQUESTS Member States and multilateral and bilateral agencies to provide adequate material support
for the realization of the programme;

4. DECIDES that, in the part of the programme financed by the Organization either from the regular budget
or from the Special Account for Smallpox Eradication, the following costs may be met:

(a) such supplies and equipment as are necessary for the effective implementation of the programme
in individual countries;
(b) such services as may be required in individual countries and as cannot be made available by the
governments of such countries; and

1 For report of the General Committee, see Of Rec. Wld Hlth Org. 152.
2 See Annex 15.
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5. REQUESTS the Director -General, in co- operation with all Members, to initiate action to carry out a
world -wide smallpox eradication programme and to submit a report to the Executive Board at its thirty -
ninth session and to the Twentieth World Health Assembly.

Handb. Res., 8th ed., 1.5.4.1 Eleventh plenary meeting, 13 May 1966 (Committee
on Programme and Budget, third report)

WHA19.17 Advances from the Working Capital Fund for Provision of Emergency Supplies to Member States

The Nineteenth World Health Assembly

NOTES the report of the Director -General on the provision of emergency supplies to Member States,'
presented in accordance with the requirements of resolution WHA18.14.

Handb. Res., 8th ed., 1.12.1; 7.1.3.2 Eleventh plenary meeting, 13 May 1966 (Committee
on Administration, Finance and Legal Matters, third
report)

WHA19.18 Expression of Appreciation to the Retiring External Auditor

The Nineteenth World Health Assembly,

Considering that Mr Uno Brunskog has informed the President of the World Health Assembly that,
after his present appointment as External Auditor of the World Health Organization, he intends to retire,

EXPRESSES its gratitude to Mr Uno Brunskog for his long, faithful and excellent services to the
Organization.

Handb. Res., 8th ed., 7.1.11.1

WHA19.19 Appointment of the External Auditor

Eleventh plenary meeting, 13 May 1966 (Committee
on Administration, Finance and Legal Matters, third
report)

The Nineteenth World Health Assembly

DECIDES that Mr Lars Breie be appointed External Auditor of the accounts of the World Health
Organization for the three financial years 1967 to 1969 inclusive, to make his audits in accordance with the
principles incorporated in Article XII of the Financial Regulations, with the provision that, should the
necessity arise, he may designate a representative to act in his absence.

Handb. Res., 8th ed., 7.1.11.1 Eleventh plenary meeting, 13 May 1966 (Committee
on Administration,. Finance and Legal Matters, third
report)

WHA19.20 Establishment and Operation of World Health Foundations

The Nineteenth World Health Assembly,

Having considered the report by the Director -General 2 on the establishment and operation of world
health foundations,

1. EXPRESSES its hope that interest in and support of world health foundations will continue to develop; and

1 The Director- General stated in his report that an advance of US $24 005 had been made in 1965 to provide emergency supplies
of vaccines to Iran, and that the advance had been repaid during the year.

2 See Annex 8.
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2. REQUESTS the Director -General to pursue his efforts and to include a report on the world health
foundations as part of his regular reports to the Executive Board on the Voluntary Fund for Health
Promotion.

Handb. Res., 8th ed., 7.1.10.4 Eleventh plenary meeting, 19 May 1966 (Committee
on Administration, Finance and Legal Matters, third
report)

WHA19.21 Establishment of a Dr A. T. Shousha Foundation

The Nineteenth World Health Assembly,

Having considered resolution EB37.R37 adopted by the Executive Board at its thirty- seventh session
recommending the establishment of a Dr A. T. Shousha Foundation,

1. ADOPTS the Statutes of the Dr A. T. Shousha Foundation; and

2. REQUESTS the Director -General to transmit the text of this resolution and of resolution EB37.R37
adopted by the Executive Board at its thirty- seventh session to all Members of the World Health Organization,
suggesting that, through their established procedures, they inform appropriate bodies and organizations
in their countries of the establishment of the Foundation and the subscription solicited.

Handb. Res., 8th ed., 9.1 Eleventh plenary meeting, 13 May 1966 (Committee
on Administration, Finance and Legal Matters, third
report)

WHA19.22 Annual Report of the Director -General for 1965

The Nineteenth World Health Assembly,

Having reviewed the Report of the Director -General on the work of WHO during 1965,1

1 NOTES with satisfaction the manner in which the programme was planned and carried out in 1965, in
accordance with the established policies of the Organization; and

2. COMMENDS the Director -General for the work accomplished.

Handb. Res., 8th ed., 1.14.1 Twelfth plenary meeting, 17 May 1966

WHA19.23 Reports of the Executive Board on its Thirty -sixth and Thirty- seventh Sessions

The Nineteenth World Health Assembly

1. NOTES the reports of the Executive Board on its thirty -sixth 2 and thirty- seventh sessions; 2 and

2. COMMENDS the Board on the work it has performed.

Handb. Res., 8th ed., 4.2.5.2 Twelfth plenary meeting, 17 May 1966

WHA19.24 International Agency for Research on Cancer : Report concerning Host Agreement between the
Government of France and WHO

The Nineteenth World Health Assembly

1. NOTES the report of the Director- General 4 concerning the negotiations on a host agreement

1 Off. Rec. Wld Hlth Org. 147.
2 Of Rec. Wld Hlth Org. 145.
2 Off. Rec. Wld Hlth Org. 148; 149.
4 See Annex 9, part 2.
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between the Government of France and the World Health Organization concerning the headquarters of
the International Agency for Research on Cancer; and

2. EXPRESSES the hope that a satisfactory agreement will be concluded at an early date.

Handb. Res., 8th ed., 1.7.6.2 Thirteenth plenary meeting, 18 May 1966 (Committee
on Administration, Finance and Legal Matters, fourth
report)

WHA19.25 Extension of the Agreement with the United Nations Relief and Works Agency for Palestine
Refugees in the Near East

The Nineteenth World Health Assembly,

Considering that, on 29 September 1950, an agreement was concluded between the Director -General
of the World Health Organization and the Director of the United Nations Relief and Works Agency for
Palestine Refugees in the Near East (UNRWA) on the basis of principles established by the Third World
Health Assembly;

Considering that the Eighteenth World Health Assembly, in resolution WHA18.24, extended the duration
of this agreement until 30 June 1966;

Considering that, subsequently, the General Assembly of the United Nations, at its twentieth session,'
extended the mandate of UNRWA until 30 June 1969; and

Considering that the World Health Organization should continue the technical direction of the health
programme administered by UNRWA,

AUTHORIZES the Director -General to extend the duration of the agreement with UNRWA until
30 June 1969.

Handb. Res., 8th ed., 8.1.4.2 Thirteenth plenary meeting, 18 May 1966 (Committee
on Administration, Finance and Legal Matters, fourth
report)

WHA19.26 Annual Report of the United Nations Joint Staff Pension Board for 1964

The Nineteenth World Health Assembly

NOTES the status of the operation of the Joint Staff Pension Fund as indicated by the annual report
for the year 1964 and as reported by the Director -General.

Handb. Res., 8th ed., 7.2.7.1 Thirteenth plenary meeting, 18 May 1966 (Committee
on Administration, Finance and Legal Matters, fourth
report)

WHA19.27 Appointment of Representatives to the WHO Staff Pension Committee

The Nineteenth World Health Assembly

RESOLVES that the member of the Executive Board designated by the Government of the Philippines
be appointed a member of the WHO Staff Pension Committee, and that the member of the Board designated
by the Government of Dahomey be appointed an alternate member, the appointments being for a period
of three years.

Handb. Res., 8th ed., 7.2.7.2

1 United Nations General Assembly resolution 2052 (XX).

Thirteenth plenary meeting, 18 May 1966 (Committee
on Administration, Finance and Legal Matters, fourth
report)
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WHA19.28 Selection of the Country in which the Twentieth World Health Assembly will be held

The Nineteenth World Health Assembly,

Considering the provision of Article 14 of the Constitution with regard to the selection of the country
or region in which the next Health Assembly will be held,

DECIDES that the Twentieth World Health Assembly shall be held in Switzerland.

Handb. Res., 8th ed., 4.1.1.2 Thirteenth plenary meeting, 18 May 1966 (Committee
on Administration, Finance and Legal Matters, fourth
report)

WHA19.29 Members in Arrears in the Payment of their Contributions to an Extent which may invoke Article 7
of the Constitution

The Nineteenth World Health Assembly,

Having considered the reports of the Executive Board 1 and its Ad Hoc Committee 2 on Members in
arrears in the payment of their contributions to an extent which may invoke the provisions of Article 7 of the
Constitution;

Noting that Haiti and Uruguay are in arrears to the extent that it is necessary for the Assembly to
consider, in accordance with the provisions of Article 7 of the Constitution and the provisions of paragraph 2
of resolution WHA8.13, whether or not their right to vote should be suspended at the Nineteenth World
Health Assembly;

Recalling the provisions of resolutions WHA16.20 and WHA18.21; and
Having considered the communications received from Haiti and Uruguay 3 following the report of the

Ad Hoc Committee,

L DECIDES not to suspend the voting rights of Haiti and Uruguay at the Nineteenth World Health Assembly,
in the light of the assurances contained in the communication of 13 May 1966 from the Government of Haiti
of payment of its arrears, including the announced payment of US $7560, and the communication of
6 May 1966 from the Government of Uruguay that payment of the contributions for the years 1960 to 1966
inclusive would be made at the earliest possible date; and further

2. EXPRESSES its willingness to accept the proposal of Haiti that it pay its arrears for the balance of 1961
and the years 1962 to 1966 in twenty annual instalments of US $3367, in addition to its annual contributions
for 1967 and future years, thus making it unnecessary for future Assemblies to invoke the provisions of
paragraph 2 of resolution WHA8.13; however,

3. REQUESTS the Government of Haiti to examine the possibility of liquidating the accumulated arrears
in a shorter period of time;

4. DECIDES that, notwithstanding the provisions of Financial Regulation 5.6, payments of contributions
by Haiti for the years beginning with 1967 shall be credited to the year concerned; and

5. REQUESTS the Director -General to communicate this resolution to the Members concerned.

Handb. Res., 8th ed., 7.1.2.4

1 See resolution EB37.R18.
2 See Annex 4, part 1.
3 See Annex 4, part 3.

Thirteenth plenary meeting, 18 May 1966 (Committee
on Administration, Finance and Legal Matters, fifth
report)
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WHA19.30 Decisions of the United Nations, the Specialized Agencies and the International Atomic Energy
Agency affecting WHO's Activities : Administrative, Budgetary and Financial Matters

The Nineteenth World Health Assembly,
Having considered the report of the Director -General on the decisions of the United Nations, the

specialized agencies and the International Atomic Energy Agency on matters affecting WHO's activities
on administrative, budgetary and financial matters; 1

Having considered particularly those parts of the report dealing with the establishment of an ad hoc
committee of experts to examine the finances of the United Nations and the specialized agencies and the
preparation and submission of the budgets of the specialized agencies;

Considering that under paragraph 3 of Article 17 of the Charter of the United Nations, " the General
Assembly shall consider and approve any financial and budgetary arrangements with specialized agencies
referred to in Article 57 and shall examine the administrative budgets of such specialized agencies with a
view to making recommendations to the agencies concerned ";

Recognizing that under Article XV, paragraph 1, of the Agreement between WHO and the United
Nations " the World Health Organization recognizes the desirability of establishing close budgetary and
financial relationships with the United Nations, in order that the administrative operations of the United
Nations and of the specialized agencies shall be carried out in the most efficient and economical manner
possible, and that the maximum measure of co- ordination and uniformity with respect to these operations
shall be secured ";

Recalling that the form of presentation of the Organization's annual programme and budget estimates
has been designed and developed to facilitate review and examination by the Health Assembly and the
Executive Board;

Considering the interest of the Economic and Social Council in a common form within which the
programme and budget estimates of all organizations could be presented to the Council; and

Considering that the terms of reference of the ad hoc committee are such that it will carry out its work
" without encroaching on the autonomy of the specialized agencies ",

1. NOTES with satisfaction the decision of the Executive Board at its thirty- seventh session in resolution
EB37.R43 and the report of the Director -General; 1

2. NOTES with satisfaction the full and effective collaboration established between the Organization and
the ad hoc committee of experts at its meetings in March and April 1966;

3. REQUESTS the Director -General to continue to co- operate in the studies being made on the form of
presentation on a uniform basis to the Economic and Social Council of the budgets of the United Nations
and the specialized agencies; and

4. CONSIDERS that these studies, which are concerned with administrative and budgetary procedures, do
not involve the technical competence and responsibility of the Organization.

Handb. Res., 8th ed., 8.1.1.4 Thirteenth plenary meeting, 18 May 1966 (Committee
on Administration, Finance and Legal Matters, fifth
report)

WHA19.31 Resolution AFR /RC15 /R2 adopted by the Regional Committee for Africa at its Fifteenth Session
on 9 September 1965

The Nineteenth World Health Assembly,

Having regard to Articles 7, 8 and 47 of the Constitution;
Having regard to the provisions established by the Second World Health Assembly in resolution

WHA2.103 concerning the representation in the regional committees of Member States which have not their
seat of government within the region, and in particular Article 2, paragraphs (a) and (b) of these provisions;

1 See Annex 10.
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Considering resolution AFR/RC15 /R2 1 adopted by the Regional Committee for Africa at its fifteenth
session on 9 September 1965;

Considering the various resolutions adopted by the General Assembly of the United Nations and the
Security Council in regard to African territories under Portuguese administration, and in particular the
position taken by the Security Council in its resolution 180 (1963) of 31 July 1963 by declaring the system
of government applied by Portugal in Africa to be contrary to the principles of the Charter, a resolution
mentioned in resolution 2107 (XX) of 21 December 1965 of the General Assembly;

Considering that Portugal no longer fulfils, under the terms of Articles 2 and 47 of the Constitution and
of resolution WHA2.103, the conditions required to represent on the Regional Committee the territories
it administers in Africa; and

Considering furthermore that by adopting a passive attitude the World Health Organization would be
an accessory to Portugal in refusing to comply with the decisions of the United Nations,

1. SUSPENDS the right of Portugal to participate in the Regional Committee for Africa and in regional
activities until the government of that country has furnished proof of its willingness to conform to the
injunctions of the United Nations;

2. SUSPENDS, pursuant to Article 7 of the Constitution, technical assistance to Portugal in application of
point 9 of the operative part of resolution 2107 (XX) of the General Assembly; and

3. REQUESTS the Director- General to report to the Twentieth World Health Assembly on the measures
which have been taken in application of the decisions of this resolution.

Handb. Res., 8th ed., 5.2.1.5 Thirteenth plenary meeting, 18 May 1966 (Committee
on Administration, Finance and Legal Matters, fifth
report)

WHA19.32 Headquarters Accommodation : Report on Financing

The Nineteenth World Health Assembly,

Having considered the report of the Ad Hoc Committee of the Executive Board with regard to the
financial status of the headquarters building project and the additional contributions from governments to
the Headquarters Building Fund,2

I. NOTES the report; and

2. REQUESTS the Director- General to report further to the thirty -ninth session of the Executive Board and
to the Twentieth World Health Assembly.

Handb. Res., 8th ed., 7.3.2.1 Thirteenth plenary meeting, 18 May 1966 (Committee
on Administration, Finance and Legal Matters, fifth
report)

WHA19.33 Headquarters Accommodation : Voluntary Contributions from Governments

The Nineteenth World Health Assembly,

Having been informed of the gifts which have been made by Member States towards the construction
and furnishing of the headquarters building,

EXPRESSES its appreciation to the governments, listed in the Annex to this resolution, which have so
generously made voluntary contributions to the headquarters building.

Handb. Res., 8th ed., 7.3.2.1

1 See Annex 11.
2 See Annex 5.

Thirteenth plenary meeting, 18 May 1966 (Committee
on Administration, Finance and Legal Matters, fifth
report)
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ANNEX

GIFTS FROM GOVERNMENTS FOR THE HEADQUARTERS BUILDING

as at 16 May 1966

1. Gifts received

Afghanistan
Albania
Brazil
Burma
Cambodia
Cameroon
Central African

Republic .

Ceylon
Czechoslovakia
Denmark
Federal Republic of

Germany

Finland

France
Ghana
Holy See
Hungary
Iceland
Iran
Iraq

Israel
Ivory Coast
Jordan

two carpets
a carpet
a decorative panel
20.78 tons of teak wood
a triptych of carved wood
20 tons of bubinga wood

US $410 for purchase of a television
set and record -player for the staff
rest -room

17 m3 of gammalu wood
a crystal table service
US $2171

equipment for the staff medical
service

furnishing and decoration of the
Director -General's office and a
staff lounge

a painting
US $2800
a bas -relief in bronze
a mosaic panel
US $500
a carpet
US $7000 for furnishing of a reading

room in the library, and various
objets d'art

US $2000
two ivory tusks
US $1400 and a model in mother of

pearl of the " Dome of the Rock "
Kuwait US $11 400 and a wooden model

ship
US $250
US $8170
US $3000
US $8401 for the furnishing and

decoration of a committee room
Luxembourg . US $2000 for the purchase of cera-

mic and tiles
a mohair carpet
portable metal ashtrays
various embroidered rugs and ivory

and ebony statuettes
a wooden chest and two carved boxes
US $2100
exotic plants
US $1008
furnishing and decoration of a

lounge
New Zealand wood panelling for the office of the

Chairman of the Executive Board
rugs and various other items
US $4998
marble for the facing of two lift

shafts

Laos
Lebanon
Liberia
Libya

Madagascar
Malaysia
Mali

Mauritania
Mauritius
Monaco
Nepal
Netherlands

Niger
Nigeria
Pakistan

Poland
Portugal
Rwanda

Saudi Arabia

Sierra Leone
Singapore
Sudan

Sweden
Thailand

Tunisia

Turkey
Union of Soviet

Socialist Republics

United Arab
Republic . . . .

United Kingdom of
Great Britain and
Northern Ireland .

Viet -Nam
Yugoslavia

Zambia
(former) Federation

of Rhodesia and
Nyasaland . . .

2. Gifts announced

Argentina
Australia

Austria
Belgium
Canada
Cyprus
India

Ireland
Jamaica
Japan
Malta
Peru
Philippines
Spain

Switzerland

bust of Marie Curie -Sklodowska
furniture for a committee room
a leopard skin, a zebra hide and two

drums
US$10000 for the decoration and

furnishing of the Director -
General's waiting room

US $2800
a painting on silk
7 m3 of mahogany and an ivory

statuette
US $1943
770 m2 of silk for the curtains of four

committee rooms
a ceramic panel and a wrought -iron

panel
three carpets

about 3000 m2 of marble for the
floors of the upper main hall, the
hall of the Executive Board room
and the lobby of the restaurant

a bronze statue

a bronze statue
a decorative lacquered panel
a fresco, a statue and furniture for

the office of the Deputy Director -
General

a decorative panel in copper

US $161

a statue
furnishings for the office of the Chair-

man of the Executive Board
a tapestry
furniture for a committee room
furniture for a committee room
curtains and parquet
decoration and furnishings for the

Executive Board lounge
a carpet
equipment for the radio studio
a Japanese garden
a painting
a carpet
a decorative panel
a decorative panel for the Executive

Board room
bronze doors for the entrance to the

Executive Board room
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WHA19.34 Extension of WHO Activities in Research

The Nineteenth World Health Assembly,

Having examined the report submitted to it by the Director -General in accordance with resolution
WHA18.43 together with the discussion of the report which took place at the thirty- seventh session of the
Executive Board 2 and resolution EB37.R13 adopted subsequently by the Board,

1. NOTES the report of the Director -General;' and

2. ENDORSES the opinion of the Board expressed in resolution EB37.R13 that the programme proposed
by the Director -General for research in epidemiology and the application of communications science to
medical and public health problems will constitute an important and essential step towards the achievement
of the objectives set out in resolution WHA18.43.

Handb. Res., 8th ed., 1.11 Fourteenth plenary meeting, 20 May 1966 (Committee
on Programme and Budget, fourth report)

WHA19.35 International Monitoring of Adverse Reactions to Drugs

The Nineteenth World Health Assembly,

Having examined the reports of the Director -General a on the international monitoring of adverse
reactions to drugs;

Recalling resolutions WHA15.41, WHA16.36, WHA17.39 and WHA18.42 of the Fifteenth, Sixteenth,
Seventeenth and Eighteenth World Health Assemblies on the importance of systematic collection, evaluation
and dissemination of information on adverse reactions to drugs;

Considering resolution EB37.R14 of the Executive Board on the international monitoring of adverse
reactions to drugs;

Convinced of the urgent need to collect and disseminate at the international level information on adverse
reactions to drugs; and

Taking into account that co- operation with national centres for monitoring adverse reactions
to drugs and the utilization of the data -processing facilities available in the United States of America would
facilitate the international monitoring envisaged,

1. REQUESTS the Director -General to initiate a pilot research project, along the lines indicated in his report,3
with the aim of establishing an international system of monitoring adverse reactions to drugs using information
derived from national centres; and

2. ACCEPTS the generous offer of the Government of the United States of America of data -processing
facilities for this purpose.

Handb. Res., 8th ed., 1.3.3 Fourteenth plenary meeting, 20 May 1966 (Committee
on Programme and Budget, fourth report)

WHA19.36 Prevention of Traffic Accidents

The Nineteenth World Health Assembly,

Believing that an important task of health administrations is the protection of people against health
hazards of every kind ;

1 Off Rec. Wld Hlth Org. 148, Annex 10.
2 Off Rec. Wld Hlth Org. 149, 21-30.
3 Off: Rec. Wld Hlth Org. 148, Annex 11.
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Having in mind the heavy losses resulting from the ever -increasing number of traffic accidents;
Believing that further research is required, on an international basis, to elucidate the role, already

demonstrated by scientific work, of human and medical factors in traffic accidents; and
Noting with satisfaction the steps already taken by WHO to inform Member States of the importance

of this problem,

1. REQUESTS the Director -General to consider the possibilities of WHO playing a more active role in the
prevention of traffic accidents, with special emphasis on the human and medical aspects of the problem
and on the co- ordination of international research in this field; and

2. FURTHER REQUESTS the Director- General to inform the Executive Board and the Assembly of the amount
of additional annual expenditure that would be entailed in giving effect to the possibilities referred to in the
previous paragraph.

Handb. Res., 8th ed., 1.7.1 Fourteenth plenary meeting, 20 May 1966 (Committee
on Programme and Budget, fourth report)

WHA19.37 Rehabilitation

The Nineteenth World Health Assembly,

Referring to the definition of health in the Constitution as " a state of complete physical, mental and social
well -being and not merely the absence of disease or infirmity ";

Noting that medical progress in the treatment of illness and injury, while permitting a higher ratio
of survival, results in an increasing number of chronic cases and permanently disabled persons;

Stressing the role of rehabilitation in reducing the physical, mental and social consequences of disease
or injury; and

Noting with satisfaction the measures already taken by the Organization in this field,

1. REQUESTS the Director -General to continue collecting information on the need for rehabilitation services,
on the quality and quantity of existing rehabilitation facilities, on obstacles to effective medical rehabilit-
ation and on the administrative organization of rehabilitation services in the different Member countries;
2. INVITES attention to the need for developing rehabilitation services not only for injuries and diseases
affecting locomotive organs but also disabling diseases, particularly mental and cardiovascular diseases, and
to the opportunities for promotion of these services by the Organization;
3. INVITES the attention of Member States to the importance of developing their rehabilitation services,
as an integrant part of the national health service;
4. REQUESTS the Director -General when planning the programme of the Organization to take into consid-
eration the need for intensified training of medical and paramedical personnel to assist the expansion of rehabi-
litation services; and

5. REQUESTS the Director -General to inform the Executive Board and the Assembly, prior to any extension
of the activities of the Organization in this field, what would be the implications of such an extension for the
budget of the Organization.

Handb. Res., 8th ed., 1.7.1.5 Fourteenth plenary meeting, 20 May 1966 (Committee
on Programme and Budget, fourth report)

WHA19.38 Research in Cardiovascular Diseases

The Nineteenth World Health Assembly,

Cognizant of the importance of cardiovascular diseases and their control, in particular atherosclerosis;
Recalling resolution WHA18.43 of the Eighteenth World Health Assembly, which invited the Director -

General to continue studying the role of the Organization in promoting medical research;
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Aware of the great contribution that research centres can make to the development of such research; and

Having examined the programme of the Organization in the field of cardiovascular diseases,

1. REQUESTS the Director -General to study the modalities for further expansion of the programme of the
Organization in cardiovascular diseases; and

2. INVITES the Director -General to report on this subject and to inform the Executive Board and
the Assembly, prior to any extension of the activities of the Organization in this field, what would be the
implications of such an extension for the budget of the Organization.

Handb. Res., 8th ed., 1.7.5 Fourteenth plenary meeting, 20 May 1966 (Committee
on Programme and Budget, fourth report)

WHA19.39 Effects of Atomic Radiation

The Nineteenth World Health Assembly,

Recognizing the mounting concern of world opinion at the harmful effects to present and future gene-
rations resulting from the increase in the levels of radiation to which man is exposed from nuclear and
thermonuclear weapon tests, superimposed on other sources of radiation;

Noting that the United Nations General Assembly has been seized of the question of the urgent need
for the suspension and discontinuance of all test explosions of nuclear weapons since 1954;

Noting further that a United Nations Scientific Committee on the Effects of Atomic Radiation was
established in 1955 and has since submitted three reports on the effects of atomic radiation and that it will
be submitting another report of its estimates of risk from such explosions to the forthcoming twenty -first
session of the General Assembly;

Conscious of the warning given in the second report of the Scientific Committee that " the effects of
any increase in radiation exposure may not be fully manifested for several decades in the case of somatic
disease and for many generations in the case of genetic damage "; and

Recalling in particular United Nations General Assembly resolutions 1762 (XVII), which condemns
all nuclear weapon tests, and 2032 (XX), which "calls upon all countries to respect the spirit and provisions
of the Treaty banning nuclear weapon tests in the atmosphere, in outer space and under water ",

1. COMMENDS the United Nations Scientific Committee on the Effects of Atomic Radiation for its valuable
contribution to wider knowledge and understanding of the deleterious effects and danger levels of atomic
radiation, and WHO and other international bodies for the valuable assistance rendered by them to the
Scientific Committee;

2. REITERATES resolution WHA13.56, which emphasizes the need for national health authorities "to accept
their major role and accelerate their activities in the public health aspects of radiation from all sources ",
and resolution WHA17.47, which reaffirms " the responsibility of WHO at the international level for
activities in the field of health involving ionizing radiation, including protection from radiation hazards
and the medical uses of radiation and radioactive isotopes ";

3. CALLS UPON all countries to co- operate in preventing an increase in the level of background radiation
in the interests of the health of the present and future generations of mankind;

4. REQUESTS the Director -General, in view of the special danger to the health of present and future gene-
rations, to continue a thorough study of the effects of radiation on man and report to the World Health
Assembly at appropriate intervals so as to focus attention on necessary action on the part of Member States;
and

5. URGES Member governments to make use of WHO's assistance in the development and strengthening
of their programmes in the control of health hazards due to radiation.

Handb. Res., 8th ed., 1.7.7 Fourteenth plenary meeting, 20 May 1966 (Committee
on Programme and Budget, fourth report)
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WHA19.40 Programme and Budget Estimates for 1967: Voluntary Fund for Health Promotion

The Nineteenth World Health Assembly,

Considering that the programmes planned to be financed from the Voluntary Fund for Health Promotion
as presented in Annex 3 of Official Records No. 146 are satisfactory;

Noting that these programmes are complementary to those included in the regular budget of the
Organization; and

Having regard to resolution WHA19.16 concerning the financing of the smallpox eradication programme,

1. EXPRESSES the hope that more contributions will be made to the Voluntary Fund for Health Promotion;
and

2. INVITES the Director -General to take such further action as would contribute to the effective
implementation of the programmes planned to be financed from the Voluntary Fund for Health Promotion.

Handb. Res., 8th ed., 2.1; 7.1.10 Fourteenth plenary meeting, 20 May 1966 (Committee
on Programme and Budget, fifth report)

WHA19.41 Appropriation Resolution for the Financial Year 1967

I.

The Nineteenth World Health Assembly

RESOLVES to appropriate for the financial year 1967 an amount of US $54 717 890 as follows:

Appropriation Purpose of Appropriation Amount
Section US $

PART I: ORGANIZATIONAL MEETINGS

1.

2.
3.

World Health Assembly
Executive Board and its Committees
Regional Committees

TOTAL - PART I

402
184
124

000
200
800

711 000

PART II: OPERATING PROGRAMME

4. Programme Activities 41 614 190
5. Regional Offices 4 903 633
6. Expert Committees 262 000

TOTAL - PART II 46 779 823

PART III: ADMINISTRATIVE SERVICES

7. Administrative Services 3 524 177

TOTAL - PART III 3 524 177

PART IV: OTHER PURPOSES

8. Headquarters Building Fund 500 000

TOTAL - PART IV 500 000

SUB -TOTAL - PARTS I, II, III, AND IV 51 515 000

1 For analysis of these appropriations under chapters, see Annex 12.
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Appropriation
Section

Purpose of Appropriation

PART V: RESERVE

Amount
US $

9. Undistributed Reserve 3 202 890

TOTAL - PART V 3 202 890

TOTAL- ALL PARTS 54 717 890

II. Amounts not exceeding the appropriations voted under paragraph I shall be available for the payment
of obligations incurred during the period 1 January to 31 December 1967 in accordance with the provisions
of the Financial Regulations.

Notwithstanding the provisions of this paragraph, the Director -General shall limit the obligations to
be incurred during the financial year 1967 to the effective working budget established by the World Health
Assembly, i.e., Parts I, II, III and IV.

III. The appropriations voted under paragraph I shall be financed by contributions from Members after
deduction of:

(i) the amount of US $1 301 560 available by reimbursement from the Technical Assistance compo-
nent of the United Nations Development Programme

(ii) the amount of US $ 23 640 representing assessments on new Members from previous years
(iii) the amount of US $ 100 000 available by transfer from the Assembly Suspense Account

Total US $1 425 200

thus resulting in assessments against Members of US $53 292 690.

Handb. Res., 8th ed., 2.1 Fourteenth plenary meeting, 20 May 1966 (Committee
on Programme and Budget, fifth report)

WHA19.42 Form of Presentation of the Programme and Budget Estimates

The Nineteenth World Health Assembly,

Having studied the reports by the Director -General and the Executive Board on the form of presentation
of the programme and budget estimates,'

1. CONCURS in the changes in the form of presentation of data relating to supplies and equipment provided
or expected to be provided by UNICEF for jointly- assisted UNICEF /WHO projects, as proposed by the
Director -General; and

2. REQUESTS the Director -General to include in the Official Records volumes containing the proposed
programme and budget estimates for 1968 and future years selected programme statements on the same
lines as the illustrative programme statements submitted by the Director -General to the Executive Board
in connexion with the proposed programme and budget estimates for 1967.

Handb. Res., 8th ed., 2.3 Fourteenth plenary meeting, 20 May 1966 (Committee
on Programme and Budget, fifth report)

WHA19.43 Programme Activities in the Health Aspects of World Population which might be developed by WHO

The Nineteenth World Health Assembly,
Having considered the report presented by the Director-General 2 in accordance with resolution

WHA18.49;

1 See Off. Rec. Wld Hith Org. 148, Annex 15; 149, Chapter III, paras 325 -328, 333 -336.
2 See Annex 13.
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Bearing in mind Article 2 (1) of the Constitution;
Noting the part played by economic, social and cultural conditions in solving population problems,

and emphasizing the importance of health aspects of this problem;
Noting resolution 1084 (XXXIX) of the Economic and Social Council, the discussions at the Second

World Population Conference and the subsequent discussion during the twentieth session of the United
Nations General Assembly;

Noting that several governments are embarking on nation -wide schemes of family planning;
Noting that the activities of WHO and its scientific groups have already played their part in collecting

and making available information on many aspects of human reproduction; -
Recognizing that the scientific knowledge with regard to human reproduction is still insufficient; and
Realizing the importance of including information on the health aspects of population problems in the

education of medical students, nurses, midwives and other members of the health team,

1. NOTES with satisfaction the report presented by the Director -General; 1

2. REAFFIRMS the policy statements contained in the consideranda of resolution WHA18.49;

3. APPROVES the programme outlined in part III of the Director -General's report in pursuance of the
operative part of resolution WHA18.49;

4. CONFIRMS that the role of WHO is to give Members technical advice, upon request, in the development
of activities in family planning, as part of an organized health service, without impairing its normal preventive
and curative functions; and

5. REQUESTS the Director -General to report to the Twentieth World Health Assembly on the work of WHO
in the field of human reproduction.

Handb. Res., 8th ed., 1.6.6; 8.1.2.7 Fourteenth plenary meeting, 20 May 1966 (Committee
on Programme and Budget, sixth report)

WHA19.44 Eighth Revision of the International Classification of Diseases

The Nineteenth World Health Assembly,

Having considered the report of the International Conference for the Eighth Revision of the International
Classification of Diseases; and

Noting the recommendations of the Conference in respect of the Eighth Revision of the International
Classification of Diseases,

1. ADOPTS the detailed list of three -digit categories and optional four -digit sub -categories recommended
by the Conference as the Eighth Revision of the International Classification of Diseases, to come into effect
as from 1 January 1968;

2. RECOMMENDS that Member countries employing four -digit sub -categories use the approved list of
sub -categories save in exceptional circumstances, and indicate in national publications any variations made;
and

3. REQUESTS the Director -General to issue a new edition of the Manual of the International Statistical
Classification of Diseases, Injuries and Causes of Death.

Handb. Res., 8th ed., 1.2.2 Fourteenth plenary meeting, 20 May 1966 (Committee
on Programme and Budget, sixth report)

1 See Annex 13.
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WHA19.45 Revision of the WHO Nomenclature Regulations

The Nineteenth World Health Assembly,
Having considered the report and recommendations of the International Conference for the Eighth

Revision of the International Classification of Diseases held in Geneva from 6 to 12 July 1965; and
Considering the need for the revision of the WHO Nomenclature Regulations as a consequence of the

adoption of the Eighth Revision of the International Classification of Diseases,

1. REQUESTS the Director -General to review the Nomenclature Regulations with a view to the revision of
these regulations;

2. RECOMMENDS that in carrying out such a review a distinction be made between (a) matters which might
appropriately continue to be the subject of international mandatory regulations, such as the requirement
that Member countries use the International Classification of Diseases for official mortality and morbidity
statistics, and (b) other matters which would be more suitable as recommendations to be adopted under
Article 23 of the Constitution;

3. REQUESTS the Director- General to submit revised Regulations for adoption by the Twentieth World
Health Assembly;

4. AUTHORIZES the Director - General to prepare for approval by the Assembly under Article 23 of the
Constitution a compendium of recommendations, definitions and standards relating to health statistics
which will be useful to Member countries in preparing health statistics and will improve international
comparability; and

5. REQUESTS the Director -General to provide an opportunity to Member countries to examine and
comment upon a preliminary draft of the revised Regulations and recommendations before submission to
the Assembly.

Handb. Res., 8th ed., 1.2.2 Fourteenth plenary meeting, 20 May 1966 (Committee
on Programme and Budget, sixth report)

WHA19.46 Single Convention on Narcotic Drugs, 1961

The Nineteenth World Health Assembly,
Recalling resolution WHA18.46;
Noting resolution EB37. Rl 1;
Having examined the report of the Director -General on the Single Convention on Narcotic Drugs,

1961;1 and
Noting the measures taken by the Commission on Narcotic Drugs of the Economic and Social Council,

1. EXPRESSES the hope that these measures will prevent undue delays in bringing dangerous narcotic drugs
under control; and

2. INVITES the Director -General to report to a future session of the Board and the Assembly such
observations as might call for further improvement of the arrangements for international narcotics control,
in the interest of speedy protection of the public.

Handb. Res., 8th ed., 1.3.4.3 Fourteenth plenary meeting, 20 May 1966 (Committee
on Programme and Budget, sixth report)

WHA19.47 Quality Control of Pharmaceutical Preparations

The Nineteenth World Health Assembly,
Recalling resolution WHA18.36, in which the Eighteenth World Health Assembly stressed the need to

establish suitable procedures for ensuring a satisfactory level of quality control of pharmaceutical preparations
and requested the Director -General to pursue the establishment of internationally accepted principles and
specifications for the control of the quality of pharmaceutical preparations;

1 Of Rec. Wld Hlth Org. 148, Annex 8.
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Having noted resolution EB37.R22 of the Executive Board;
Having examined the report of the Director -General on the quality control of pharmaceutical prepa-

rations; and
Noting the proposals made therein for securing suitable control with the continuing assistance of the

World Health Organization,
REQUESTS the Director -General:

(a) to continue his assistance to Member States for the improvement of the quality control of
pharmaceutical preparations, and for the establishment of quality control laboratories for national or
regional purposes where such laboratory facilities are insufficient;
(b) to implement the proposals made in his report, particularly in regard to the establishment of
general principles for the quality of pharmaceutical preparations and the quality control of the products
entering into international commerce; and
(c) to report on the results to the Executive Board and the Twentieth World Health Assembly.

Handb, Res., 8th ed., 1.3.2.1 Fourteenth plenary meeting, 20 May 1966 (Committee
on Programme and Budget, sixth report)

WHA19.48 Study of the Nature and Extent of the Health Problems of Seafarers and of the Health Services
Available to Them

The Nineteenth World Health Assembly,

Bearing in mind resolution WHA15.21 of the Fifteenth World Health Assembly concerning the health
problems of seafarers, and resolution EB37.R25 of the Executive Board; and

Having considered the report of the Director -General on the nature and extent of the health problems
of seafarers and of the health services available to them,

1. NOTES the report of the Director-General;

2. CONSIDERS that additional efforts should now be made also to improve health services for seafarers in
large ports;

3. REQUESTS the Director -General:

(1) to explore the possibilities of establishing in different regions, in co- operation with the countries
concerned, at least two pilot health centres for seafarers, estimating the amount of additional annual
expenditure that would be entailed in putting such centres into operation;
(2) to invite Member States to make available to seafarers in each port services where the necessary
specialized medical care can be provided; and
(3) to report to the thirty -ninth session of the Executive Board and to the Twentieth World Health
Assembly thereon.

Handb. Res., 8th ed., 1.7.1.2 Fourteenth plenary meeting, 20 May 1966 (Committee
on Programme and Budget, sixth report)

WHA19.49 International Agency for Research on Cancer

The Nineteenth World Health Assembly,
Having studied the Director -General's report on the International Agency for Research on Cancer 1

established by resolution WHA18.44 of the Eighteenth World Health Assembly,
NOTES the report.

Handb. Res., 8th ed., 1.7.6.2 Fourteenth plenary meeting, 20 May 1966 (Committee
on Programme and Budget, sixth report)

1 See Annex 9, part 1.
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WHA19.50 Community Water Supply Programme

The Nineteenth World Health Assembly,

Having considered the report of the Director -General on the community water supply programme;

Reaffirming the principles for the promotion and development of national programmes, as endorsed
in resolution WHA17.40;

Recognizing that the provision of safe and adequate water supplies not only is essential for the protection
and improvement of individual and public health, but also is a prerequisite for economic and social advance-
ment, and particularly industrial development and housing improvement;

Noting that soundly conceived and economically managed water supplies are becoming increasingly
recognized by international, bilateral and national lending agencies as suitable investments;

Recognizing that WHO's responsibility should lie mainly in the public health aspects of community
water supply programmes;

Noting the results that have been obtained by WHO, within the limits of the staff and finances available,
in mobilizing financial and technical support for pre- investment surveys and construction programmes;

Recognizing that these results, though substantial, are inadequate to meet the increasing needs of
expanding populations, in addition to the accumulated requirements inherited from past years; and

Considering the great importance of the development of rural water supplies for the improvement of
public health and for economic development, particularly agricultural, as well as for social advancement,

1. RECOMMENDS to Member States:

(1) that realistic goals and programmes be defined in each country to rectify present inadequacies and
to keep pace with community growth in the future;

(2) that, wherever necessary, local, regional or national bodies be established, to function in close
collaboration with health agencies, for the planning, construction and operation of water supplies, and
that these bodies be vested with the legal, fiscal, financial and administrative powers necessary to ensure
their proper functioning;

(3) that Ministries of Health should continue to encourage and support the efforts of such other national
bodies as are responsible for the planning and implementation of community water supply programmes;

(4) that direct communication be established between planning and community water supply authorities
and Ministries of Health in order to ensure due consideration of health implications in the planning of
community water supply projects;

(5) that maximum advantage be taken of technical assistance and loan funds available from international
and other agencies for the construction of community water supplies;

(6) that continuing records of needs, and of progress toward satisfying those needs, be maintained for
comparison with, and periodic review of, the country's goals and programmes;

(7) that support of the community water supply programme of the World Health Organization be indica-
ted through contributions to the Special Account for Community Water Supply; and

(8) that they develop rural water supplies using readily available materials;

2. INVITES Member States to create by international agreement an appropriate river authority in cases
where the water of international rivers has to be used for human consumption; and

3. REQUESTS the Director -General :

(1) to continue co- operative activities with Member States, and with international and other agencies,
for the stimulation and encouragement of community water supply programmes;

(2) to intensify assistance to Member States for rural water supply programmes;
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(3) to give appropriate attention in future regular programmes and budgets for sufficient staff and other
resources to enable the Organization to fulfil its leadership role and programme activities, in order to
accomplish the goals recommended by the Director -General to the Seventeenth World Health Assembly;
and

(4) to report on the progress of the programme to the Twenty -first World Health Assembly, estimating
the amount of additional annual expenditure that would be entailed.

Handb. Res., 8th ed., 1.8.4 Fourteenth plenary meeting, 20 May 1966 (Committee
on Programme and Budget, seventh report)

WHA19.51 Reports of Expert Committees

The Nineteenth World Health Assembly,

Considering resolution EB37.R8 adopted by the Executive Board at its thirty- seventh session; and
Considering the great value and importance of the reports of the expert committees of the World Health

Organization,
SUGGESTS that Member States ensure that wide dissemination be given to recommendations of expert

committees through reference to a national expert panel, or otherwise, so that the best use may be made of
such recommendations in the context of the development of their national health programmes.

Handb. Res., 8th ed., 1.13.2 Fourteenth plenary meeting, 20 May 1966 (Committee
on Programme and Budget, seventh report)

WHA19.52 Third Report on the World Health Situation

The Nineteenth World Health Assembly,

Considering Article 61 of the Constitution; and

Noting the third report on the world health situation prepared by the Director -General in pursuance
of resolution WHA15.43,

I

I. THANKS Member States and Associate Members for their assistance in providing material for this
report; and

2. REQUESTS Member States and Associate Members to submit before 31 July 1966 any additional informa-
tion or amendments they wish to include in the third report;

II

1. REQUESTS the Director -General to prepare for the Twenty -third World Health Assembly the fourth
report on the world health situation covering the period 1965 to 1968 and to draw up an outline of the content
of the report for the guidance of Member States in the preparation of their contributions; and

2. INVITES Member States and Associate Members to provide, as a further step towards fulfilment of their
obligations under Article 61 of the Constitution, information for the preparation of this fourth report;

III

1. REQUESTS the Director -General to prepare after an interval of two years a supplement to the third report
on the world health situation which should contain:

(a) amendments to and expansion of previously published information;
(b) a review of the health situation of new countries; and
(c) a review of a special topic of general interest.

Handb. Res., 8th ed., 1.14.4 Fourteenth plenary meeting, 20 May 1966 (Committee
on Programme and Budget, seventh report)
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WHA19.53 Study of the Criteria for Assessing the Equivalence of Medical Degrees in Different Countries

The Nineteenth World Health Assembly,

Recognizing the great importance of WHO research and practical activities in the sphere of medical
education, particularly the working out of recommendations on internationally acceptable standards of
medical education reflected in the report of a WHO study group on the subject; 1 and

Expressing the wish that study of this problem should be continued in the interests of the development
of international co- operation in the training of medical staff,

REQUESTS the Director -General:

(1) to undertake the necessary measures for the study of the criteria existing in various countries for
assessing the equivalence of medical degrees;
(2) to endeavour to compile a comparative table of medical degrees and other qualifications accepted
as equivalent in the various countries; and
(3) to submit a report on this matter to the thirty -ninth session of the Executive Board and to the
Twentieth World Health Assembly.

Handb. Res., 8th ed., 1.9.1 Fourteenth plenary meeting, 20 May 1966 (Committee
on Programme and Budget, seventh report)

WHA19.54 Decisions of the United Nations, the Specialized Agencies and the International Atomic Energy
Agency affecting WHO's Activities : Programme Matters

The Nineteenth World Health Assembly,

Having considered the report of the Director - General on decisions of the United Nations, the specialized
agencies and the International Atomic Energy Agency on matters affecting WHO's activities on programme
matters,

1. NOTES the report;

2. EXPRESSES its satisfaction with the assistance that UNICEF is providing for the development of health
services; and

3. REQUESTS the Director - General to continue:

(a) to ensure that through collaboration with the economic and social organs of the United Nations
adequate priority is given to health in programmes for economic and social development in pursuance
of the objectives of the Development Decade; and
(b) to provide appropriate advice to the United Nations and the specialized agencies on the health
aspects of programmes involving concerted action in the economic and social field.

Handb. Res., 8th ed., 8.1.1.3 Fourteenth plenary meeting, 20 May 1966 (Committee
on Programme and Budget, seventh report)

1 Wld Hith Org. techn. Rep. Ser., 1962, 239.
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PROCEDURAL DECISIONS

(i) Composition of the Committee on Credentials

The Nineteenth World Health Assembly appointed a Committee on Credentials consisting of delegates
of the following twelve Members: Bulgaria, Central African Republic, Denmark, El Salvador, Libya, Malta,
Morocco, New Zealand, Sudan, Thailand, Venezuela, Zambia.

First plenary meeting, 3 May 1966

(ii) Composition of the Committee on Nominations

The Nineteenth World Health Assembly appointed a Committee on Nominations consisting of delegates
of the following twenty -four Members: Australia, Brazil, Burma, Cambodia, Dominican Republic, Finland,
France, Greece, Guinea, India, Iran, Iraq, Ivory Coast, Mali, Mexico, Paraguay, Poland, Sierra Leone,
Somalia, Switzerland, Tunisia, Union of Soviet Socialist Republics, United Kingdom of Great Britain and
Northern Ireland, United States of America.

First plenary meeting, 3 May 1966

(iii) Verification of Credentials

The Nineteenth World Health Assembly recognized the validity of the credentials of the following
delegations :

Members

Afghanistan, Albania, Algeria, Argentina, Australia, Austria, Belgium, Bolivia, Brazil, Bulgaria, Burma,
Burundi, Cambodia, Cameroon, Canada, Central African Republic, Ceylon, Chad, Chile, China, Colombia,
Congo (Brazzaville), Congo (Democratic Republic of), Costa Rica, Cuba, Cyprus, Czechoslovakia,
Dahomey, Denmark, Dominican Republic, Ecuador, El Salvador, Ethiopia, Federal Republic of Germany,
Finland, France, Gabon, Ghana, Greece, Guatemala, Guinea, Honduras, Hungary, Iceland, India, Indonesia,
Iran, Iraq, Ireland, Israel, Italy, Ivory Coast, Jamaica, Japan, Jordan, Kuwait, Laos, Lebanon, Liberia,
Libya, Luxembourg, Madagascar, Malawi, Malaysia, Mali, Malta, Mauritania, Mexico, Monaco, Mongolia,
Morocco, Nepal, Netherlands, New Zealand, Nicaragua, Niger, Nigeria, Norway, Pakistan, Panama,
Paraguay, Peru, Philippines, Poland, Portugal, Republic of Korea, Romania, Rwanda, Saudi Arabia, Senegal,
Sierra Leone, Singapore, Somalia, Spain, Sudan, Sweden, Switzerland, Syria, Thailand, Togo, Trinidad
and Tobago, Tunisia, Turkey, Uganda, Union of Soviet Socialist Republics, United Arab Republic, United
Kingdom of Great Britain and Northern Ireland, United Republic of Tanzania, United States of America,
Upper Volta, Uruguay, Venezuela, Viet -Nam, Yemen, Yugoslavia, Zambia.

Associate Members

Mauritius, Qatar.

First, fifth, seventh and thirteenth plenary meetings, 3, 5, 9 and 18 May 1966
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(iv) Election of Officers of the Nineteenth World Health Assembly

The Nineteenth World Health Assembly, after considering the recommendations of the Committee
on Nominations, elected the following officers:

President: Dr A. Sauter (Switzerland);
Vice -Presidents: Dr Sushila Nayar (India), Dr K.B. N'Dia (Ivory Coast), Dr A. Roldós Garcés (Ecuador).

Second plenary meeting, 3 May 1966

(y) Election of Officers of the Main Committees

The Nineteenth World Health Assembly, after considering the recommendations of the Committee
on Nominations, elected the following officers of the main committees:

COMMITTEE ON PROGRAMME AND BUDGET: Chairman, Dr A. Nabulsi (Jordan);

COMMITTEE ON ADMINISTRATION, FINANCE AND LEGAL MATTERS: Chairman, Sir William Refshauge (Australia).

Second plenary meeting, 3 May 1966

The main committees subsequently elected the following officers:

COMMITTEE ON PROGRAMME AND BUDGET: Vice- Chairman, Profèssor P. Macúch (Czechoslovakia); Rappor-
teur, Professor M. J. Ferreira (Brazil);

COMMITTEE ON ADMINISTRATION, FINANCE AND LEGAL MATTERS: Vice- Chairman, Dr 1. Wone (Senegal);
Rapporteur, Dr A. Diba (Iran).

(vi) Establishment of the General Committee

The Nineteenth World Health Assembly, after considering the recommendations of the Committee
on Nominations, elected the delegates of the following fourteen countries as members of the General Com-
mittee: Argentina, Congo (Brazzaville), France, Hungary, Japan, Madagascar, Mexico, Pakistan, Sierra
Leone, Union of Soviet Socialist Republics, United Arab Republic, United Kingdom of Great Britain
and Northern Ireland, United Republic of Tanzania, United States of America.

Second plenary meeting, 3 May 1966

(vii) Adoption of the Agenda

The Nineteenth World Health Assembly adopted the provisional agenda prepared by the Executive
Board at its thirty -seventh session with the deletion of three items 1 and the inclusion of four supplementary
items.

Third, eighth and tenth plenary meetings, 4, 11, and 12 May 1966

1 Item 1.12 (Admission of new Members and Associate Members), item 2.10 (International non -proprietary names for pharma-
ceutical preparations) and item 3.9.1 (Working Capital Fund: Advances to meet unforeseen or extraordinary expenses) were deleted
because they were not necessary.
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Annex 1

REPORTS OF THE LEON BERNARD FOUNDATION COMMITTEE

1. FINANCIAL REPORT ON THE LÉON BERNARD
FOUNDATION FUND

[A19/2 - 1 March 1966]

The Léon Bernard Foundation Committee met on
26 January 1966 and noted the following situation of
the Fund, presented by the Director -General of the
World Health Organization as Administrator of the
Léon Bernard Foundation:

Balance on 1 January 1965

Receipts:

Sw.

13

fr.

554.20

Interest during 1965 417,50
Anonymous donation

received in July 1965 4 370.25
Interest on anonymous

donation 127.15 4 497.40 4 914.90

18 469.10
Less :

Capital of the Foundation 17 000.00

Accumulated surplus as at 31 December 1965 . . . . 1 469.10

The Committee expressed its gratification that an
anonymous donation of US $1012 had been given to
the Léon Bernard Foundation and accepted by the
Executive Board in its resolution EB37.R23.

The Committee noted that the Fund's financial
situation was able to cover the expenses of awarding a
prize in 1966.

2. REPORT OF THE LÉON BERNARD FOUNDATION
COMMITTEE ON ITS MEETING OF 26 JANUARY 1966

[A19/3 1 March 1966]

The Léon Bernard Foundation Committee met on
26 January 1966, in conformity with the Statutes of the
Léon Bernard Foundation, under the chairmanship of
Dr Hurustiati Subandrio, Vice -Chairman of the Exe-
cutive Board, to propose to the Nineteenth World
Health Assembly a candidate for the award of the
Léon Bernard Foundation Prize in 1966.

The Committee noted the replies received from
governments to the Director -General's letter of
2 August 1965, requesting nominations, and examined

I See resolution WHA19.2.

the documentation provided by governments in sup-
port of proposed candidates.

The Committee was impressed by the exceptional
merit of the candidates proposed, by their high scien-
tific qualifications and by their contribution to the
advancement of medical science and the alleviation of
human suffering. Accordingly, it asked the Director -
General when next inviting nominations from national
health administrations to draw their attention to
Article 5 of the Statutes of the Léon Bernard Founda-
tion which states that " the same candidature may be
submitted on several occasions if unsuccessful ".

The Committee then decided unanimously to recom-
mend to the World Health Assembly that the Léon
Bernard Foundation Prize be awarded in 1966 to
Dr Karl Evang, in recognition of his outstanding ser-
vice in the field of social medicine.

Dr Evang's contribution to the science and practice
of public health and social medicine is an outstanding
one. His long career has been one especially con-
cerned with the promotion of public health and
social conditions generally, and of workers and sea-
farers in particular. Since 1 January 1939 he has been
Director -General of the Norwegian Health Services.
He has participated extensively in international
health work and was the Norwegian delegate to the
Hot Springs Conference in 1943. He was President
of the Second World Health Assembly in Rome in
1949, and Chairman of the Norwegian Nutrition
Council and FAO Committee for the period 1946-
1953. He is a member of the WHO Expert Advisory
Panel on Public Health Administration and has chaired
or participated in a number of expert committees,
symposia and conferences on public health adminis-
tration, medical care programmes and medical educa-
tion. He is an honorary fellow of several societies
and the author of a very long list of outstanding
publications demonstrating his broad interest in public
health, occupational health, environmental health,
social medicine, genetics, nutrition and public health
administration.

He was Chairman of the Technical Discussions on
Health Planning at the Eighteenth World Health
Assembly in 1965 and his activities in the international
field have, over the years, contributed greatly to the
solution of health problems.

- 31 -
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Annex 2

SUPPLEMENTARY BUDG

1. FIRST REPORT OF THE AD HOC

1. At its thirty- seventh session the Executive Board,
in resolution EB37.R48, established an Ad Hoc Com-
mittee consisting of Dr K. Evang, Dr J. Watt and
Dr A. Benyakhlef, to meet on 2 May 1966. The Com-
mittee was to consider the financing of the supple-
mentary budget estimates for 1966 and, in accordance
with resolution EB37.R6, was to recommend to the
Health Assembly:

(a) the amount of available casual income to be
used to help finance the supplementary estimates
for 1966; and

(b) should such amount be insufficient, the amount
to be advanced from the Working Capital Fund.

2. The Committee met on 2 May in the Palais des
Nations and Dr J. Watt was elected Chairman.

3. Supplementary Estimates for 1966 as recommended
by the Executive Board

3.1 When it examined the method of financing the
supplementary estimates for 1966 as requested by the
Executive Board at its thirty- seventh session, the Ad
Hoc Committee had before it a report by the Director -
General (reproduced in part 2, section 1 of this annex,
page 33). As will be seen from the Director -General's
report there is sufficient casual and other income
available as at 30 April 1966 to cover the supplementary
estimates for 1966 recommended by the Executive
Board in the amount of US $1 689 800 and, conse-
quently, it will not be necessary to advance funds from
the Working Capital Fund.

4. Developments subsequent to the Thirty- seventh
Session of the Executive Board

4.1 The Committee also considered a report by the
Director- General (reproduced in part 2, section 2 of
this annex, page 33) concerning the serious develop-
ments regarding staff housing at the Regional Office
for Africa which had recently been communicated to
him by the Regional Director. The Committee noted
that in 1962 the Director -General had foreseen the
need to provide, by the end of 1964, fifty -four housing
units in addition to those owned or rented by the

1 See resolution WHA19.8.

ET ESTIMATES FOR 1966

[A19 /AFL /12 -5 May 1966]

COMMITTEE OF THE EXECUTIVE BOARD

Organization in the Djoué area.2 At that time he had
considered that the whole problem deserved further
study and decided that only twenty -four housing units
should be constructed initially. Funds for this pur-
pose were appropriated in 1963 and the construction
completed. The construction of twelve additional
housing units was approved in 1964 so that, of the
fifty -four units expected to be required by the end of
1964, thirty -six had been provided. The remaining
housing needs had been met up to now by the renting
of accommodation in Brazzaville. Because of scarcity
of rentable accommodation it can no longer be
expected that the housing shortage can be met in this
way. The Director -General was therefore proposing
the immediate construction of twelve additional hous-
ing units, at an estimated cost of $250 000, as a further
step towards meeting the urgent staff housing require-
ments at the Regional Office.

4.2 As regards the notice received from Energie Elec-
trique that ten of the twenty houses now rented by
WHO could no longer be made available to the Organ-
ization, the Director -General stated that negotiations
would be continued with Energie Electrique, as well
as with the Congolese Government, at whose request
the lease termination had been instigated. He hoped
that these negotiations would lead to the retention
by the Organization of all the twenty housing units
under lease. He confirmed, however, that the addi-
tional twelve housing units proposed for immediate
construction would be needed even if the present
negotiations were successfully concluded.

4.3 The Committee recognized that under its terms
of reference it was not in a position to recommend to
the Health Assembly the inclusion of this additional
requirement in the supplementary estimates for 1966,
and therefore decided to transmit the Director -
General's proposal for consideration by the Nineteenth
World Health Assembly. As regards financing of this
additional requirement, the Committee was assured
that sufficient casual and other income was available
to cover it.

4.4 Should the Nineteenth World Health Assembly
decide to include in the supplementary estimates for

2 See Off. Rec. Wid Huth Org. 118, Annex 11.
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1966 the amount of $250 000 required for additional
staff housing at the African Regional Office, thereby
bringing the total supplementary estimates to the

amount of $1 939 800, it will find attached to the
Director -General's report a resolution which would
replace the text proposed in resolution EB37.R6.

2. REPORTS BY THE DIRECTOR -GENERAL TO THE AD Hoc COMMITTEE OF THE EXECUTIVE BOARD

1. METHOD OF FINANCING THE SUPPLEMENTARY ESTIMATES

[2 May 1966]

1. In resolution EB37.R6, the Executive Board
requested the Ad Hoc Committee of the Board, " at
its meeting prior to the Nineteenth World Health
Assembly, to recommend to the Health Assembly:

(a) the amount of available casual income to be
used to help finance the supplementary estimates for
1966; and

(b) should such amount be insufficient, the amount
to be advanced from the Working Capital Fund."

2. The amount of casual and other income available
as at 30 April 1966 is sufficient to cover the supple-
mentary estimates for 1966 of US $1 689 800; it will,
therefore, not be necessary to advance funds from the
Working Capital Fund. The Director -General there-
fore recommends that:

(a) miscellaneous income amounting to $982 134;

(b) the amount of $164 197 representing an addi-
tional lump -sum allocation in 1966 from the Special
Account of the Technical Assistance component of
the United Nations Development Programme to-
wards meeting the administrative and operational
services costs of that programme; and

(c) an amount of $543 469 available in the Assembly
Suspense Account

be used to finance the supplementary estimates.

2. HOUSING OF STAFF OF THE REGIONAL OFFICE FOR AFRICA

[2 May 1966]

1. Since the report on the method of financing the
supplementary estimates (reproduced above) was
issued, the Director -General has received a communi-
cation from the Regional Director for the African
Region regarding the housing of staff for the Regional
Office. The situation has suddenly become serious as
the Regional Director has received notice from Energie
Electrique that ten of the twenty houses now rented
by WHO can no longer be made available to WHO.
The Director -General is reporting this development,
which has taken place since the thirty- seventh session
of the Executive Board, in accordance with the provi-

sions of Financial Regulation 3.9, which reads as
follows :

Should there be developments, subsequent to the
session of the Executive Board that considers and
submits the annual budget estimates and its report
thereon to the Health Assembly, which might neces-
sitate an alteration in the budget proposals, the
Director -General shall report the facts to the Health
Assembly.

2. The Regional Director is negotiating with the firm
and the Government as the lease termination was
instigated at the request of the Director of Public
Works of the Government of the Congo (Brazzaville).
The following extracts from the letter of the Regional
Director provide information on the acute situation
which has developed, as well as his forecast of future
needs.

At the same time, in face of the foreseeable
increasing need for staff accommodation in Djoué,
and even if the present request for lease termination
for the ten Energie Electrique houses is withdrawn,
the long -term solution of the housing problem needs
to be pursued and seen through to conclusion at the
earliest practicable date. Obtaining rented accom-
modation in Brazzaville is even less feasible now
than it was in 1962 when the alternative of construc-
ting Organization -owned housing was first broached.
In fact, the wisdom of the decision taken at that
time is borne out; prices are extremely high ($200
for a single apartment, $300 -400 for a two -
bedroom villa -unfurnished) while the availability
of rentable accommodation in town decreases in
direct relation to the increasing number of foreign
technicians who are being posted to Brazzaville.

Authorized regional office and regional adviser
posts in 1964 totalled 112, of which twenty -four were
filled by local General Service staff living in Brazza-
ville for whom the Organization had no housing
commitment. In 1966 the number of authorized
posts totals 167. By 1968, the number may be
expected to total at least 175, of which not more
than fifty may be expected to be filled by local staff
living in Brazzaville. The number of housing units

I The draft resolution, not reproduced here, was adopted
(after the inclusion of an additional item) as resolution WHA 19.8.
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foreseen to be required to meet Organization com-
mitments only through 1968 is therefore in the
neighbourhood of 125.

All of this, plus the uncertainty of future lease
commitments with Energie Electrique and/or its
successor organization under auspices of the Congo-
lese Government, leads to the indisputable conclu-
sion that action is necessary now. May I therefore
request your serious consideration and initiation of
necessary action to permit construction of additional
housing units on the Djoué property owned by the
Organization at the earliest practicable date. Even
if funds cannot be foreseen at this time I feel that it
may be appropriate to bring the situation to the
attention of the Nineteenth World Health Assembly.
Construction of additional apartments to provide
at least thirty -six additional housing units should be
undertaken with a minimum of delay if the Regional
Office for Africa is to provide effective service to the
African countries.

3. The Director -General first brought the problem of
housing of staff of the Regional Office for Africa to
the attention of the Health Assembly at its fifteenth
session.' At that time the Director -General reported
that to meet the foreseeable requirements to the end
of 1964 it would be necessary to add fifty -four housing
units to those then available to the Organization -
twenty -five units owned by WHO and twenty rented
from Energie Electrique. The Director -General felt,
however, that the problem deserved further study and
requested authority and funds with which to make a
modest beginning by purchasing land and constructing
buildings containing twenty -four apartments. Funds
were provided for this purpose in the 1963 appropri-
ation and the land purchased and the apartments
erected.

4. The Director -General included in his supplemen-
tary budget estimates for 1964 2 a request for addi-
tional funds to build a further twelve housing units
in view of the continued pressing needs for staff ac-
commodation, and these units have been completed.
A total of thirty -six housing units has, therefore, been

1 See Off. Rec. Wld Hlth Org. 118, Annex 11.
2 See Off. Rec. Wld Hlth Org. 132, Annex 5.

provided of the fifty -four units estimated to be
required by the end of 1964.

5. The Organization now owns sixty -one housing
units, consisting of twenty -five houses and thirty -six
apartments, and rents twenty houses from Energie
Electrique. Based on the Regional Director's estim-
ate that 125 units will be required by 1968 to meet
the needs for staff accommodation, this means there
is a shortage of forty -four units, provided WHO can
continue to lease twenty houses from Energie Elec-
trique. If this cannot be done there is a shortage of
sixty -four units.

6. The Director -General intends to study this matter
further and to consult with the officials of the Govern-
ment of the Congo (Brazzaville) on the question of
continued and assured leasing arrangements for the
housing now leased from Energie Electrique. How-
ever, as the present situation is acute whatever the
outcome of his negotiations on that subject, the
Director -General believes it is both necessary and
urgent for the Organization to begin immediate con-
struction of some additional housing units. As land
is available, budgetary provision is needed to cover
the cost of construction and furnishing of some addi-
tional units. The Director -General recommends that
a sum of US $250 000 be included in the 1966 supple-
mentary budget estimates, which would allow him to
commence immediate construction of twelve addi-
tional housing units. Initial inquiries indicate that
the necessary arrangements can be made so that these
urgently needed housing units can be provided in a
reasonable time. Sufficient funds are available in the
Assembly Suspense Account to cover the costs of this
proposal.

The Director- General will, after further study, make
recommendations as to what additional steps he
believes necessary to provide adequate housing for the
staff of the Regional Office for Africa.

7. This item was not among those referred to the Ad
Hoc Committee by the Executive Board since this
problem has arisen subsequent to the thirty- seventh
session of the Board, but the Committee may never-
theless wish to consider the matter and refer it to the
Assembly, together with a recommendation as to the
method of financing should the Assembly agree to the
necessary amount being added to the supplementary
estimates for 1966.



ANNEX 3 35

Annex 3

FINANCIAL REPORT ON THE ACCOUNTS OF WHO FOR 1965 AND REPORT
OF THE EXTERNAL AUDITOR 1

[A19 /AFL /13 - 5 May 1966]

SECOND REPORT OF THE AD HOC COMMITTEE OF THE EXECUTIVE BOARD

1. At its thirty- seventh session the Executive Board,
in resolution EB37.R48, established an Ad Hoc Com-
mittee consisting of Dr K. Evang, Dr J. Watt and
Dr A. Benyakhlef to meet on 2 May 1966 to consider
the report of the External Auditor on the accounts of
the Organization for the year 1965, and to submit to
the Nineteenth World Health Assembly, on behalf of
the Board, such comments as it deemed necessary.

2. The Committee met on 2 May 1966 in the Palais
des Nations, and Dr J. Watt was elected Chairman.

3. Mr Uno Brunskog, External Auditor, introduced
his report 2 and commented on certain matters raised
therein and in the Financial Report of the Director -
General.3

4. The Committee then reviewed the report of the
External Auditor in detail and received, either from
the External Auditor or from representatives of the
Director -General, explanations on various points
raised by the members of the Committee. It noted
that the accounts of the International Agency for
Research on Cancer had been presented in the Finan-
cial Report in a manner which complies with the
financial regulations of both the World Health
Organization and the International Agency for
Research on Cancer.

5. On the basis of its review, the Committee desires
to bring the following excerpts from the External
Auditor's report to the particular attention of the
Assembly :

5.1 In paragraph 1 of his report, the External Auditor
comments on the scope and character of his audit and
states:

1.1 The audit of the accounts of the World Health
Organization for the financial year 1965 was carried
out in accordance with Article XIl of the Regulations
and the appendix thereto, which set forth the basic
principles governing the external audit.

The scope and character of my audit in 1965 were
essentially the same as in earlier years. Trans-
actions, accounts and inventories were examined to

1 See resolution WHA19.5.
See Off. Rec. Wld Huth Org. 150, 103 -106.

3 See Of . Rec. Wld Hlth Org. 150, 3 -100.

the extent necessary to satisfy myself as to their
correctness. The financial statements submitted to
me for audit have been certified accordingly. In
connexion with the 1965 audit, I wish to state speci-
fically that to my knowledge there were no cases of
fraud or presumptive fraud.
1.2 My review of the programme of work of
Internal Audit and its reports leads me to state that
the work carried out by this office is satisfactory.
1.3 As a result of my examination of the accounts
of the regional offices I was able to confirm that the
financial and administrative work in these offices
was being well performed.

5.2 In paragraphs 7 and 8 of his report, the External
Auditor refers to his audit of the Voluntary Fund for
Health Promotion and the International Agency for
Research on Cancer:

7. Voluntary Fund for Health Promotion
7.1 In the course of my audit of this Fund, carried
out in the same manner as the rest of my audit,
particular attention was again given to the grants,
bequests and gifts received for specific purposes,
including those received from the United States of
America (National Institutes of Health). The obli-
gations had been incurred for the purposes specified
and in accordance with established procedures.
7.2 Income received during the year in cash and
in kind amounted to $1 140 231, which, together
with the balance as at 1 January 1965 of $4 697 181,
provided total available funds of $5 837 412.
Obligations incurred amounted to $2 065 314, leav-
ing a balance at the year end of $3 772 098.

8. International Agency for Research on Cancer

The International Agency for Research on Cancer
was established in 1965 by decision of the Eighteenth
World Health Assembly. Under the Statute of the
Agency, its funds and assets shall be treated as Trust
Funds under Financial Regulations 6.6 and 6.7 of
the World Health Organization. The Statute
entered into force in September 1965 when the first
meeting of the Governing Council, inter alia,
approved a budget for 1965 and the establishment
of a Working Capital Fund for the Agency. As
will be seen from Schedule 3B and the Annex to
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Part I, the only obligations incurred were $4440 for
organizational meetings. The Working Capital
Fund was established by an appropriation of
$350 000 in the 1965 budget, of which $150 000 was
available in cash as at 31 December 1965, leaving an
amount receivable of $200 000.

5.3 The External Auditor states in paragraph 11:
11. As a result of my audit I wish to state that
the various funds of the Organization continue to
be managed and controlled in an efficient manner
and that the accounts are being well kept and comply
with established policies, regulations and rules of
the Organization and the Health Assembly.

The audit was facilitated in every way by the
officers of the Organization. Every opportunity
was afforded for examination of the records, vouch-
ers and documentation, for all of which I wish to
express my appreciation.

6. The Committee wishes to commend the External
Auditor on his report and to express its appreciation

of the explanations given by him and by the repre-
sentatives of the Director -General during the review of
the report.

7. The Committee recommends to the Nineteenth
World Health Assembly the adoption of the fol-
lowing resolution:

The Nineteenth World Health Assembly,

Having examined the Financial Report of the
Director - General for the period 1 January to 31 De-
cember 1965 and the Report of the External Auditor
for the same financial period, as contained in Official

Records No. 150; and

Having considered the report of the Ad Hoc
Committee of the Executive Board on its examina-
tion of these reports,

ACCEPTS the Director -General's Financial Report
and the Report of the External Auditor for the
financial year 1965.

Annex 4

MEMBERS IN ARREARS IN THE PAYMENT OF THEIR CONTRIBUTIONS TO AN EXTENT
WHICH MAY INVOKE ARTICLE 7 OF THE CONSTITUTION

[A19 /AFL /14 - 5 May 1966]

1. THIRD REPORT OF THE AD Hoc COMMITTEE OF THE EXECUTIVE BOARD

1. At its thirty- seventh session the Executive Board,
in resolution EB37.R48, established an Ad Hoc Com-
mittee consisting of Dr K. Evang, Dr J. Watt and
Dr A. Benyakhlef, to meet on 2 May 1966. The
Committee, in accordance with resolution EB37.R18,
was to " consider the difficulties of those Members
remaining in arrears in the payment of their contribu-
tions to an extent which may invoke Article 7 of the
Constitution ... and to submit to the Nineteenth
World Health Assembly on behalf of the Board such
recommendations as it deems desirable ".

2. The Committee met on 2 May in the Palais des
Nations. Dr J. Watt was elected Chairman. The
Committee considered a report by the Director -
General on this subject which is reproduced in part 2
of this annex (see page 37).

3. The Committee noted that, following the adoption
of resolution EB37.R18 by the Board, the Director -
General had communicated this resolution to the
Members concerned, informing them of the Board's

i See resolution WHA19.29.

action, urging payment of their outstanding arrears by
2 May or, if this was not possible, inviting them to
forward any information they might wish to have
brought to the attention of the Committee. Personal
contacts had also been made with the Members con-
cerned by the Director -General or his representatives.

4, The Committee was informed that, at the time of
its meeting, the arrears of Haiti and Uruguay were
such that, in accordance with resolution WHA8.13,
Article 7 of the Constitution might be invoked. The
Committee noted a communication from Haiti which
is appended to the report of the Director -General.
The Committee was informed that no communication
had been received from Uruguay. A communication
had been received from the WHO representative in
Uruguay that the Government Council had decided
to take action regarding the WHO contributions but
no definitive information was given as to the date or
amount of payment of arrears.

5. The Committee noted that a number of resolutions
had been adopted by the Assembly and the Executive
Board in the past, urging Members in arrears to take
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the steps necessary for the payment of arrears and
inviting the Director -General to bring this matter to
the attention of the Members concerned.

6. Before adopting resolution WHA18.21, the Eigh-
teenth World Health Assembly had given careful
consideration to the desirability of invoking the pro-
visions of Article 7 of the Constitution with respect to
Haiti and Uruguay which were in arrears at that
time. The Assembly did not suspend the voting rights
of these Members at the Eighteenth World Health
Assembly, in the light of the explanations given by
them and assurances that payments would be made as
soon as possible. The Committee noted that in spite
of these assurances no payments had been received
from either Member since the closure of the Eighteenth
World Health Assembly.

7. The Committee recalled the decision taken by the
Eighth World Health Assembly in paragraph 2 of
resolution WHA8.13, which reads as follows:

2. RESOLVES that, if a Member is in arrears in the
payment of its financial contributions to the Organ-
ization in an amount which equals or exceeds the
amount of the contributions due from it for the
preceding two full years at the time of the opening
of the World Health Assembly in any future year,
the Assembly shall consider, in accordance with
Article 7 of the Constitution, whether or not the
right of vote of such a Member shall be suspended;

This decision had been of great value to the Organ-
ization in the past in obtaining payments from Mem-
bers in arrears. The Committee believes that in order
to avoid application of this decision the Members con-
cerned must either pay their arrears or make some
definite arrangements for payment.

8. In the circumstances, the Committee, on behalf of
the Executive Board, recommends that, if payments

2. REPORT BY THE DIRECTOR- GENERAL TO THE

1. As at 2 May 1966 there were two Members whose
arrears were such that, in accordance with resolution
WHA8.13, Article 7 of the Constitution might be
invoked. The Members' arrears are shown in the
following table:

1961 1962 1963 1964 1965 Total

Haiti 7 570 9 020 11.490 13 300 15 760 57 140
Uruguay ---- 11 218* 30 890 34 680 39 390 116 178

* Balance of contribution

2. The Executive Board, at its thirty- seventh session,
after a full discussion of this matter, adopted resolu-

are not received or definite arrangements for payment
communicated to the Health Assembly prior to
Tuesday, 10 May 1966, the Assembly adopt the fol-
lowing resolution:

The Nineteenth World Health Assembly,

Having considered the report of the Executive
Board and its Ad Hoc Committee on Members in
arrears in the payment of their contributions to an
extent which may invoke the provisions of Article 7
of the Constitution;

Noting that are in arrears to the
extent that it is necessary for the Assembly to con-
sider, in accordance with the provisions of Article 7
of the Constitution and the provisions of paragraph 2
of resolution WHA8.13, whether or not their right to
vote should be suspended at the Nineteenth World
Health Assembly;

Recalling the provisions of resolutions WHA16.20
and WHAI8.21; and

Believing that the Members concerned have had
sufficient time in which to liquidate their arrears,

DECIDES to suspend the voting rights of
at the Nineteenth World Health Assembly.

9. The names of the Members concerned would be
inserted in the above resolution at the time when the
Nineteenth World Health Assembly deals with this
agenda item.

10. The Committee has requested the Director -
General to communicate this recommendation to the
Members concerned. The Committee expresses the
hope that the Members concerned will find it possible
either to meet their obligations or communicate defi-
nitive arrangements for the payment of their arrears
before 10 May 1966, thus making it unnecessary for
the above resolution to be considered.

AD Hoc COMMITTEE OF THE EXECUTIVE BOARD

[2 May 1966]

tion EB37.R18. As requested, the Director -General
communicated this resolution to the Members con-
cerned, urging them to arrange payment of their
arrears or, if they were unable to do so before 2 May,
to provide a statement of their intentions of payment
for presentation to the Ad Hoc Committee of the
Executive Board. Further communications have been
sent by the Director -General and personal contacts
made by the Director -General or his representatives.

3. The following information regarding these
Members may be useful to the Committee.
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3.1 Haiti

Appended to this report is a communication from
the Government of Haiti dated 15 April 1966. The
last payment received from Haiti was on 28 May 1963,
in the amount of US $4805, which represented the
balance of the 1960 contribution.

3.2 Uruguay

No reply has been received from Uruguay to the
Director -General's communications mentioned in
paragraph 2 above. A communication had been
received from the WHO representative in Uruguay to
the effect that the Government Council had decided
to take action regarding the WHO contributions, but
no definitive information was given as to the date or
amount of payment of arrears. The last payment
received from Uruguay was on 1 May 1964, in the
amount of US $34 090, which represented the balance
of the 1961 contribution and a part of the 1962 con-
tribution.

4. The Ad Hoc Committee will need to consider
whether or not it wishes to recommend, on behalf of
the Executive Board, that if payments are not received
or definitive arrangements for payment are not made
prior to Tuesday, 10 May 1966, the Assembly suspend
the voting rights of these Members at the Nineteenth

World Health Assembly. The date of 10 May is sug-
gested since this will be the earliest date at which this
item can be discussed by the Assembly.

5. The Ad Hoc Committee may also wish to consider
requesting the Director -General to cable the Members
concerned, advising them of the recommendations
made by the Ad Hoc Committee to the Assembly, and
requesting them to make payment before 10 May or
provide a statement of their proposals for settlement
of their arrears.

APPENDIX

The Director -General has received the following communi-
cation, dated 15 April 1966, from the Department of Foreign
Affairs of Haiti (translation from the French) :

The Department of Foreign Affairs presents its compli-
ments to the World Health Organization and, further to the
telegram of 21 March 1966 from Dr Candau, Director -General
of that organization, concerning the payment of arrears of
contributions before 2 May 1966, has the honour to inform
the Organization that it will be impossible for the Haitian
Government to discharge this debt within the time -limit
indicated.

However, the Haitian Government would be grateful if the
Organization would grant it more time, as it anticipates that
it may be able to meet its obligations before the end of the
year.

The Department of Foreign Affairs takes the opportunity
of once again assuring the World Health Organization of its
high esteem.

3. FURTHER COMMUNICATIONS FROM THE MEMBERS CONCERNED

1. URUGUAY

[A19 /AFL /14 Add. 1 -7 May 1966]

The Ad Hoc Committee of the Executive Board
requested the Director -General to communicate to
the Members concerned the recommendation which
the Committee was making to the World Health
Assembly. In response to the communication sent by
the Director -General, the following letter from the
Government of Uruguay has been received.

Letter, dated 6 May 1966, from the Chief Delegate of
Uruguay to the Nineteenth World Health Assembly,
to the Director -General of the World Health Organ-
ization (translation from the Spanish)
With particular reference to your telegram of 2 May

addressed to my Government through the Ministry of
Foreign Affairs concerning the decision of the Ad Hoc
Committee of the Executive Board to recommend the
Nineteenth World Health Assembly to take the neces-
sary steps to suspend the voting rights of Uruguay,
because of the arrears into which Uruguay has fallen
in the payment of its contributions, unless it has paid
or made arrangements for payment before 10 May, I
have the honour to state as follows:

The Government of the Republic, which has shown
throughout the years, in word and deed, its great
interest in problems of public health and its high appre-
ciation of the work being carried out by the World
Health Organization, feels extremely concerned at the
regrettable fact that the difficult economic and financial
period through which the country has been passing
(and is still passing) has resulted in appreciable arrears
in the payment of Uruguay's contributions to various
international organizations- arrears which the Govern-
ment of Uruguay is the first to regret. In view of its
concern, the Government has made an effort to solve
this problem: on 17 March 1966 -with the prior agree-
ment of the Ministry of Finance and the Bank of the
Republic -it issued a decree providing that, " in order
to settle promptly and fully the country's contributions
to the international organizations, the Ministries of
Foreign Affairs and Finance are authorized to arrange
with the Bank of the Republic for the necessary funds
to be advanced whenever they are requested by the
ministries concerned ". The decree further states that
" the provisions of the foregoing articles shall be
applicable both to payments due at this date and also
to those falling due in the future ".
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Under special agreements reached later, the minis-
tries concerned undertook to take active steps to carry
out the provisions of the above -mentioned decree,
which was also communicated to the Republic's Per-
manent Delegation to the international organizations
by a telegram dated 30 April 1966. Furthermore, the
National Government Council gave orders on 29 April
1966 for the payment of the contributions for the
years 1960 to 1966 inclusive to the Pan American
Sanitary Bureau and the World Health Organization,
amounting to a total of US $462 200 (four hundred
and sixty -two thousand two hundred dollars).

The payments thus arranged, on the basis of the
agreement reached with the Bank of the Republic and
referred to in the decree mentioned above, will be
made at the earliest possible date, depending only on
the action to be taken by the departments of state and
on the resources in dollars of the Bank of the Republic,
which regularly carries out its payments in foreign
currencies. Unfortunately it was not possible to do
this before the undersigned left Montevideo, and thus
to regularize the position of our country before the
delegation of Uruguay began its work in the Assembly.

Nevertheless, the undersigned, as Under - Secretary
of Public Health and Chief of the said delegation,
decided, in agreement with the Government of the
Republic, not to delay his arrival in Geneva and his
participation in the Assembly, as a proof of the
Government's concern at this problem which, I repeat,
has arisen because of circumstances beyond our control
and very much against the will of the Government,

which has always attached the greatest importance
to the strict fulfilment of its international obligations.

I conclude this note by assuring the Director -
General that within a period which I do not wish to
specify, but which I think will be at the worst only
a matter of a few weeks, the financial position of
Uruguay vis -à -vis the World Health Organization will
be completely regularized.

(singed) Dr CARLOS MIGUES BARÓN

2. HAITI

[A19 /AFL /14 Add. 2 - 14 May 1966]

The Director -General received on 13 May 1966 the
following communication from the Government of
Haiti :

Cable, dated 13 May 1966, from the Secretary of State,
Haiti, to the Director - General of the World Health
Organization (translation from the French)

URGENT REFERENCE MY CABLE 5/5/65 AND YOUR CABLE 17/12/65

FOLLOWED REMINDER NO. 1359 OF 2/5/66 ADDRESSED FOREIGN
AFFAIRS HONOUR REQUEST YOU INFORM EXECUTIVE BOARD
CHEQUE FOR DOLLARS 7560 COVERING 1961 CONTRIBUTION
ACTUALLY HANDED REPRESENTATIVE OFSANPAN HAITI 10/5/66.

HAITIAN GOVERNMENT PROPOSES PAYMENT BALANCE ARREARS

(1962 -1966) OVER 20 (TWENTY) YEARS PLUS ANNUAL CONTRIBU-

TION WITH REGULARITY. PLEASE CONFIRM RECEIPT AND
ACCEPTANCE NEW PROPOSAL. HIGHEST CONSIDERATION PHILIP -

PEAUX SECRETARY OF STATE

Annex 5

HEADQUARTERS ACCOMMODATION
[A19 /AFL /15 - 5 May 1966]

1. FOURTH REPORT OF THE AD Hoc COMMITTEE OF THE EXECUTIVE BOARD

1. At its thirty -seventh session the Executive Board,
in resolution EB37.R48, established an Ad Hoc Com-
mittee consisting of Dr K. Evang, Dr J. Watt and
Dr A. Benyakhlef, to meet on Monday, 2 May 1966;
and in resolution EB37.R34 the Executive Board
requested the Director -General to report to this Ad
Hoc Committee the latest information available to
him with regard to the cost estimates for the construc-
tion of the headquarters building project. This request
of the Board resulted from indications given to it at
the thirty- seventh session by its Standing Committee

See resolution WHA19.32.

on Headquarters Accommodation and by the Director -
General that the Architect's estimate as of 1 January
1966 forecast a total expenditure of some Sw. fr.
500 000 in excess of the cost reported to the Eighteenth
World Health Assembly.

2. The Ad Hoc Committee met on 2 May 1966 in
the Palais des Nations. Dr J. Watt was elected
Chairman.

3. In accordance with the terms of resolution EB37.
R34, the Committee had before it a report of the
Director -General, the text of which is reproduced
in part 2 of this annex.
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4. The Committee was gratified to note from this
report that, as a result of clarifications and adjust-
ments in the estimates since January 1966, there is no
reason at this stage to assume that any increase is
required in the total estimated cost of the building.
The estimate remains, therefore, Sw. fr. 62 500 000 as
reported to the Eighteenth World Health Assembly,
and the plan of financing presented by the Director -
General last year still remains valid.'

5. The Committee noted with appreciation the further
voluntary cash contributions of Member governments
to the Headquarters Building Fund announced in the
report of the Director -General (reproduced below).

6. The Committee recommends to the World Health

2. REPORT BY THE DIRECTOR -GENERAL TO THE

1. The Ad Hoc Committee has been requested by the
Executive Board 2 to examine the costs of the head-
quarters building as compared with the previous esti-
mates in view of the indications given to the Board at
its thirty- seventh session by its Standing Committee
on Headquarters Accommodation and by the Director -
General that the Architect's estimate of the cost of the
headquarters building project as of January 1966 fore-
cast a total expenditure of Sw. fr. 63 000 000, i.e.,
Sw. fr. 500 000 in excess of the cost previously author-
ized by the World Health Assembly.

2. Apart from the final installations in the offices for
temporary staff to serve the Executive Board, some
technical installations in the public information area
and the incorporation of certain gifts of furnishings
from governments not yet received, the construction
of the headquarters building is now virtually com-
pleted. A further period of time will be required for
the cleaning of the premises, adjustment of the me-
chanical operations and the final landscaping.

3. With regard to the financial situation, as an-
nounced to the Executive Board at its thirty- seventh
session, the Director -General has arranged for an
audit of all the accounts of the building project up
to its completion. During the last three months it
has been possible to review the current accounts of
the building project maintained by WHO as compared
with the Architect's estimates. In consequence, cer-
tain ambiguities in the cost estimate have been clar-
ified. At the same time, the further progress of the
work has permitted the adjustment of the cost estimate

1 See Qf Rec. Wld Hlth Org. 143, Annex 8, part 2.
2 See resolution EB37.R34.

Assembly that it adopt a resolution along the following
lines:

The Nineteenth World Health Assembly,
Having considered the report of the Ad Hoc

Committee of the Executive Board with regard to
the financial status of the headquarters building
project and the additional contributions from
governments to the Headquarters Building Fund,
1. NOTES the report;

2. EXPRESSES its appreciation to the Governments
of Israel, Kuwait and Mauritius for their contribu-
tions to the Headquarters Building Fund;
3. REQUESTS the Director -General to report further
to the thirty -ninth session of the Executive Board
and to the Twentieth World Health Assembly.

AD Hoc COMMITTEE OF THE EXECUTIVE BOARD

[2 May 1966]

to a somewhat more final state as well as the reduction
or elimination of certain reserves against contingencies
no longer at risk. The Director -General is pleased
to report that as a result of these various clarifications
and adjustments there is no reason at this stage to
assume that any increase is required in the total
estimated cost of the building of Sw. fr. 62 500 000,
which was the estimated cost reported to the Eigh-
teenth World Health Assembly. The actual final cost
of the building cannot be established until all the bills
have been received; and the accounts cannot be closed
for some two years, i.e., until the end of the guarantee
period during which an amount equal to 5 per cent.
for each contract is withheld against correction of any
defects which may be observed.

4. The plan of financing of the building project pre-
sented by the Director -General to the Eighteenth
World Health Assembly through the Ad Hoc Com-
mittee in 1965 1 still remains valid. Since the thirty -
seventh session of the Board, Israel has contributed
US $2000 and Mauritius US $2100 to the Head-
quarters Building Fund. Also the Government of
Kuwait has informed the Director -General of its
intention to make an undesignated cash contribution
to the Headquarters Building Fund of US $3000.

5. No action is required at this time of the Ad Hoc
Committee or of the Health Assembly with regard to
financing the headquarters building. The Director -
General will, of course, keep the Standing Committee
on Headquarters Accommodation informed of further
developments and will be reporting again to the
Executive Board at its thirty -ninth session and to the
Twentieth World Health Assembly.
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Annex 6

TRAVEL STANDARDS'

[A19 /AFL /16 - 5 May 1966]

1. FIFTH REPORT OF THE AD HOC COMMITTEE OF THE EXECUTIVE BOARD

1. At its thirty- seventh session the Executive Board,
in resolution EB37.R48, established an Ad Hoc
Committee consisting of Dr K. Evang, Dr J. Watt
and Dr A. Benyakhlef, to meet on Monday, 2 May 1966.
In the resolution the Committee was requested, inter
a/ia, to consider the subject of travel standards, in
pursuance of the discussions in the Executive Board,
which are reflected in its report on the proposed
programme and budget estimates for 1967.2

2. The Ad Hoc Committee met on 2 May 1966 in
the Palais des Nations. Dr J. Watt was elected
Chairman.

3. In considering this matter the Committee had
before it two reports by the Director -General, which
are reproduced below (on pages 42 and 46). The
Committee noted from the first of these reports that
the subject of " Standards of air travel accommo-

Consultative Committee on Administrative Questions
(CCAQ) at its twenty- seventh session in March 1966,
because the Administrative Committee on Co-
ordination (ACC) would be submitting a report on
this matter to the International Civil Service Advisory
Board (ICSAB) at its forthcoming session in July 1966,
pursuant to a request of ICSAB at its XIIIth session,
in 1965. The report to ICSAB, prepared by CCAQ
and approved by ACC, is appended to the report of
the Director -General (see page 44).

4. As will be seen from this report to ICSAB, the
organizations agreed to reiterate the principle that
travel standards for international staff should be based
on those prevailing for national officials of comparable
rank and responsibility. On the basis of data collected
by the International Civil Aviation Organization
(ICAO), the organizations (with one reserving its
position) considered that an appropriate rule for
international staff on duty travel on relatively long -
distance flights would be: first class for the director
and principal officer category and higher levels
(D1 and above), and economy class for others. On
short journeys, such as those in Europe, it was agreed

I See resolution WHA19.12.
2 See Off. Rec. Wld Hlth Org. 149, 81, 84 -85, paras 7 -16.

that directors should also travel economy class (with
one organization reserving its position). The organi-
zations also considered it desirable that ICSAB review
the subject of travel standards and make recommen-
dations in order to provide a basis on which uniform
action could be taken.

5. In paragraph 3 of the report to ICSAB the action
taken by the General Assembly of the United Nations
at its twentieth session with regard to travel standards
is set forth in some detail.

6. The Committee also noted that CCAQ had given
serious consideration to possible changes in present
practices for rest periods before, after and during air
journeys of long duration. However, as CCAQ
considered that any study which WHO might under-
take on the health aspects of long distance air travel
could have an effect on this question, it decided to
defer the the time being. A brief pre-
liminary report by the Director -General on the effects
of long distance air travel upon the health of passen-
gers is reproduced below (page 46).

7. Section 3 of the Director -General's report on travel
standards (page 43) describes the position of the World
Health Organization, from which it will be seen that
the standards of air travel accommodation as at
present applied to the staff in WHO coincide with the
conclusions reached by the organizations as reflected
in the report to ICSAB and that these standards had
already been established in 1962 by WHO, which was
the first organization to introduce them. The Ad
Hoc Committee shares the view of the Director -
General that no change in the standards of air travel
accommodation for the staff should be introduced
for the time being, but that the outcome of the deliber-
ations of ICSAB and the subsequent further inter -
organizational consultations held with the object of
reaching uniformity of practice should be awaited.

8. The Committee also discussed the standards of air
travel accommodation for members of expert com-
mittees and scientific groups referred to in paragraph
3.3 of the Director -General's report (page 43). The
Ad Hoc Committee, for the reasons given in this
paragraph, agrees with the views expressed by the
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Director -General that no change should be made in
the present practice of the Organization with respect
to air travel accommodation for these experts.

9. The Director -General, in paragraph 3.4 of his
report, reviewed the history of the basis for the
reimbursement by the Organization of the travel costs
of chief delegates to the World Health Assembly and
members of the Executive Board and pointed out that
this is a matter for the decision of the Health Assembly.
While making no recommendations, the Committee
felt that in this connexion it should bring to the atten-
tion of the Nineteenth World Health Assembly two
significant differences between the United Nations
and the World Health Organization. Firstly, in the
United Nations the rules governing travel expenses
of delegates provide for the reimbursement of up to
five delegates from each Member, whereas in WHO
reimbursement is limited to one delegate. Secondly,
the sessions of the General Assembly of the United
Nations last for at least three months whereas the

sessions of the World Health Assembly do not exceed
three weeks.

10. In the light of its considerations, as outlined
above, the Ad Hoc Committee recommends that the
Nineteenth World Health Assembly adopt a resolution
along the following lines:

The Nineteenth World Health Assembly,

Having considered the reports of the Director -
General and the Ad Hoc Committee of the Executive
Board on travel standards; and

Considering that the travel standards for staff
will be studied by the International Civil Service
Advisory Board in July 1966,

1. NOTES these reports; and

2. REQUESTS the Director -General to report on
further developments to the Executive Board at its
thirty -ninth session.

2. REPORT BY THE DIRECTOR -GENERAL TO THE AD Hoc COMMITTEE OF THE EXECUTIVE BOARD

1. Introduction

1.1 In the course of its examination of the Director -
General's proposed programme and budget estimates
for 1967, the Executive Board, at its thirty- seventh
session, obtained information in reply to questions on
the travel standards applied by WHO as compared
with those applied by the United Nations following
the decisions taken by the General Assembly at its
twentieth session. This information also showed
what the effect would be on the budget estimates for
1967 if the governing bodies of WHO and the Director -
General were to take decisions similar to those taken
by the General Assembly of the United Nations.'

1.2 The Board was also informed that the subject
of travel standards was on the agenda of the twenty -
seventh session of the Consultative Committee on
Administrative Questions (CCAQ) in March 1966;
the Board therefore decided in resolution EB37.R48
to refer the subject to its Ad Hoc Committee, meeting
immediately prior to the Nineteenth World Health
Assembly, for further consideration in the light of the
information given and of the outcome of the CCAQ
deliberations.

1.3 Furthermore the Director -General provided some
preliminary information to the Board on surveys that
had been carried out on the effect of long- distance

1 See Off. Rec. Wld Hlth Org. 149, 81, 84-85, paras 7 -16.

[2 May 1966]

air travel upon the health of passengers and it was
agreed that any information in this connexion which
might be submitted to the Nineteenth World Health
Assembly should be submitted through the Ad Hoc
Committee of the Board. A preliminary report is
contained in part 3 of this annex (see page 46).

2. Report to the International Civil Service Advisory
Board (ICSAB)

2.1 The subject of " Standards of air travel accom-
modation " was on the agenda of the twenty -seventh
session of CCAQ, which met in March 1966,
because ICSAB at its XIIIth session, in 1965, had
noted the divergence of practice among the organi-
zations and expressed the hope " that the organizations
will pursue their efforts towards more uniformity in
this field and that they might be in a position to show,
at the next session, that good progress had been
achieved in that direction ". A report was therefore
required to be made to ICSAB on this subject for its
forthcoming session in July 1966. In addition, the
action of the General Assembly of the United Nations
at its twentieth session and the discussions in the WHO
Executive Board at its thirty- seventh session empha-
sized the need for further consideration of this matter.
The report prepared by CCAQ and approved by ACC
at its forty -first session for submission to ICSAB is
appended to this report (page 44).
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2.2 As will be seen from the report to ICSAB, there
was general agreement among the organizations that
in principle the standards of air travel accommodation
for international staff should be based on the standards
applied to national public servants of comparable
rank and responsibility. The latest study of ICAO
indicated that an appropriate rule for international
staff on duty travel on relatively long distance flights
would be: first class for the director and principal
officer category and higher levels (D1 and above),
and economy class for others. One organization
made a reservation to the effect that such a rule would
be appropriate for transatlantic flights, but not for
flights of longer duration. On short journeys, such
as those in Europe, it was agreed that directors should
also travel economy class. One organization made a
reservation to the effect that on short journeys all
staff below executive heads should travel economy
class.

2.3 The discussions in CCAQ were concentrated on
duty travel, it being felt that once agreement was
reached in this respect it should be possible to settle
related questions, such as travel on home leave,
recruitment and repatriation, etc. The question of
rest periods was considered, particularly with a view
to introducing a simplified formula to the effect that
an official should arrive at his destination a full
twenty -four hours before starting work following an
air journey of over nine hours, and that stop -overs
en route should be eliminated. However, the Com-
mittee felt that, as any study which WHO might
undertake on the health aspects of long distance air
travel could have an effect on the question of what
kind and what duration of journey necessitated such
rest periods, this matter should be deferred for the
time being.

2.4 It will be seen from the appended report that
the action taken by the General Assembly of the
United Nations at its twentieth session is described
in some detail and that emphasis is, inter alia, put
on the fact that the decision of the General Assembly
to limit reimbursement of the costs of travel of delegates
and members of committees and commissions to the
costs of economy class was in no way intended to
affect the actual travel standards to which those persons
were entitled, since those standards continued to be
governed by the regulations of the national services
concerned.

2.5 The report to ICSAB further indicates the
desirability of ICSAB's reviewing the subject of travel
standards and making recommendations in order to
provide a basis on which uniform action could be
taken.

3. The Position of the World Health Organization

3.1 The conclusions reached by the organizations as
reflected in the report to ICSAB coincide with the
standards of air travel accommodation as applied at
present to the staff of WHO, namely that officials of
the rank of director and above travel first class (except
that within Europe directors travel economy class)
whereas those in grades P6 and below travel economy
class. These standards were established in 1962 by
WHO, which was the first organization to introduce
them.

3.2 Inasmuch as ICSAB has been invited to review
and make recommendations concerning this subject,
and in view of the fact that one organization has made
a reservation concerning application of the generally
agreed principle, the Director -General does not for
the time being propose to introduce any change. He
considers that the outcome of the ICSAB deliberations
and subsequent further inter -organization consultations
held with the object of reaching uniformity of practice
should be awaited before any change is introduced.

3.3 As was pointed out by the Director -General to
the Board at its thirty- seventh session, members of
expert committees and scientific groups provide their
services free to the Organization and receive no salary
remuneration. The provision of first class air travel
for those people was of some importance for their
effective contribution to such meetings; they could
normally ill afford the extra time required if they were
to have a rest before and after the meetings. It is
the view of the Director -General, therefore, that these
experts should continue to be offered first -class air
travel accommodation.

3.4 The question of reimbursement by the Organi-
zation of the travel costs of chief delegates to the
Health Assembly and members of the Executive Board
is a matter for the decision of the Health Assembly.
It should be emphasized again, as was done in the
General Assembly of the United Nations at its
twentieth session, that whatever decision the Health
Assembly may take on the basis of the Organization's
reimbursement should not, in principle, affect the
actual travel standards enjoyed by delegates, as they
would be governed by the regulations of the national
services concerned. However, it should be noted that
the arrangements originally conceived for reim-
bursement by WHO of the travel costs of one delegate
from each country to attend the World Health
Assembly were intended to ensure that each Member
of the Organization would be represented.1 When

1 See Off. Rec. Witt Hlth Org. 13, 200; 21, 226.
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this matter was discussed it was generally considered
that the important aspect of the question was the
participation in the Health Assembly of all Members
and the basis for reimbursement was the cost of a
round trip air ticket, first class. The Health Assembly
will wish to consider whether a reduction of reim-
bursement to correspond to economy class fares will,
in fact, be the cotirse of action which will ensure the
continuation of the original purpose of the
arrangement.

Appendix

STANDARDS OF AIR TRAVEL ACCOMMODATION
IN THE INTERNATIONAL CIVIL SERVICE

REPORT BY THE ADMINISTRATIVE COMMITTEE ON CO- ORDINATION

TO THE FOURTEENTH SESSION OF THE INTERNATIONAL CIVIL
SERVICE ADVISORY BOARD

[ICSAB /XIV /R.7 -1 May 1966] 1

1. In its Report on Divergencies in the Application of the
Common System (ICSAB /XIII /2) the Board noted that the
organizations in the United Nations common system had been
unable to reach agreement on travel standards for all grades.
It commented:

It seems to the Board that there should be no obstacle to
uniformity in this field. Staff members of different organiza-
tions are increasingly called upon to travel together on joint
projects. Discrepancies in accommodation standards are not
only difficult to justify, they also create morale problems
which could easily be avoided and to which the representatives
of FICSA called attention.

The Board hopes that the organizations will pursue their
efforts towards more uniformity in this field and that they
might be in a position to show, at the next session, that good
progress had been achieved in that direction.

2. At the time the Board reported (mid -1965) the extent of
inter -organization agreement was represented by the following
text, drawn up in 1963:

... in establishing travel accommodation standards for
international officials, regard should be had to the standards
prevailing for national officials of comparable rank and
responsibilities. ... National practices, however, varied, and
data which ICAO had obtained from forty -two countries
showed that there was room for legitimate differences of
opinion as to where the organization should draw the line
between first -class and tourist or economy class in air travel,
though broadly speaking it appeared to be at about the
P5 level.

As regards travel by air on official business, at least, there
was general agreement that first -class should apply to the
Director and Principal Officer category and above. Subject
to easements for flights of long duration, a majority also
agreed that staff at P4 and below should travel in tourist
class.

1 Mimeographed version.

3. Since the Board reported, and before the organizations had
been able to consider the matter further, the United Nations
General Assembly, at its twentieth session, has taken decisions
which will result in extended use of economy class, both by
United Nations staff and by members of committees, etc.,
travelling at the expense of the United Nations. The circum-
stances in which those decisions were reached, and their nature,
are set out in Annex 1. Briefly, however, it may be said that
the discussions in the Fifth Committee of the Assembly centred
on a proposal of the Advisory Committee on Administrative
and Budgetary Questions that the United Nations should
reimburse to Member States, in respect of the travel costs of
their representatives at the General Assembly, only the amount
of the tourist /economy air fares between the national capital
cities and New York. Having decided in favour of this proposal,
the Fifth Committee went on to discuss travel standards for
the staff, and recommended that all staff should travel economy
class " with the exception of the Secretary -General and officers
who accompany him and whom he shall appoint ".2 Sub-
sequently, the General Assembly, in plenary meeting, decided
that as regards members of organs and subsidiary organs of
the United Nations reimbursement of travel expenses, where
applicable, by the United Nations should be limited to the cost
of economy class accommodation by air or its equivalent by
recognized public transport. It also approved the recom-
mendation of the Fifth Committee with regard to standards
of accommodation for staff travel. Under the Staff Regulations,
however, the conditions for staff travel are to be laid down
by the Secretary- General, who made a formal reservation to
the plenary meeting of the General Assembly on this point.
The Secretary -General has nevertheless modified the travel
rules to provide that after 1 January 1966 all staff travel will
normally be by economy class, except that certain travel may
be authorized at a higher standard when it is considered in the
best interest of the organization. The decision to limit reimburse-
ment in respect of delegates' travel was not intended to affect
the actual travel standards to which the representatives are
entitled, since these continue to be governed by the rules and
regulations of the national services concerned; this point was,
indeed, emphasized in the Fifth Committee discussions.

4. The organizations have re- examined the matter in the
light of these discussions. They believe that the principles set
out in paragraph 2 above are sound, namely that the travel
standards for international staff should be based on the standards
prevailing for national officials of comparable rank. The main
question to be resolved is where to draw the line between first -
class and economy class entitlement. The data collected by
ICAO in 1963 from forty -two Member States, summarized in
Annex 2, led ACC to the conclusion that the line should be
drawn at about the P5 level. Since there may have been changes
in national standards in the last three years, ICAO has again
approached the forty -six Member States from which informa-
tion was sought in 1963 to ascertain their current practices.
At the date of preparation of this report (April 1966), twenty -six
Member States had replied, of which five had adopted somewhat
more rigorous standards since 1963, while two had adopted
more liberal standards for the higher ranks of their foreign
services.

2 Report of the Fifth Committee, A/6223.
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5. If the twenty States still to reply have made no changes in
their rules, the position will be that a clear majority of the
States provide only economy class entitlement to First Secretaries
and below, whereas just under two- thirds of the Counsellors
would be entitled to first class, at least on the longer journeys,
such as transatlantic crossings.

6. If the outstanding replies show this to be the case, it appears
that the travel standards of the majority of national officials
of comparable or corresponding rank, on duty travel on relatively
long- distance flights, would indicate first class for Director and
Principal Officer category and economy class for others. One
organization, however, feels that while such a rule would be
appropriate for transatlantic flights different rules might be
applied to flights of longer duration. In the case of short journeys,
such as those made by staff in Europe between the various
European capital cities -for which frequently only economy
class seats are available on aircraft -the organizations agree
that economy class would be appropriate for all officials at the
D2 level and below. One organization considered that in these
cases economy class would be appropriate for all staff below
the executive head.

7. It is hoped that it will be possible to give the Board additional
information by the time it meets. Cost estimates will be prepared
to show the financial effect of drawing the line between first
and economy at the level judged appropriate in the light of the
facts. Review and recommendation by the Board seem to the
organizations to be necessary to provide a basis on which
uniform action can be taken.

8. Once the main question of staff entitlements for duty travel
by air is settled, it will be possible to settle various related
questions, such as entitlements on home leave journeys, recruit-
ment and repatriation travel, etc.

ANNEX 1

UNITED NATIONS ACTION ON TRAVEL STANDARDS

1. In 1962, in the absence of inter -organization agreement on
standards, WHO adopted standards more stringent than any
previously in force in any organization. They provided that:

(a) on all flights outside Europe (including home leave
flights) entitlements should be:

(i) D2 and above, first -class;

(ii) P6 (DI) and below, economy class. On flights of nine
hours or more, these staff were entitled to arrive at their
destination one full day before commencing duty;

(b) on all flights within Europe, D2s also were entitled only
to economy class. First class was restricted to ungraded
officials.

2. In its report on the United Nations budget estimates for 1963,
the Advisory Committee on Administrative and Budgetary

Questions recommended (paragraph 64, A /5207) that the
United Nations should adopt the same standards as WHO,
with a consequential saving on the budget of $444 300. There
was some division of opinion in the Fifth Committee, though
there was a consensus that the WHO standards were in line
with the trend in world travel. It was finally decided:

(a) to reduce the budget by the $443 000, but

(b) to leave it to the Secretary- General to decide the travel
standards, taking account of the views expressed in the
Fifth Committee.

3. In the following year's report (A/5507) ACABQ explicitly
endorsed the action which the Secretary -General had taken
as a result of this decision. That action consisted of fixing the
entitlements for air journeys as follows:

(a) on official business journeys (excluding home leave):

(i) D1 and above, first -class;

(ii) P5 and below, economy class, with easement for
flights over nine hours;

(b) on home leave journeys, D2s and Dls were entitled
only to economy class.

4. In its 1962 report (A/5207) ACABQ had also drawn the
attention of the General Assembly to the fact that if the standards
it had proposed for the staff were also applied " as a ceiling for
the reimbursement of travel expenses of representatives, members
of commissions, committees and other subsidiary bodies "
there would be a further saving. The Assembly did not take
the hint, and in the following year ACABQ made the point again
(paragraph 100, A /5507) and suggested that the General
Assembly might wish to review the situation and decide " whether
in the light of the trend towards use of economy class in national
services and also of the critical financial position of the organiza-
tion an expenditure of nearly a quarter of a million dollars
which does not affect the work of the organization is really
justified ".

5. The related report of the Fifth Committee (A/5681) shows
that there were divided views on the matter, and the ACABQ
was merely asked to report again, with specific recommendations
on the question, to the next (nineteenth) session of the General
Assembly.

6. The report is contained in paragraphs 55 -62 of the ACABQ
report (A /5807) on the 1965 estimates. It summarized the
discussions in the Fifth Committee in 1963; stressed the worsen-
ing financial position of the organization; and said that the
ACABQ remained of the opinion that reimbursement in respect
of representatives' travel costs should be limited to economy
class fare. The report said, however, that:

" The Advisory Committee wishes to make it clear once
again that this proposal is not intended to impose a particular
class of travel on representatives and members of United
Nations organs. This is not a matter for the Committee... ".
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7. Because the nineteenth session of the General Assembly
was not in a position to establish its committees, discussion of
the matter did not take place until the twentieth session. The
proposal to limit reimbursement to economy fares was then
approved by the Fifth Committee. During the debate, India
proposed an amendment by which:

(a) reimbursement in respect of one member of each delega-
tion would be at the first -class rate;
(b) members of committees, etc., who were serving in a
personal capacity would have remained entitled to first -class
travel.

The first amendment was defeated by 27 votes to 19, with
28 abstentions. The second (under which ACABQ members
would have retained first -class entitlement) was defeated by
58 to 14, with 18 abstentions.

8. The Fifth Committee then discussed the entitlements of
the Secretariat. The representative of the Secretary- General,
supported by the Advisory Committee, argued that the Secretary -
General should retain some discretion in the matter. They
suggested that if, for example, the Secretary -General sent a high
official on a special mission he should be able to allow him
first -class travel. Representatives of a number of Member
States resisted this on the grounds that by its vote on delegates'
travel the Fifth Committee had already decided that travel in
economy class involved no loss of dignity for any rank. Nigeria
formally proposed that economy class should apply to all
members of the Secretariat " except the Secretary -General and
those whom he might in certain circumstances request to
accompany him ". Nigeria emphasized, however, that this
should not mean that all officials accompanying the Secretary -
General should travel first- class, but only his immediate advisers.
It proposed also that: "All officials travelling on special missions
should travel economy class ". (Quotations from summary
record, A /C.5 /SR.1072.) The motion was carried by 64 -1, with
11 abstentions, but the records contain statements which suggest
that some representatives were not quite sure -the motion being
an oral one -what they were voting on. The representative of

the Secretary -General, after the vote, said he must reserve the
position of the Secretary -General (who, under the Staff Regula-
tions, is the authority empowered to make the detailed travel
rules).

ANNEX 2

SUMMARY OF DATA ON NATIONAL GOVERNMENT PRACTICE
WITH RESPECT TO STANDARDS OF AIR TRAVEL, 1963, FOR FOREIGN

SERVICE OFFICIALS

Forty -two countries 1 provided data to ICAO. The standard
allowed on a transatlantic air journey was taken as the basic
standard, and in this respect:

three countries used economy class for all ranks;
twelve countries used first -class for all ranks;
twenty -seven used first -class for senior ranks and economy

for junior, the dividing line varying.

2. In a few cases the conditions were more restrictive for
shorter flights and more liberal for other flights. The over -all
pattern is shown by the following table:

Number of countries out of forty -two allowing first -class air travel

Transatlantic
Rank flights

Flights within
Europe Other flights

Ambassador 39 38 39

Counsellor 28 25 28

First Secretary 19 18 21

Second Secretary 13 13 15

Third Secretary 12 11 13

(See paragraph 4 of body of report for changes in practice
made by 1966, on basis of incomplete replies to further enquiry.)

Australia, Austria, Belgium, Burma, Canada, Chile, China, Colombia,
Denmark, Ethiopia, Finland, Germany, Ghana, Greece, Iceland, Indonesia,
Ireland, Israel, Japan, Korea, Lebanon, Luxembourg, Malaya, Morocco,
Netherlands, New Zealand, Nicaragua, Nigeria, Portugal, South Africa,
Spain, Sudan, Sweden, Switzerland, Tanganyika, Turkey, United Kingdom,
United States of America, Upper Volta, Venezuela, Viet -Nam, Yugoslavia,

3. THE EFFECTS OF LONG DISTANCE AIR TRAVEL ON THE HEALTH OF PASSENGERS:

BRIEF PRELIMINARY REPORT BY THE DIRECTOR -GENERAL

1. Introduction

This preliminary report is based mainly on a review
of the literature covering recent studies which include
studies in physiological laboratories; studies in the
field; studies on military air transport; and studies on
civil aviation air crews.

It should be noted that these studies cover flights
made in both propeller and jet planes, and that the
former have been almost entirely discontinued in long
distance travel.

[2 May 1966]

2. Main Physiological Effects of Long Distance Air
Travel

The effect upon man of long distance air travel is
caused by several different factors, the most important
of which are:

(a) the time changes encountered in flying from
east to west or from west to east and the adaptation
of the body to these changes;
(b) the change of climate from heat to cold and
vice versa;
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(c) the effect of relative immobilization of the body,
i.e. having to keep the same restricted sedentary
position for a long time;
(d) environmental conditions in the aircraft, such
as noise, vibration, changes in air pressure and low
humidity of air.

(a) The effects of changes in local time. Among
the problems being studied are the performance of
flight crews in relation to their duty periods, and the
problems of biological cycles, physiologic twenty -four
hour rhythms, and circadian periodicity.

The agencies engaged in these studies of the effects
of changes in local time on crew performance and
flight fatigue are the Federal Aviation Agency (United
States of America), several major airlines, the Medical
Committee of the International Air Transport Asso-
ciation and the International Federation of Air Line
Pilots Associations. Systematic studies on passengers
are in progress but no reports are as yet available.

In travelling from east to west, or vice versa, the
time shift is one hour for every 15° of longitude. The
general effects after a four to six hours change of local
time, as for example on east -west transatlantic flights,
are untimely fatigue, wakefulness, hunger, and changes
in body temperature. The individual habit pattern
based on the normal day -night cycle will continue,
although it may be entirely out of tune with local time.
Accordingly, the subject may feel very tired and get
to sleep too early for local conditions on the first
night; he may then wake up hungry in the middle of
the night and find that breakfast is not available.
On the second night he may rest poorly, but catch up
on the third night and feel better adapted the third day.
Thus, for a time change of six hours it can take one
to three days before a person is reasonably adapted
and fit for work. Full physiological adaptation can
take longer to achieve. Such psychological factors as
eagerness for work, and the stimulus created by a new
environment are known to play an important role
in adaptation.

A twenty -four hour rest before resuming the normal
working routine has been shown to be of value in
preventing some of these effects. The studies have
also suggested that important meetings in the mornings
should be avoided during the first two or three days
after long distance flights east, and in the afternoons
after long distance flights west, because of fatigue
and sleepiness.

(b) Changes of climate. Extreme changes of
climate may occur within a few hours after long
distance flights involving changes in latitude, e.g.

from Moscow to Accra (58 °N to 5 °N); Anchorage to
Honolulu (60 °N to 20 °N), or Vancouver to Canton
Island (50 °N to equator). Temperature differences
may range from -30 °C to +40 °C within a few hours,
and relative humidity from less than 20 per cent. (on
board aircraft) to well over 90 per cent. Changes of
altitude also may add to the difficulties of acclima-
tization (e.g. in the case of travel to La Paz, 11 900 ft,
Addis Ababa, 8000 ft or Mexico City, 7800 ft).

A sudden change to a hot climate generally has some
effect on sweating, body temperature, blood circulation,
and mental capacity, but adaptation gradually takes
place. Physical adaptation up to 80 per cent. seems
to occur within four to seven days, and is usually
complete within two weeks. Most of this phy-
siological adaptation seems to disappear within about
a month of leaving the hot climate, although re-
adaptation is somewhat easier and quicker on repeated
visits. Further research needs to be done on adap-
tation of psychological functions.

A sudden change to a cold climate similarly requires
adaptation of the circulatory system to produce an
increase in heat production of the body and a reduction
of heat loss.

(c) Relative immobilization of the body. During
long distance flights relative immobility, i.e. keeping
a fixed sedentary position for a long time, has been
shown to cause impaired blood circulation of the
lower limbs. A tendency to oedema of the legs is
known to occur after prolonged flights and this can
promote phlebitis and thrombosis in predisposed
persons. The design of seats is therefore important,
and this should make it possible to move the feet
and legs.

(d) Environmental conditions on board aircraft.
Comfort and safety in air travel have considerably
improved with the introduction of jet aircraft, mainly
for the following reasons:

(i) reduction in flight time because of higher speeds ;

(ii) reduction of noise and vibration particularly
in first -class accommodation which is usually
farthest removed from the jet engines;

(iii) fewer encounters with air turbulence because
of operations at high altitudes;

(iv) the achievement of cabin -pressures not less
than air pressure at an altitude of 8000 ft; and

(v) improvement in ventilation and air conditioning.
However, relative discomfort may still be experi-
enced on prolonged flights on account of the
dryness of air at high altitudes.
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3. Other Problems

A few individual airlines, on the recommendation
of the Medical Committee of the International Air
Transport Association (IATA), have collected some
data on the incidence of passengers' deaths in
flight, but adequate answers to the questions raised
about passenger health are not yet available, since no
systematic studies on a world -wide basis have been
undertaken.

The IATA Medical Committee reports that in 1964,
for fifty IATA member airlines, the incidence of
sudden death of passengers during flight was one
death for 1 666 000 passengers carried. It is interesting
to note that one carrier reported four deaths in flight
as compared with sixteen deaths caused by heart
attacks at the airport prior to boarding the aircraft.
No data are available about health incidents, including
death, during the first twenty -four to forty -eight hours
after flight.

It should be borne in mind that apart from labo-
ratory and field studies on acclimatization to hot and
cold climates, and studies of pilots and other aircrew
personnel, not many studies have been undertaken
on passengers generally, and particularly with respect
to different standards of comfort during flight. No
firm conclusions can therefore be drawn from the
available reports. The problems associated with the

introduction of the even faster supersonic airliners
in the near future will undoubtedly stimulate more
studies in this important field of health.
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Annex 7

PLACE OF MEETING OF THE TWENTY- SECOND WORLD HEALTH ASSEMBLY

REPORT BY THE DIRECTOR -GENERAL

1. The Director -General has the honour to transmit
to the World Health Assembly for consideration the
communication reproduced below (see the Appendix)
which he has received from the United States Govern-
ment regarding the holding of the Twenty- second
World Health Assembly in Boston, Massachusetts, in
1969. By the terms of Public Law 89 -357 of the
89th Congress dated 1 March 1966, an appropriation
has been authorized in the amount of US $500 000
for the purpose of defraying expenses incident to
organizing and holding this session in the United
States of America.

See resolution WHA19.9.

[A19 /AFL /8 - 4 May 1966]

2. In accordance with the terms of paragraph II 2
of resolution EB6.R32 and in order to provide the
Assembly with additional information to enable it to
consider this suggestion, a representative of the
Director -General visited Boston recently to assess the
suitability of the conference facilities of that city. The
Director -General can assure the Assembly that ade-
quate facilities are available for the holding of the
Assembly in that city provided it can be convened not
earlier than 1 July. All suitable available facilities
have already been reserved for the months of May
and June 1969. It is also clear from this visit that it
would be necessary to make firm reservations in the
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immediate future for the month of July 1969 in view
of the pressure on conference facilities in that city.
Furthermore, the Director -General considers that,
based on available information, it can be assumed that
the host Government will be able to provide for all the
additional costs involved in holding the Twenty -
second World Health Assembly away from the head-
quarters of the Organization.

3. In view of these considerations and assuming that
the United States Government, during this Assembly,
extends a formal invitation for the holding of the
Twenty- second World Health Assembly in Boston,
the present Assembly may wish to accept that invitation

subject, of course, to the conclusion of a necessary
agreement with the United States Government in
accordance with the terms of resolution EB31. R40,
and subject to the making of necessary detailed
arrangements. This acceptance would also need to
be confirmed as regards the country, date and place
of the Twenty- second World Health Assembly by the
Twenty -first World Health Assembly and by the
Executive Board at its session thereafter, in view of
Articles 14 and 15 of the WHO Constitution which
provide that the Health Assembly at each annual
session shall select the country or region at which the
next annual session shall be held and that the Board
shall subsequently fix the place and date.

Appendix

COMMUNICATION, DATED 21 MARCH 1966, FROM THE AMBASSADOR, UNITED STATES MISSION TO
INTERNATIONAL ORGANIZATIONS, GENEVA, TO THE DIRECTOR -GENERAL OF THE WORLD HEALTH

ORGANIZATION

Dear Mr Director -General,

I have the honor to inform you that the United States
Congress, at its Eighty -ninth Session, authorized an appropriation
to enable the United States to extend an invitation to the World
Health Organization to hold the Twenty- second World Health
Assembly in Boston, Massachusetts, in 1969. A copy of Public
Law 89 -357 is enclosed for your information.

In accordance with this legislation, it is planned that a member
of the US Delegation to the Nineteenth World Health Assembly
will extend the invitation mentioned above.

I have been requested to inform you of the intentions of the
United States Government and to ask that the agenda for the
Nineteenth World Health Assembly be amended to provide
the opportunity to extend this invitation.

Sincerely,
(Signed) Roger W. TUBBY

Ambassador

Public Law 89 -357
89th Congress, H. J. Res. 403

March 1, 1966

Joint Resolution
Authorizing an appropriation to enable the United States to extend an
invitation to the World Health Organization to hold the Twenty- second
World Health Assembly in Boston, Massachusetts, in 1969.

80 STAT. 10
80 STAT. 1 l

Whereas the Twenty- second World Health
Assembly is scheduled to be held in 1969; and

Whereas the year 1969 is considered particularly
appropriate for holding the assembly in
Boston, Massachusetts, since that year will
mark the centennial of the establishment of
the first modern State public health department
in Massachusetts in 1869; and 1969 also
marks the " coming of age ", the twenty -first
anniversary of the World Health Organiza-
tion; and

Whereas the assembly and related functions will
provide outstanding opportunities for the
Ministers and Directors of Health of the
World Health Organization's one hundred
and twenty -five member countries to view
American health and medical methods in
practice, and to make and renew friendships

health leaders;
and

Whereas the assembly will focus public attention
in the United States on the important work
of the World Health Organization as an
integral part of the economic and social
program of the United Nations and as a
constructive work contributing to better
international appreciation and world peace;
and

Whereas American health and medical groups
and certain urban organizations have sug-
gested arrangements to make the World
Health Assembly in the United States a
particularly useful professional occasion
through related seminars, field trips, and social
activities; and

Whereas the cost of holding an assembly in
Boston, Massachusetts, would exceed the
amount provided in the budget of the World
Health Organization for holding an assembly
in Geneva, Switzerland, the headquarters of
the Organization: Therefore be it

Resolved by the Senate and House of Represent-
atives of the United States of America in Congress
assembled. That there is authorized to be
appropriated to the Secretary of State, out of
any money in the Treasury not otherwise
appropriated, the sum of not to exceed $500 000
for the purpose of defraying the expenses
incident to organizing and holding the Twenty-

World Health
Assembly
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second World Health Assembly in Boston,
Massachusetts. Funds appropriated pursuant
to this authorization shall be available for
advance contribution to the World Health
Organization for additional costs incurred by
the Organization in holding the Twenty -second
World Health Assembly outside the Organiza-
tion's headquarters at Geneva, Switzerland; and
shall be available for expenses incurred by the
Secretary of State, on behalf of the United
States as host government, including personal
services without regard to civil service and
classification laws; employment of aliens;
travel expenses without regard to the Standard-
ized Government Travel Regulations and to the

rates of per diem allowances in lieu of sub-
sistence expenses under the Travel Expense Act
of 1949, as amended; rent of quarters by
contract or otherwise; and hire of passenger
motor vehicles.

Approved March 1, 1966.

63 Stat. 166

5 USC 835 note

LEGISLATIVE HISTORY
HOUSE REPORT NO. 709 (Comm. on Foreign Affairs).
SENATE REPORT NO. 955 (Comm. on Foreign Relations).
CONGRESSIONAL RECORD:

Vol. 111 (1965): Aug. 30, considered and passed House.
Vol. 112 (1966): Feb. 10, considered and passed Senate.

Annex 8

ESTABLISHMENT AND OPERATION OF WORLD HEALTH FOUNDATIONS
[A19 /AFL /9 - 3 May 1966]

REPORT BY THE DIRECTOR - GENERAL

I. In paragraph 3 of its resolution WHA18.31, the
Eighteenth World Health Assembly requested the
Director -General " to report regularly to the World
Health Assembly on the progress made and work
carried out in regard to the establishment and operation
of world health foundations ".

2. So far, national world health foundations have
been established in the United States of America and
the United Kingdom of Great Britain and Northern
Ireland. The World Health Foundation of the United
States of America, which was incorporated on 1 Sep-
tember 1964, is in the process of establishing its Board
of Trustees. In the meantime, WHO has received as
the first major contribution from that Foundation
250 000 doses of inactivated measles vaccine, the
estimated value of which is US $250 000.

3. The World Health Foundation in the United
Kingdom of Great Britain and Northern Ireland was
incorporated in the autumn of 1965, and has already
a representative and active Executive Council. The
first meeting of the Executive Council was held shortly
thereafter in London and was followed by a second
meeting in November. At this meeting, the Council
appointed a Chairman who was authorized to sign
on behalf of the Council the Agreement between the
World Health Foundation (United Kingdom) and the
World Health Organization. This document was
duly signed on 10 December 1965. The World
Health Foundation (United Kingdom) has received

I See resolution WHA19.20.

its first pledge of financial support in the form of a
seven -year covenant.

4. In Switzerland, the " Acte de Fondation " and
" Règlement d'Exécution " of the Swiss World Health
Foundation have been finalized, but incorporation
awaits the establishment of its council.

5. In accordance with the approved policy to en-
courage the establishment of world health foundations,
exploratory work has been initiated in a number of
other countries. The lines of approach and the
extent of further developments have varied in the
individual countries depending upon local conditions.
Generally speaking, the preliminary legal procedures
are lengthy and they involve the drafting of the basic
documents, the incorporation of the foundation and
the obtaining of tax -exempt status. It is necessary to
enlist the interest of well -known personalities who
will form the executive council of the foundation; in
particular, it is important that the worlds of banking,
industry and commerce be represented. It is also
essential to find the " seed money " which will finance
the initial activities of the foundation before it becomes
self -supporting.

6. The Director -General, guided by the belief ex-
pressed by the World Health Assembly and the
Executive Board that world health foundations could
make an important contribution towards the further-
ance of the objectives of WHO, will continue to
explore the possibility of establishing foundations in
all parts of the world. These national foundations,
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though non -governmental organizations enjoying inde-
pendent legal status, are established in each case with
governmental approval as required under Article 71
of the WHO Constitution, in order to make possible
arrangements for consultation and co- operation be-
tween these foundations and WHO. The Director-

General is grateful for the assistance which govern-
ments have already given in facilitating the creation
of the world health foundations, and anticipates that
he will continue to be sustained by the co- operation
of other governments in the establishment of additional
foundations.

Annex 9

INTERNATIONAL AGENCY FOR RESEARCH ON CANCER

1. REPORT BY THE DIRECTOR -GENERAL ON PROGRESS SINCE THE AGENCY'S ESTABLISHMENT

[A19 /P &B /11 - 3 May 1966]

1. The Eighteenth World Health Assembly adopted
resolution WHA1 8.44 establishing an International
Agency for Research on Cancer to carry on its func-
tions in accordance with the provisions of the Statute 2

annexed to the resolution. The objective of the
Agency as declared in this Statute will be to promote
international collaboration in cancer research. The
Agency will serve as a means through which Partici-
pating States and the World Health Organization, in
liaison with the International Union against Cancer
and other interested international organizations, may
co- operate in the stimulation and support of all phases
of research related to the problem of cancer.

2. The first session of the Governing Council of the
Agency was held in Lyons, France on 23 and 24 Sep-
tember 1965. At this first session, the Governing
Council appointed the members of the Scientific
Council, requested the Director -General to approach
prospective candidates in order to appoint a director
of the Agency and took the necessary measures to
ensure the interim technical and administrative oper-
ation of the Agency. The Governing Council decided
that the site of the headquarters of the Agency would
be at Lyons, France and that negotiations should be
entered into with the Government of France for the
conclusion of a host agreement between that Govern-
ment and the World Health Organization.

3. On 4 March 1966, the Director - General advised
the Participating States that he had appointed Pro-
fessor John Higginson, Professor of Pathology,
University of Kansas Medical Center, Kansas, United
States of America, as Director of the Agency. Pro-

I See resolutions WHA19.24 and WHA19.49.
2 See Of Rec. Wld Hlth Org. 143, 27.

fessor Higginson will take up his duties on 1 July 1966.
In the interim period, he is devoting sufficient time to
the Agency to direct its operation. It is expected
that a nucleus of professional and other staff will be
appointed in time to initiate the activities of the
Agency for the year 1966.

4. The first session of the Scientific Council was held
in Geneva from 4 to 7 April 1966. At this session the
Scientific Council reviewed the programme proposals
of the Director for the years 1966 and 1967. It also
discussed in general terms the orientation of the
Agency's future activities. It was decided that the
long -range programme, as well as the detailed activities
of the Agency, would be further reviewed at a second
session of the Scientific Council which is to be held
from 7 to 9 December 1966.

5. A second session of the Governing Council was
held on 25 and 26 April 1966 at Lyons. At this
session, the Governing Council took note of the
recommendations of the Scientific Council and
approved the Director's budget proposals for the
financial years 1966 and 1967. The Council decided
to appropriate the amount of $1 150 000 for 1966
and $1 200 000 for 1967 for the purposes outlined in
the Director's proposals. The Council approved the
report of the Director on the financial operations of
the Agency for 1965. The third session of the Council
will be held at Lyons on 27 and 28 April 1967.

6. In the course of the first and second sessions of the
Governing Council, Australia, Israel and the Union
of Soviet Socialist Republics became Participating
States in the Agency in accordance with the provisions
of the Agency's Statute. The Agency now has eight
Participating States.
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2. REPORT BY THE DIRECTOR -GENERAL CONCERNING

At its first session, the Governing Council of the
International Agency for Research on Cancer, in
selecting Lyons as the site of the headquarters of the
Agency, requested the Director -General to take the
necessary steps to conclude a host agreement between
the World Health Organization and the Government
of France concerning the headquarters of the Agency,
containing provisions similar to those in already

A HOST AGREEMENT WITH THE GOVERNMENT OF FRANCE

[A19 /AFL /19 - 6 May 1966]

existing host agreements to which WHO is a party.
Pursuant to the request of the Governing Council,

the Director - General has commenced negotiations
with the Government of France for the conclusion of
a host agreement, and it is hoped that these will be
completed at an early date in order that the agreement
may be submitted to the Governing Council and to
the World Health Assembly for approval.

Annex 10

DECISIONS OF THE UNITED NATIONS, THE SPECIALIZED AGENCIES
AND THE INTERNATIONAL ATOMIC ENERGY AGENCY AFFECTING WHO'S ACTIVITIES :

ADMINISTRATIVE, BUDGETARY AND FINANCIAL MATTERS

REPORT BY THE DIRECTOR -GENERAL

1. Introduction

The Director -General reported to the Executive
Board at its thirty- seventh session on the decisions
of the United Nations, the specialized agencies and
IAEA affecting WHO's activities in administrative,
budgetary and financial matters.2 The Executive
Board adopted resolutions EB37.R42 and EB37.R43
on the subject. The developments since the thirty -
seventh session of the Board are reported in this
document.

2. Establishment of an Ad Hoc Committee of Experts
to Examine the Finances of the United Nations
and the Specialized Agencies

2.1 The decision of the General Assembly of the
United Nations to establish an ad hoc committee of
experts to examine the finances of the United Nations
and the specialized agencies was reported by the
Director -General to the Executive Board at its thirty -
seventh session.3

2.2 At a meeting of the ad hoc committee on
24 March 1966, practical arrangements were agreed
upon with the heads of those international organi-
zations having their headquarters in Europe for the
work to be undertaken by the Committee during
April 1966. A series of questions was prepared by
the ad hoc committee and circulated to the specialized

1 See resolution WHA19.30.
2 See Off. Rec. Wld Hlth Org. 148, Annexes 19 and 20.
3 See Off. Rec. Wld Hlth Org. 148, Annex 20.

[A19 /AFL /21 - 7 May 1966]

agencies with the request that the answers be sub-
mitted in writing. A provisional schedule of meetings
with the specialized agencies was arranged by which
WHO met with the committee in Geneva on 20
and 21 April 1966.

2.3 WHO submitted full and comprehensive replies
to the committee's questionnaire together with
concise background information on the functions,
practices and procedures of the Organization. During
the meeting with WHO on 20 and 21 April, the
Director -General and his representatives further
described the aims and objectives of the Organization
and explained its financing and methods of work.
Members of the committee asked questions on different
aspects of WHO's operations and legislative procedures
to which full replies were given by the Director -
General.

3. Preparation and Submission of the Budgets of the
Specialized Agencies

3.1 In its report 4 to the fortieth session of the
Economic and Social Council held in February 1966,
the Administrative Committee on Co- ordination
(ACC) submitted a list of five main headings under
which the programme and budget estimates of all
international organizations could be grouped, with a
further sixteen sub -headings under which it was
proposed to break down the programmes of activity
of the organizations for submission to the Council at
its forty -first session in July 1966. While WHO

4 United Nations document E/4156.
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continued to co- operate in this effort to devise a
common form in which the programme and budget
estimates of all organizations could be presented
it had been found that many of WHO's activities
could equally well be included under two or more of
the programme headings and that, therefore, the
information to be presented to the Council would not
be meaningful or meet fully the purposes for which
it was intended. WHO's reservations were included
in the ACC report, and the Director -General's
representative explained WHO's position to the
Council. The Council expressed the view that the
breakdown suggested by the ACC would not fully
meet the needs of the Council, but agreed that all the
organizations should submit their programme and
budget estimates in the proposed form to the forty -
first session of the Council as a " trial run ". The
required information on WHO's programme and
budget estimates for 1965 and 1966 was submitted
on 15 April 1966.

3.2 The ACC, at its forty -first session held in
London from 27 to 29 April 1966, continued its study
of the possibility of utilizing a uniform layout for
the preparation and presentation of the budgets of
the specialized agencies and IAEA, as requested by
the Council in paragraph 3 (b) of resolution 1090 D I
(XXXIX), and the report which is to be submitted
separately to the forty -first session of the Council on
this matter is reproduced in the Appendix. The ACC
took due note of the Council's request at the fortieth
session that the ACC re- examine the classification of
the activities of the United Nations and the specialized
agencies contained in its report,' taking into account
the views expressed by the Council at its fortieth

session and in the light of comments by the Advisory
Committee on Administrative and Budgetary Questions
and the ad hoc committee of experts established to
examine the finances of the United Nations and the
specialized agencies. Arrangements are being made
to give effect to this request after the Advisory Com-
mittee and the ad hoc committee have had an oppor-
tunity to express their views. Before undertaking
this re- examination it will also be necessary to have
available the Council's comments at the forty -first
session with regard to the interim report mentioned
above.

4. The Common System of Salaries and Allowances

4.1 The International Civil Service Advisory Board
(ICSAB) will be initiating this year a review of the
basic principles governing the salary system applied
by the United Nations and the specialized agencies
and IAEA. In response to ICSAB's request, the
organizations applying the common system of salaries
and allowances have prepared several documents
describing the operation of the system and replying
to specific inquiries from ICSAB as the basis of this
review.

4.2 In accordance with the recommendations of
ICSAB the organizations applying the common
system of salaries and allowances are also at present
carrying out a study of grading standards for certain
categories of posts common to all the organizations
(personnel officers, finance officers, language staff and
statisticians). For this purpose, the organizations
have jointly engaged two consultants from national
civil services. The report of these consultants is
expected shortly.

Appendix

REPORT BY THE ADMINISTRATIVE COMMITTEE ON CO- ORDINATION ON THE QUESTION
OF A UNIFORM LAYOUT FOR THE PREPARATION AND PRESENTATION OF THE

BUDGETS OF THE SPECIALIZED AGENCIES AND THE INTERNATIONAL ATOMIC ENERGY AGENCY

1. In paragraph 3 (b) of Economic and Social Council resolu-
tion 1090 D 1 (XXXIX), the ACC was requested to continue,
in collaboration with the Advisory Committee on Administrative
and Budgetary Questions, the study of the possibility of utilizing
a uniform layout for the preparation and presentation of the
budgets of the specialized agencies and of the International
Atomic Energy Agency and to submit, at the forty -first session,
a report specifying the practical solutions which might be
contemplated and setting forth, if necessary, any arguments
against the use of such a layout.

1 United Nations document E/4156.
2 Mimeographed version.

[United Nations doc. E/4193 -4 May 1966] 2

2. The ACC noted that since the formulation of these requests
the General Assembly had decided, in resolution 2049 (XX), to
establish an Ad Hoc Committee of Experts to Examine the
Finances of the United Nations and the Specialized Agencies,
whose responsibilities would include examining " with the
assistance of the Advisory Committee on Administrative and
Budgetary Questions and in liaison with the Secretary- General
and the executive heads of the specialized agencies and of the
International Atomic Energy Agency, the entire range of the
budgetary problems of the United Nations and the organizations
brought into relationship with it, notably their administrative
and budgetary procedures, the means of comparing and, if
possible, standardizing their budgets and the financial aspect
of their expansion, with a view to avoiding needless expenditure,
particularly expenditure resulting from duplication ".
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3. The ACC recalled in this connexion that at its fortieth
session the Council had discussed proposals which the ACC had
submitted in document E/4156 concerning the items to be
included in a financial report to be provided for the Council's
forty -first session on the activities of the organizations of the
United Nations system and had decided:

(a) to request ACC to review the classification contained
in the document in the light of suggestions made in the course
of the Council's discussion and of the consultations which
are to take place with ACABQ and the Ad Hoc Committee
of Experts;

(b) without prejudice to the Council's ultimate decision as
to the classification and form of presentation to be used in
future reporting by the agencies on programmes and expend-
itures, as envisaged in resolution 1090 D 1 (XXXIX), to
request ACC to proceed on the basis of the classification put
forward in document E/4156 with the preparation of an
interim report for submission to the Economic and Social
Council at its forty -first session.

4. In accordance with the Council's request referred to in
paragraph 1 above, and bearing in mind the concern of the
Ad Hoc Committee of Experts with " the means of comparing
and, if possible, standardizing budgets ", the members of
the ACC gave further consideration to the possibility of using
a uniform layout for the preparation and presentation of the
budgets of their organizations. They noted in particular that
although the budgets of the various organizations differed
widely in presentation each of them had been developed with
two primary objectives in view:

(a) to provide the legislative body of the organization
concerned with information that would permit it to consider
proposals concerning the resources which should be allocated
for various fields or programmes of activity and to take
decisions concerning these proposed allocations;

(b) to serve, after adoption, as an approved authorization
for expenditure and as a basis for administration of the
resources made available.

The budgets were thus designed essentially as working tools,
first for policy- making organs and second for the internal
services concerned with financial administration and the execu-
tion of programmes of activity.

5. The differences in the form of presentation of the various
budgets reflected the varying needs and working methods of
policy- making bodies concerned with widely different fields of
activity and in particular the desire of each body to have informa-
tion and proposals submitted in the form it had found most
helpful as a basis for deciding on the resources to be allocated
to different types of activity and to the over -all programme of
the organization concerned. Normally, the best form for this
purpose had proved to be one which corresponded as closely
as possible to the internal structure of the organization concerned,
which in turn corresponded closely to the nature and content
of its programme of activities: a budget in this form facilitated
the task of the policy- making body in assessing the resources
needed; it also provided for the most efficient basis for the
utilization of these resources ana the control of expenditure.
Since each organization has a field of activity different from
that of every other, and had developed an organizational
structure and methods of work corresponding to the special
characteristics and requirements of its own operations, the

layouts of the various budgets had consequently developed along
different lines.

6. The ACC noted, in particular, that any organization which
operates on a substantial scale in a particular field or type of
activity must have for each such field a managerial and operating
staff organized in such a way as to be able to handle efficiently
the various functions and responsibilities that are involved.
An organization which expects to be engaged in a particular
type of activity continuously, on a large scale and for many
years, will need to organize its operations and the staff responsible
for them in a quite different way from one which is concerned
only with certain limited aspects of the same activity, or is
concerned with it only temporarily, or only to the extent that
it impinges on some major activity for which that organization
is primarily responsible. For the general field of education and
training, for example, UNESCO has major departments which
include a number of specialized services; while ILO, which is
concerned only with certain aspects of the same field, has only
one such specialized unit -the Workers' Education Branch -
and relies on its main operating units in such fields as manage-
ment development and vocational training to cover, as part of
their normal work, those aspects of secondary or higher educa-
tion which directly affect the activities for which they are res-
ponsible; and FAO has two specialized units -the Agricultural
Education Branch and the Agricultural Extension Branch -and
relies on its Forestries, Fisheries, Nutrition, Home Economics
and other services to cover educational as well as other aspects of
the activities with which they are concerned. In the broad field of
industrialization, the United Nations is in the process of develo-
ping a programme of work corresponding to the objectives
defined for it by the 'General Assembly, with an administrative
structure appropriate to these responsibilities; in other organiz-
ations, specialized departments or units -such as the Human Re-
sources Department of ILO with its Management Development,
Vocational Training and Manpower Planning and Organization
Branches, the Technical Department and the Public Relations
and Legal Affairs Departments in FAO, and the Department
of Application of Sciences in UNESCO -are responsible for
planning and conducting on a substantial scale operations,
within the specialized fields of these organizations, which
contribute in different but related ways to the same broad
objectives. In each such case the budget layout on the basis
of which the policy -making body can best assess the resources
requirements of the work involved, and the organizational
structure through which operations can be most efficiently
conducted and the expenditure of funds most economically
controlled, necessarily correspond to the scale, nature and
complexity of the operations and to the varying proportions
in which they involve such different types of activity as the
holding of ad hoc or periodical meetings, the pursuit of research,
the publication of specialized or periodical reports, the conduct
and supervision of field activities, and so on.

7. It was noted, again, that some organizations operated in
precisely defined technical fields, on a basis which was necessarily
closely knit and highly centralized; this was reflected in their
financial requirements and their budget pattern. Others covered
broad fields of economic, social or other activities, in some
cases with decentralization and diffusion of their work on a
scale which made administrative, financial and budgetary
decentralization a necessity: this was reflected both in the pro-
cedure for preparation, adoption and management of the
budget and in the actual structure of the budget itself.
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S. In the case of each organization, moreover, as new activities
had been initiated or expanded and others had been tapered
off, it had frequently been found necessary to make correspond-
ing adjustments in internal organization, in methods of work
and in the layout of the budget.

9. Thus, there were twin difficulties facing any approach to a
single budget layout: first, the need of each different legislative
organ to have the programme and budget proposals of its
organization submitted to it in the particular form which best
fits the scale and nature of its operations and which consequently
provides the best basis for decisions concerning the allocation
of resources, and second, the need to retain flexibility for each
organization to make changes in its budget layout as and when
changing programmes, priorities or organizational structures
require such changes to be made. The ACC considered that it
would not be possible to reconcile these requirements with the
adoption of a uniform layout for the presentation of budgets

to the different policy- making bodies and for subsequent
executive action which must be carried out and financially
controlled within the framework of the appropriations
voted.

10. As will, however, be apparent from the proposals submitted
to the Council in document E/4156, the ACC has given detailed
consideration to what in its view would be a practical method
of assisting the Council in its efforts to obtain a clearer picture
of the total resources placed at the disposal of the United Nations
family of organizations as a whole and of the manner in which
these resources are allocated as between different fields of
activity; and it is the hope of the ACC that the report on ex-
penditures by programmes of activity which it is preparing for
submission to the Council at its forty -first session will constitute
a useful first step towards meeting the main needs of the Council
for information of this kind.

Annex 11

RESOLUTION AFR /RC15 /R2 ADOPTED BY THE REGIONAL COMMITTEE
FOR AFRICA AT ITS FIFTEENTH SESSION ON 9 SEPTEMBER 1965 1

In accordance with the request made by the Regional
Committee for Africa at its fifteenth session in 1965,
the Director -General has the honour to bring to the
attention of the Nineteenth World Health Assembly
resolution AFR /RC15 /R2, the text of which reads
as follows:

The Regional Committee,

Recalling the fundamental principles of WHO
regarding the promotion of the physical, mental
and social health of all peoples;

Recalling also resolution WHA14.58;

Considering that during the discussion on the
report of the Regional Director reference has been
made to the health problems created by refugees
from the Portuguese colonies in Africa;

Considering the inhuman conditions in which
the African populations under Portuguese domi-
nation are still living;

1 See resolution WHA19.31.

[A19 /AFL /3 -4 March 1966]

Considering the firm resolve of the African States
to fight actively against social oppression and racial
discrimination,

1. PLEDGES the Member States of the Region to
do whatever is possible to protect and promote the
health rights of the populations of the Portuguese
colonies in Africa engaged in their struggle for
national liberation;

2. INVITES the African States, where they are
represented in the organs of WHO, to consider
every means calculated to lead the Government of
Portugal to renounce once and for all its colonial
policy of oppression; and

3. INVITES the Regional Director to transmit this
resolution to the Director -General with the request
that he brings it to the attention of the Nineteenth
World Health Assembly.



56 NINETEENTH WORLD HEALTH ASSEMBLY, PART I

Annex 12

SUMMARY OF BUDGET ESTIMATES FOR THE FINANCIAL YEAR
1 JANUARY - 31 DECEMBER 1967

As approved by the Nineteenth World Health Assembly

PART I: ORGANIZATIONAL MEETINGS

1967
Estimated
obligations

US$

SECTION 2: EXECUTIVE BOARD AND ITS
COMMITTEES

1967
Estimated

obligations
US$

SECTION 1: WORLD HEALTH ASSEMBLY

Chapter 00 Personal Services
Chapter 00 Personal Services

01 Salaries and wages (temporary staff) . 62 850
01 Salaries and wages (temporary staff) . 54 000

02 Short -term consultants' fees . . . . 900 Total - Chapter 00 54 C00

Total - Chapter 00 63 750
Chapter 20 Travel and Transportation

Chapter 20 Travel and Transportation 21 Duty travel 12 700
21 Duty travel 12 500 25 Travel and subsistence of members . 59 000
22 Travel of short -term consultants 1 200 26 Travel and subsistence of temporary
25 Travel of delegates 114 000 staff 12 600
26 Travel and subsistence of temporary

staff 15 500 Total - Chapter 20 84 300

Total - Chapter 20 143 200 Chapter 30 Space and Equipment Services

Chapter 30 Space and Equipment Services 32 Rental and maintenance of equipment 850

31 Rental and maintenance of premises . 9 000 Total - Chapter 30 850
32 Rental and maintenance of equipment 2 400

Chapter 40 Other ServicesTotal - Chapter 30 11 400
43 Other contractual services 1 000

Other ServicesChapter 40 44 Freight and other transportation costs 800

43 Other contractual services 400
44 Freight and other transportation costs 2 900 Total - Chapter 40 1 800

Total - Chapter 40 3 300 Chapter 50 Supplies and Materials

Chapter 50 Supplies and Materials 51

53
Printing
Supplies

36 250
6 300

51 Printing 169 390
52 Visual materials 2 000 Total - Chapter 50 42 550
53 Supplies 7 400

Chapter 60 Fixed Charges and ClaimsTotal - Chapter 50 178 790
62 Insurance 700

Chapter 60 Fixed Charges and Claims
62 Insurance 60

Total - Chapter 60 700

TOTAL - SECTION 2 184 200Total - Chapter 60 60

Chapter 80 Acquisition of Capital Assets

82 Equipment 1 500 SECTION 3: REGIONAL COMMITTEES

Total - Chapter 80 1 500 Chapter 00 Personal Services

01 Salaries and wages (temporary staff) . 22 060TOTAL - SECTION 1 402 000

Total - Chapter 00 22 060
1 See resolution WHA19.41.
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Chapter 20

1967
Estimated

obligations
US $

Travel and Transportation Chapter 20

1967
Estimated
obligations

US $

Travel and Transportation

21 Duty travel 48 780 21 Duty travel 1 405 436

26 Travel and subsistence of temporary 22 Travel of short -term consultants . . 1 278 450

staff 26 690 23 Travel on initial recruitment and
repatriation 264 539

Total - Chapter 20 75 470 24 Travel on home leave 823 774
25 Travel of temporary advisers . . . 236 075
26 Travel of temporary staff 68 700

Chapter 30 Space and Equipment Services 27 Transportation of personal effects . 85 772
28 Installation per diem 144 208

31 Rental and maintenance of premises 70
Total - Chapter 20 4 306 95432 Rental and maintenance of equipment 500

Total - Chapter 30 570 Chapter 30 Space and Equipment Services

31 Rental and maintenance of premises 394 677

Chapter 40 Other Services 32 Rental and maintenance of equipment 155 726

41 Communications 2 000 Total - Chapter 30 550 403
43 Other contractual services 7 500

Other Services44 Freight and other transportation costs 5 530 Chapter 40
41 Communications 358 158

Total - Chapter 40 15 030 42 Hospitality 10 800
43 Other contractual services 703 195
44 Freight and other transportation costs 85 218

Chapter 50 Supplies and Materials

53 Supplies 11 670 Total - Chapter 40 1 157 371

Total - Chapter 50 11 670 Chapter 50 Supplies and Materials

51 Printing 579 100
TOTAL - SECTION 3 124 800

53 Supplies 1 679 816

TOTAL -PARTI 711 000 Total - Chapter 50 2 258 916

Chapter 60 Fixed Charges and Claims

61 Reimbursement of income tax . . 26 125
62 Insurance 31 653

PART II : OPERATING PROGRAMME Total - Chapter 60 57 778

SECTION 4: PROGRAMME ACTIVITIES Chapter 70 Grants, Contractual Technical Services
and Training Activities

Chapter 00 Personal Services
71 Fellowships 3 476 695

01 Salaries and wages 21 829 663 72 Grants and contractual technical
Less: Staff assessment 4 861 778 services 2 497 914

73 Participants in seminars and other
Net salaries and wages 16 967 885 educational meetings 1 022 730

02 Short -term consultants' fees . . 1 137 200 74 Staff training 95 000
75 Research training 200 000

Total - Chapter 00 18 105 085 76 Research by individual investigators . 100 000

Total - Chapter 70 7 392 339
Chapter 10 Personal Allowances

11 Terminal payments 857 404 Chapter 80 Acquisition of Capital Assets

12 Pension fund 2 090 803 81 Library books 36 449
13 Staff insurance 211 848 82 Equipment 1 149 437
14 Representation allowance 10 400

Total - Chapter 80 1 185 88615 Other allowances 3 429 003

Total - Chapter 10 6 599 458 TOTAL - SECTION 4 41 614 190
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SECTION 5: REGIONAL OFFICES

1967
Estimated
obligations

US $

Chapter 80

1967
Estimated
obligations

US $

Acquisition of Capital Assets

Chapter 00 Personal Services 81

82
Library books
Equipment

9
174

381
505

01 Salaries and wages 3 657 944
Total - Chapter 80 183 886Less: Staff assessment 818 068

Net salaries and wages 2 839 876 TOTAL - SECTION 5 4 903 633

Total - Chapter 00 2 839 876

SECTION 6: EXPERT COMMITTEES

Chapter 10 Personal Allowances
Chapter 00 Personal Services

11 Terminal payments 137 579
12 Pension fund 394 014 01 Salaries and wages (temporary staff) 39 160

13 Staff insurance 34 703
14 Representation allowance 15 600 Total - Chapter 00 39 160

15 Other allowances 405 290

Total - Chapter 10 987 186
Chapter 20 Travel and Transportation

25 Travel and subsistence of members . 134 400

Chapter 20 Travel and Transportation Total - Chapter 20 134 400

21 Duty travel 103 150
23 Travel on initial recruitment and Chapter 40 Other Services

repatriation 16 152
24 Travel on home leave 101 766 43 Other contractual services 19 800

27 Transportation of personal effects . 3 840
28 Installation per diem 6 748 Total - Chapter 40 19 800

Total - Chapter 20 231 656 Chapter 50 Supplies and Materials

51 Printing 66 000
Chapter 30 Space and Equipment Services

Total - Chapter 50 66 000
31 Rental and maintenance of premises 153 995
32 Rental and maintenance of equipment 31 924

Chapter 60 Fixed Charges and Claims
Total - Chapter 30 185 919

62 Insurance 2 640

Chapter 40 Other Services Total - Chapter 60 2 640

41 Communications 146 684 TOTAL - SECTION 6 262 000
42 Hospitality 9 000
43 Other contractual services 48 825 TOTAL - PART II 46 779 823
44 Freight and other transportation costs 32 538

Total - Chapter 40 237 047

Chapter 50 Supplies and Materials
PART III: ADMINISTRATIVE SERVICES

51 Printing 3 344
52 Visual materials 55 791
53 Supplies 96 718 SECTION 7: ADMINISTRATIVE SERVICES

Total - Chapter 50 155 853 Chapter 00 Personal Services

01 Salaries and wages 2 620 934

Chapter 60 Fixed Charges and Claims
Less: Staff assessment 516 117

61 Reimbursement of income tax 65 904 Net salaries and wages 2 104 817
62 Insurance 16 306 02 Short -term consultants' fees . 9 600

Total - Chapter 60 82 210 Total - Chapter 00 2 114 417
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Chapter 10 Personal Allowances

1967
Estimated

obligations
US $

Chapter 80 Acquisition of Capital Assets

1967
Estimated
obligations

US $

11 Terminal payments 105 223 82 Equipment 17 300

12 Pension fund 324 297
13 Staff insurance 25 861 Total - Chapter 80 17 300

14 Representation allowance 15 600
15 Other allowances 227 852 TOTAL - SECTION 7 3 524 177

Total - Chapter 10 698 833 TOTAL - PART III 3 524 177

Chapter 20 Travel and Transportation
PART IV : OTHER PURPOSES

21 Duty travel 82 900
22 Travel of short -term consultants . 10 800 SECTION 8: HEADQUARTERS BUILDING FUND
23 Travel on initial recruitment and

repatriation 11 339 Chapter 80 Acquisition of Capital Assets
24 Travel on home leave 66 835 83 Land and buildings 500 000
27 Transportation of personal effects . 11 509

Total - Chapter 80 500 00028 Installation per diem 6 035

Total - Chapter 20 189 418 TOTAL - SECTION 8 500 000

TOTAL - PART IV 500 000

Chapter 30 Space and Equipment Services
SUB -TOTAL - PARTS I, II, III AND IV 51 515 000

31 Rental and maintenance of premises 124 209
32 Rental and maintenance of equipment 52 220

Total - Chapter 30 176 429
PART V : RESERVE

Chapter 40 Other Services SECTION 9: UNDISTRIBUTED RESERVE 3 202 890

41 Communications 93 100 TOTAL - SECTION 9 3 202 890
42 Hospitality 4 200

TOTAL - PART V 3 202 89043 Other contractual services 59 303
44 Freight and other transportation costs 18 586

TOTAL - ALL PARTS 54 717 890
Total - Chapter 40 175 189

Less:

Reimbursement from the Technical Assistance
Chapter 50 Supplies and Materials component of the United Nations Develop-

ment Programme 1 301 560
51 Printing 1 106
52
53

Visual materials
Supplies

75 000
54 432 Less: Casual Income

Assessments on new Members from previous
Total - Chapter 50 130 538 years 23 640

Available by transfer from the cash portion of
the Assembly Suspense Account 100 000

Chapter 60 Fixed Charges and Claims
TOTAL - CASUAL INCOME 123 640

61 Reimbursement of income tax 15 409
TOTAL - DEDUCTIONS 1 425 20062 Insurance 6 644

Total - Chapter 60 22 053 TOTAL - ASSESSMENTS ON MEMBERS 53 292 690
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Annex 13

PROGRAMME ACTIVITIES IN THE HEALTH ASPECTS OF WORLD POPULATION
WHICH MIGHT BE DEVELOPED BY WHO 1

REPORT BY THE DIRECTOR - GENERAL

The Eighteenth World Health Assembly considered
the report 2 submitted to it on this subject by the
Director -General upon the request made in resolution
EB35.R31 by the Executive Board at its thirty -fifth
session, and adopted resolution WHA18.49 which
read as follows :

The Eighteenth World Health Assembly,

Having considered the report of the Director -
General on programme activities in the health aspects
of world population which might be developed by
WHO;

Bearing in mind Article 2 (1) of the Constitution
which reads: " In order to achieve its objective,
the functions of the Organization shall be ... to
promote maternal and child health and welfare and
to foster the ability to live harmoniously in a chang-
ing total environment ";

Noting resolution 1048 (XXXVII) adopted by the
Economic and Social Council at its thirty- seventh
session, in August 1964;

Believing that demographic problems require the
consideration of economic, social, cultural, psycho-
logical and health factors in their proper perspective;

Noting that the United Nations Population Com-
mission at its thirteenth session, in April 1965, atta-
ched high priority to the research and other activities
in the field of fertility;

Considering that the changes in the size and
structure of the population have repercussions on
health conditions;

Recognizing that problems of human repro-
duction involve the family unit as well as society
as a whole, and that the size of the family should be
the free choice of each individual family;

Bearing in mind that it is a matter for national
administrations to decide whether and to what
extent they should support the provision of infor-
mation and services to their people on the health
aspects of human reproduction;

I See resolution WHA19.43.
2 See Of Rec. Wld Hlth Org. 143, Annex 18.

[A19 /P &B/19 - 13 May 1966]

Accepting that it is not the responsibility of WHO
to endorse or promote any particular population
policy; and

Noting that the scientific knowledge with regard
to the biology of human reproduction and the
medical aspects of fertility control is insufficient,

1. APPROVES the report of the Director -General on
programme activities in the health aspects of world
population which might be developed by WHO; 2

2. REQUESTS the Director -General to develop
further the programme proposed:

(a) in the fields of reference services, studies
on medical aspects of sterility and fertility
control methods and health aspects of popu-
lation dynamics; and
(b) in the field of advisory services as outlined
in part III, paragraph 3, of his report, 3 on the
understanding that such services are related,
within the responsibilities of WHO, to technical
advice on the health aspects of human repro-
duction and should not involve operational
activities; and

3. REQUESTS the Director -General to report to the
Nineteenth World Health Assembly on the pro-
gramme of WHO in the field of human reproduction.

In accordance with paragraph 3 of this resolution
the Director -General has the honour to present the
following report to the Nineteenth World Health
Assembly.

I. INTRODUCTION

1. WHO Activities

The Advisory Committee on Medical Research at
its seventh session in June 1965 considered the reports
of the Scientific Groups on Neuroendocrinology and
Reproduction in the Human,' Mechanism of Action
of Sex Hormones and Analogous Substances 5 and

3 See Off Rec. Wld Huth Org. 143, 158.
4 Wud Huth Org. techn. Rep. Ser., 1965, 304.
5 Wld Hlth Org. techn. Rep. Ser., 1965, 303.
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the Biochemistry and Microbiology of the Female
and Male Genital Tracts.'

As a result the Advisory Committee recommended
that work in the field of human reproduction should
continue to be given considerable attention. It agreed
that the provision of pituitary follicle stimulating and
luteinizing hormones of great purity would be desirable
and that studies of the effects of drug administration
to mothers upon the health of their offspring through-
out childhood would be of importance.

The Advisory Committee also considered the health
aspects of population dynamics with particular
reference to biological and social factors influencing
population dynamics, and the relationship of health
services to population growth. It agreed that WHO
should undertake and sponsor research on the health
aspects of population dynamics and that it should
retain a global perspective in this work. It suggested
that studies of fecundity, fertility and fertility control
techniques, as well as of sterility, abortions, mal-
formations, infant mortality and general mortality,
should be undertaken in all countries and that priority
should be given to conducting such studies in the
developing countries. The Advisory Committee con-
sidered that such investigations should not be purely
statistical, but should be of an interdisciplinary nature,
so that account could be taken of all relevant factors.
Furthermore, such studies should be linked with
medical programmes and clinical advice, in order that
the voluntary co- operation of the population under
survey might be obtained. The Advisory Committee
also agreed that mortality studies are most useful if
they relate to mortality from specific causes. It was
of the opinion that changing environmental factors
should be studied for their influence on population
dynamics, particularly those factors inherent in health
matters such as improved sanitation, vaccination and
drug therapy. Finally, the Advisory Committee
recommended that WHO should assess the work
already being done or planned by national govern-
ments or organizations so that a well -balanced and
co- ordinated programme can be developed.

2. United Nations Activities

As will be reported by the Director -General under
item 2.17, " Decisions of the United Nations, the
specialized agencies and the International Atomic
Energy Agency affecting WHO's activities : Programme
matters ", the thirty -ninth session of the Economic
and Social Council considered work programmes and
priorities in population fields and adopted resolution
1084 (XXXIX). In this resolution (the full text of

1 Wld Huth Org. techn. Rep. Ser., 1965, 313.

which is reproduced in the Appendix to this annex)
the Council endorsed the recommendations of the
Population Commission on the long -range programme
of work in this field and, in operative paragraph 5,
requested the Secretary -General:

(a) To consider giving a position for the work in
population in the United Nations Secretariat that
would correspond to its importance;
(b) To provide, in accordance with Council
resolution 222 (IX) of 14 and 15 August 1949 and
General Assembly resolution 418 (V) of 1 December
1950, advisory services and training on action pro-
grammes in the field of population at the request of
governments desiring assistance in this field;
(c) To consult the interested specialized agencies
on the division of responsibilities and co- ordination
of activities in the long -range programme of work
in the population fields recommended by the
Population Commission;
(d) To present to the Population Commission at
its fourteenth session proposals with regard to the
priorities of work over future periods of two years
and of five years, within the framework of the
long -range programme of work in the population
fields.

Resolution WHA18.49 was brought to the attention
of the Council during its debate on this subject.
Consultations with the United Nations on its long -
range programme were pursued through the Adminis-
trative Committee on Co- ordination (ACC) and are
still going forward within the framework of the Health
Assembly's resolution.

The General Assembly began the consideration of
the Council's report on population questions, together
with the report of the Second World Population
Conference, held in Belgrade in September 1965, and
a draft resolution. After discussion of the draft
resolution and amendments, the General Assembly
postponed its decision on this item to its twenty -first
session.

After an extensive debate on the role of UNICEF
in family planning, the UNICEF Executive Board in
1965 asked the Executive Director to submit a report
on this question to its 1966 session to be held at
Addis Ababa in May. The Executive Director might
submit at the same session one or two requests from
governments giving high priority to this problem;
however, the governments should be informed that
assistance could not be approved unless the Board had
adopted a policy of aid in this field.

The representative of WHO at the UNICEF Exec-
utive Board described the development of WHO's
programme relating to the health aspects of world



62 NINETEENTH WORLD HEALTH ASSEMBLY, PART I

population and outlined the Organization's future
activities with regard to human reproduction. He
quoted resolution WHA18.49 of the Eighteenth World
Health Assembly and assured the Board that, within
the framework of this resolution, WHO would attempt
to furnish UNICEF with any technical information
and advice it might need.

II. PROGRAMME IN 1965 AND 1966

1. Scientific
duction

Groups on Research in Human Repro-

Since the Eighteenth World Health Assembly,
scientific groups have been held and reports published
on the following subjects:

(a) Immunological Aspects of Human Reproduction
(4 -9 October 1965). This report 1 will be presented
to the Advisory Committee on Medical Research at
its eighth session in June 1966. As will be seen from
it, the group was of the opinion that immunological
research can give rise to the detection of ovulation,
and possibly its anticipation, in sub -human primates
and in women. It also believed that research might
give rise to the possibility of controlling fertility in the
human being by immunization, particularly against
one or more of the components of seminal fluid.

(b) Chemistry and Physiology of the Gametes
(2 -8 November 1965). This report 2 will also be
presented to the Advisory Committee on Medical
Research at its eighth session in June 1966. The
report gives particular importance to the many possi-
bilities for research on the development of male germ
cells and the secretion of the generative apparatus.
It also gives attention to the epididymis and its
physiology, which at the moment are largely unknown.

(c) Clinical Aspects of Oral Gestogens (30 Nov-
ember - 6 December 1965). This report 3 will also
be considered by the Advisory Committee at its
eighth session in June 1966. It carefully surveys all
available valid data relative to the use of orally active
steroids. It considers equally carefully the side effects
and contra -indications. The relationship of these
substances to blood vascular diseases (including
vascular disease of the eyes), liver disease and cancer
are also reviewed. It is to be noted that, as of
December 1965, seven million women were taking
orally active steroids with no thrombo -embolic
disease, liver disease or cancer having been proven to
be caused by these substances.

1 Wld Hlth Org. techn. Rep. Ser., 1966, 334.

2 Wld Hlth Org. techn. Rep. Ser., 1966, 333.

3 Wld Hlth Org. techn. Rep. Ser., 1966, 326.

(d) Basic and Clinical Aspects of Intra- uterine
Devices (7 -12 February 1966). The Advisory Com-
mittee will also consider this report 4 at its eighth
session in June. It is noted in the report that some
29 per cent. of the two million women so far observed
cannot, for various reasons, use an intra- uterine
device as a means of fertility control, the main reasons
being abnormal bleeding, cramps and spontaneous
expulsions.

Three scientific groups are expected to meet in the
months following the Nineteenth World Health
Assembly to consider:

(a) The Ovulation Cycle (30 May - 6 June 1966).
This scientific group will consider all aspects of the
menstrual cycle in women, including basal body
temperature changes and other indications of ovulation
as they might be used in fertility control.

(b) Clinical Aspects of Oral Gestogens. This
scientific group will study the knowledge which has
become available since a scientific group considered
this subject at the end of 1965 (see (c) above). It is
planned to hold such a review annually.

(c) Basic and Clinical Aspects of Intra- uterine
Devices. This scientific group will study the know-
ledge that has become available since a scientific
group considered this subject at the beginning of the
year (see (d) above). It is planned to hold such a
review annually.

Again this year a group of temporary advisers will
meet to consider the priority to be given to and the
means of implementing recommendations made by
the scientific groups which have not so far been
pursued in detail.

2. Service to Research

(a) Establishment of Collections of Human Pitui-
taries. In July 1965 a contract was signed with a
commercial firm for the processing of human pitui-
taries for research purposes. Shortly thereafter letters
were sent by the Director -General to the ministers of
health of several governments requesting their con-
sideration and support of the collection of pituitaries
for research purposes. The first pituitaries were
collected from Poland in January 1966. Information
has recently been received that India and Yugoslavia
will co- operate in the collection of pituitaries. It is
hoped that this programme will rapidly expand.

4 Wld Hlth Org. techn. Rep. Ser., 1966, 332.
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(b) Documentation Centre. The WHO Library
will serve as a documentation centre on human
reproduction and is prepared to furnish copies of
research articles upon the request of investigators.

(c) Inventory of Research Institutions and Research
Scientists working on Human Reproduction. Work has
already begun on the inventory.

(d) Bibliography of Ethnic and Geographical Vari-
ations in Human Reproduction and Critical Review
thereof The bibliography was completed at the
beginning of November 1965. Work on the critical
review of the bibliography is progressing rapidly.
The review should appear in published form early
in 1967.

(e) Introduction of New Animals into Laboratory
Research. In October 1965 the Zoological Society
of London undertook on a contractual basis to
investigate in the Wellcome Research Laboratories
(located at the London Zoo) the introduction of new
animals into laboratory research. The objective of
the study is the possible use of various species of
carnivores showing delayed implantation and delayed
fertilization.

(f) Studies on Immuno-pathological Mechanisms.
Research on auto -antigens and auto -antibodies in
spermatozoa of guinea -pigs is being carried out on a
contractual basis by a laboratory in Paris. This study
shows promise of illustrating new immuno- techniques
for fertility control in guinea -pigs.

3. Research Grants to Individual Investigators

Research grants have been approved for an epi-
demiological study of population dynamics; the
investigation of the relationship between the chemical
structure and biological effects of steroids; the study
of neuro- endocrine mechanisms in reproductive physi-
ology; and the study of anti -fertility agents obtained
from plants.

Other grants for studies of the immunological
aspects of sperm agglutinins in the blood of vasec-
tomized humans, detection of ovulation, etc., are
under consideration.

4. Grants for Research Training and the Exchange
of Research Workers

Grants have been awarded for studies on such
subjects as neonatal physiology and pathophysiology
especially as they relate to the physiology of pregnancy,
the proteolytic enzymes in the reproductive tract and
the mechanism of fibrinolysis and the reciprocal
relation between ovarian function and lactation.

5. Advisory Services to Governments

WHO has provided, upon request, information on
the several aspects of human reproduction.

6. WHO Representation at Meetings

Since the Eighteenth World Health Assembly WHO
has been represerited at several meetings related to this
subject, such as the symposium on endogenous sub-
stances affecting smooth muscle with special reference
to the myometrium, held in Bristol, England, in
July 1965 and organized by the Society for En-
docrinology; the United Nations Second World
Population Conference, held in September 1965 in
Belgrade; and a seminar on reproductive biology held
in March 1966 at New Delhi by the Central Family
Planning Board and the Indian Council for Medical
Research.

III. FUTURE PROGRAMME

It is hoped that the future will see a further expansion
in all aspects of the programme as outlined in part II
above, including WHO's advisory services to
governments.

In so far as these advisory services are concerned,
the Director -General, in his report to the Eighteenth
World Health Assembly, stated in paragraph 3 of
part III: " WHO should be prepared to give advice,
on request, to the health administrations of its
Members and Associate Members on the medical
aspects and treatment of sterility and the medical
aspects of family planning. It should also be in a
position to advise on the place such subjects should
have in the health services of the community ".1
Having considered that report, the World Health
Assembly, as already mentioned at the beginning of
the present report, adopted resolution WHA18.49,
and in operative paragraph 2 (b) requested the Director -
General to develop further the programme proposed
" in the field of advisory services as outlined in
part III, paragraph 3, of his report, on the under-
standing that such services are related, within the
responsibilities of WHO, to technical advice on the
health aspects of human reproduction and should not
involve operational activities ".

It is believed that, given due regard to the clear
policy statements made by the World Health Assembly
in the consideranda of its resolution WHA18.49, and
to the present stage of knowledge about human
reproduction, WHO's role should be to advise govern-
ments, upon request, in the development of pro-
grammes, on a demonstration basis, where there is

1 Off Rec. Wld Hlth Org. 143, 158.
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an organized health service, without impairing its
normal preventive and curative activities. The pro-
gramme should include activities in the medical
aspects both of sterility and of family planning as part

of the overall functions of the local health services,
particularly of their maternal and child health services,
special attention being paid to the training of pro-
fessionals and non -professionals.

Appendix

ECONOMIC AND SOCIAL COUNCIL RESOLUTION 1084 ( XXXIX)

Work Programmes and Priorities in Population Fields 1

The Economic and Social Council,

Recalling General Assembly resolution 1838 (XVII) of
18 December 1962 on population growth and economic develop-
ment and Council resolutions 933 C (XXXV) of 5 April 1963
on intensification of demographic studies, research and training
and 1048 (XXXVII) of 15 August 1964 on population growth
and economic and social development,

Bearing in mind the problems in the economic and social
development of developing countries associated with the growth
and structure of population and migration from the countryside
to the cities,

Recalling the concern with these problems expressed in the
responses of many Governments of developing countries to the
inquiry among Governments on problems resulting from the
interaction of economic development and population changes 2

carried out in accordance with the above- mentioned resolution
of the General Assembly,

Taking note of the views expressed by the Population Com-
mission in the report of its thirteenth session 1 on population
growth and economic and social development and on possibilities
of assisting Governments of developing countries in dealing
with population problems, and in particular the Population
Commission's recommendations on the long -range programme
of work of the United Nations and the specialized agencies in
the population fields,

Being aware that many countries lack technical personnel
with specialized training in population questions and facilities
for training national technicians,

Considering that there is a need to intensify and extend the
scope of the work of the United Nations and the specialized
agencies relating to population questions,

1. Endorses the recommendations of the Population Com-
mission in the report of its thirteenth session on the long -range
programme of work in the fields of population, including its
recommendations with regard to the increase and improvement

1 Official Records of the Economic and Social Council, Thirty -
ninth Session, Supplement No 9 (E/4019), paras 105 -117.

2 Ibid., Thirty- seventh Session, Annexes, agenda item 21,
documents E /3895 /Rev.1 and Corr.1 and Add.l.

of demographic statistics, the strengthening of regional demo-
graphic training and research centres, and other activities to
increase the supply of technically trained personnel in the
developing countries, expansion and intensification of research
and technical work, widening of the scope and increase of the
amount of technical assistance in population fields available
to Governments of developing countries upon their request,
and conferences and related activities in the population fields;

2. Draws the attention of the Statistical Commission, the
Social Commission and the Commission on the Status of
Women to the recommendations and suggestions of the Popula-
tion Commission relating to activities in their fields of interest;

3. Invites the regional economic commissions and the
interested specialized agencies to give consideration to pos-
sibilities of modifying and expanding their programmes of
activities in the population fields along the lines indicated by
the recommendations of the Population Commission;

4. Calls to the attention of the General Assembly the need
to provide the necessary resources, within the framework of
the decisions taken to balance the budget of the United Nations,
for the United Nations to carry out the intensified and expanded
programme of activities in the fields of population recommended
by the Population Commission;

5. Requests the Secretary- General:

(a) To consider giving a position for the work in population
in the United Nations Secretariat that would correspond to
its importance;

(b) To provide, in accordance with Council resolution 222 (IX)
of 14 and 15 August 1949 and General Assembly resolution
418 (V) of 1 December 1950, advisory services and training on
action programmes in the field of population at the request of
Governments desiring assistance in this field;

(c) To consult the interested specialized agencies on the
division of responsibilities and co- ordination of activities in
the long -range programme of work in the population fields
recommended by the Population Commission;

(d) To present to the Population Commission at its fourteenth
session proposals with regard to the priorities of work over
future periods of two years and of five years, within the frame-
work of the long -range programme of work in the population
fields.

1394th plenary meeting, 30 July 1965
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1. GENERAL PROGRESS

In many countries a considerable measure of pro-
gress in the malaria eradication programme has been
made during 1965. The number of people living in
areas where transmission has been stopped or eradi-
cation achieved has increased by over 105 million
compared with 1964.

As may be seen in Table 1, 1214 million people
(77 per cent.) live in areas where malaria has been
eradicated or where eradication programmes are in
progress out of the estimated population of 1576
million living in the originally malarious areas of the
world (Map 1).3 The population of areas in the
maintenance and consolidation phases which are thus
freed from the risk of endemic malaria now amounts
to 905 million (over 57 per cent. of the population
of the originally malarious areas), an increase of
333 million compared with 1962 (Fig. 1).

1 See resolution WHA19.13.
2 Since this report covers the period up to 31 December 1965

it does not reflect changes in the political status of countries
and territories that have taken place since the end of that period.

3 Excluding China (mainland), North Korea and North
Viet -Nam.

Of the population of 362 million shown in Table 1
as not being covered by a malaria eradication pro-
gramme, 77 million live in countries conducting
programmes on a planned staged basis, 184 million
live in countries undertaking pre- eradication pro-
grammes and 15 million in countries planning to
undertake such programmes. Hence areas with
86 million have as yet not indicated their intention
of pursuing a programme leading to malaria eradi-
cation; most of these areas are in Africa.

The details of individual country programmes will
be considered in the Appendix, " Status of malaria
eradication, by region ", and the country population
figures are given in the concluding tables (see page 97).
During 1965, three countries -Bulgaria, China (Tai-
wan), and Trinidad and Tobago -have been entered
in the WHO official register as having eradicated
malaria. Jamaica and Romania have reached the
maintenance phase, and additional populations in
Albania, Argentina, Burma, French Guiana, Greece,
Sarawak (Malaysia), Syria, Venezuela, and Yugosla-
via are also reported as having entered this phase.



MAP 1. EPIDEMIOLOGICAL ASSESSMENT OF STATUS OF MALARIA, 30 JUNE 1965
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FIG. 1. POPULATION AT MALARIA RISK IN AREAS UNDER VARIOUS PHASES OF ERADICATION

at 31 December 1962, 30 September 1963, 31 December 1964 and 31 December 1965

(population in millions)

500 1000 1500

MAINTENANCE c CONSOLIDATION ATTACK PREPARATORY NOT COVERED BY
YEAR ERADIATTINS

PHASEPHASE PHASEj/ PHA SE OPERATIONS

1962 329.1 243.2 461.1 33.3 405.8

1963 343.4 353.6 359.1 48.8 396.8

1964 444.4 354.9 301.9 66.5 392.6

1965 535.0 370.2 265.0 43.4 362.3
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a Including countries with pre- eradication programmes and other antimalaria activities not classified as eradication operations.

TABLE 1. DETAILED STATUS OF MALARIA ERADICATION, BY REGION, AS AT 31 DECEMBER 1965

(population in thousands)

Region Total
population *

Population in areas

where malaria
never indigenousg
or disappeared
without specific

antimalaria
measures

which were
on inally
mal arious

where
malariama

eradication
claimed
(mainte-

nance phase)

where eradication programmes in progress
where

eradication
programme

not yet
started

consoli-
dation phase

attack
phase

preparatory
phase Total

African Region . .

The Americas . . .

South -East Asia .

Europe
Eastern

Mediterranean . .

Western Pacific . .

Total

212 883
463 355
689123
739 311

238 009
232 316

(1 027 540) **

16 318
308 845

39 278
409 207

60 207
165 190

196 565
154 510
649 845
330 104

177 802
67 126

3 223
61 926

174 983
269 536

6 459
18 880

2 733
40 831

281 111
29 946

11 339
4 288

490
38 737

153 311
9 224

57 900
5 336

-
12 811
6 531-

24 017-

3 223
92 379

440 953
39 170

93 256
9 624

190 119
205

33 909
21 398

78 087
38 622

2 574 997
(3 370 221) **

999 045 1 575 952 535 007 370 248 264 998 43 359 678 605 362 340

* From the United Nations Demographic Yearbook, 1964, w.th adjustments for subsequent population increases.
** The figures in brackets include the estimated population (795 224 000) of China (mainland), North Korea and North Viet -Nam, from which no other

information is available.
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In the Indian programme at the end of 1965 well over
one third (about 173 million) of the population of
the originally malarious areas (473 million) epidemio-
logically satisfied the criteria for entry into the main-
tenance phase.

Advances have been made from the attack phase to
consolidation in thirteen countries: Afghanistan,
Brazil, British Guiana, Colombia, Dominican Repu-
blic (first areas of the programme), Ecuador, French
Guiana, India, Indonesia (where it has been possible
to withdraw spraying in the island of Java in areas
covering nearly three -quarters of the population),
Mauritius (where the whole island is now in consoli-
dation or maintenance), Pakistan (first areas of the
programme which started in 1961), Sabah (Malaysia),
and Venezuela.

Further progress has also been made with regard
to the population covered by attack phase operations
in Argentina, Brazil, Bhutan (covered by the Indian
programme), Nepal, Thailand, and Pakistan where
over half the population is in the consolidation or
attack phase and a further 19 million are in the prepa-
ratory phase. A malaria eradication programme is
to be started in the United Arab Republic.

Following redefinition of the originally malarious
areas, populations amounting to 26 million living in
Brazil, Burma, and Korea are now considered to be
living in non -malarious areas; on the other hand, an
additional population of over half a million in Afghan-
istan is now included in the malarious areas of that
country.

Progress in the pre- eradication programmes has
been slow, none of them having progressed to malaria
eradication programmes in 1965, mainly because of
serious limitations of financial and personal resources.
At the end of 1965 there were twenty -seven of these
programmes in operation, fourteen in the African
Region, two in the European Region, five in the
Eastern Mediterranean Region, and six in the Western
Pacific Region (see section 2.2). In the South -East
Asia Region the public health project in the Maldive
Islands includes antimalaria activities amounting to
those of a pre- eradication programme.

In addition, at the end of 1965 plans for pre -era-
dication programmes or surveys were under discussion
with eight governments, all in the African Region -
in the Comoro Islands, Chad, Congo (Brazzaville),
Equatorial Guinea, Gabon, Guinea, Madagascar, and
Niger.

In certain programmes setbacks have occurred. In
Ceylon, during the latter part of 1964 and the early
months of 1965, foci of transmission with over 300
cases of malaria developed in consolidation phase
areas necessitating the re- introduction of spraying to
cover a population of 150 000. In Jordan, in an area

with a population of 300 000 it has been necessary to
revert to attack measures. Also again placed in the
attack phase are consolidation areas of Iraq, with a
population of over two million, where a large number
of cases occurred in 1964. In all three of these pro-
grammes the prompt measures taken appear to be
successfully overcoming the reappearance of the
disease. In Syria, foci of transmission were found in
both consolidation and maintenance phase areas and
a plan of action is being developed to deal with these
outbreaks in 1966. Similar events have occurred in
British Honduras, Costa Rica, Guatemala, Honduras,
Libya, and the Philippines. The main causes of most
of these setbacks have been the application of insuffi-
ciently stringent criteria for the termination of spray-
ing and for entry into the consolidation phase and the
false economy of providing inadequate surveillance
staff to carry out case -detection activities. In Iraq,
Mexico and Central American countries, the existence
of problem areas bordering on the consolidation
phase areas means that there is a constant influx of
parasite carriers requiring highly efficient surveillance.

Apart from these setbacks other difficulties, both
administrative and technical, have been encountered
and in certain cases there has been a worsening of the
malaria situation. In many instances, the major
obstacle hindering progress is financial, the difficulty
often being the lack of continuing
from year to year, with consequent interruption of
the programme. Lowering of the purchasing power
of money and consequent increase in the scale of
wages have been serious handicaps. Often because of
lack of flexibility in financing there have been delays
in the early introduction of essential supplementary
attack measures, thereby retarding progress of the
programme and accentuating technical difficulties.
In Mexico, Panama, and Central America, financing
for the completion of the programmes is being arran-
ged and plans for intensification of attack and surveil-
lance operations have been made to cover succeeding
years.

Insecurity during the year, especially in some parts
of Asia, has also been a serious obstacle. There are,
however, other areas (the population of which amounts
to about 1 per cent. of that of the total malarious
areas) where transmission has not been interrupted
in spite of regular total coverage with residual insecti-
cides -these are defined as problem areas. Consider-
able attention has been given to the methodology of
attack in these areas (see chapter 6) and in order to
elucidate the technical features that have delayed the
interruption of transmission research has been
carried out on an increasing scale into the factors that
may be responsible. Trials with new insecticides and
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other measures against the mosquito have been under-
taken and considerable research work has been done
on the development, screening and testing of new
drugs and trials of their use in the field have been made.

A meeting of the Expert Committee on Malaria
was held in September 1965; the Committee consi-
dered various aspects of the programme dealing with
maintenance of achieved eradication, chemotherapy
and the methodology of evaluation to be undertaken
in the early stage of attack operations.' The recom-
mendations of the Committee are discussed under the
appropriate chapter headings of this report.

The success of the world -wide eradication pro-

2.1 Eradication Programmes

gramme depends : first, on the sustained effort of
governments to pursue their eradication efforts to the
final achievement, and to maintain the vigilance neces-
sary to prevent the disease ever regaining its hold;
and, secondly, on the continued financial assistance
provided by international and bilateral agencies to
countries undertaking eradication programmes and,
of equal importance, on additional assistance being
provided to countries where pre- eradication pro-
grammes will shortly be reaching a level of development
at which malaria eradication programmes can be
implemented, provided financial provisions can be
assured.

2. OPERATIONAL ASPECTS

2.1.1 Planning, Organization and Management
Continued progress was made during 1965 in many

countries where the malaria eradication programmes
were carefully planned and efficiently managed. The
rate of progress in some countries, however, was below
expectations on account of serious deficiencies in
planning and execution. In many instances, careful
planning was nullified by the inability of some govern-
ments to provide the necessary finances for operations
foreseen in the plan. Delays in procurement of the
supplies and equipment required for operations, high
turnover of the personnel due in most instances to
inadequate pay scales not commensurate with the
arduous nature of their duties and lack of experienced
or trainable personnel for positions in the malaria and
health services have all contributed to delayed pro-
gress of the global programme. In some countries
the eradication of malaria has received an insufficiently
high level of priority in the national objectives, result-
ing from a lack of sense of urgency for carrying out the
programme.

Technical problems which have been encountered
are described in chapter 6 of this report (see page 78).
However, in many instances administrative weak-
nesses and financial inadequacies have contributed
greatly to the technical problems by delaying the full
implementation of attack and consolidation operations.
It is felt that in most cases the technical problems could
be overcome if the necessary financial resources were
available and administrative efficiency improved.

To carry out a malaria eradication programme
effectively, the national malaria eradication service
must be empowered to exercise complete technical
authority over the entire organizational, administra-
tive and managerial aspects of the field programme.

1 Wld Huth Org. techn. Rep. Ser., 1966, 324.

Administrative as well as technical weaknesses in the
malaria eradication programme can be detected only
by a continuous system of review and assessment and
by a searching annual evaluation of progress and of
the causes hindering progress. If malaria eradication
is to be achieved, these causes of failure or delay need
to be eliminated by introducing modifications in the
machinery of organization and management.

2.1.2 Attack and Consolidation Operations

There has been no major change in the methodology
of attack operations. Residual spraying of insecticide
is still the principal weapon used. However, during
1965 the trend has been to employ a combination of
methods rather than rely solely on residual spraying
and the use of these combined attack measures
(spraying and drugs) has now become a standard
method in areas where total insecticidal coverage
cannot be achieved, due to agricultural practices such
as the erection of crop huts, or frequent disturbance
of sprayed surfaces.

In areas where, due to technical factors, the standard
spraying with the common residual insecticides has
not been effective, higher dosages or more frequent
cycles have been used with some success. In some
instances the spray period has had to be readjusted
to ensure the maximum effect of the insecticide
during the peak transmission season.

Administrative difficulties and financial limitations
have sometimes resulted in deficient coverage leading
to persistent transmission, prolongation of the attack
phase and eventual development of problem areas.
During the year, shortage of national financing was
reported in many programmes with the consequence
of a late start, incomplete coverage of operations and
sub -standard implementation of spraying. The pro-
portion of unsprayed or partially sprayed houses and
localities is still too high in some cases, refusals
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accounting for a considerable portion of these. Where
the refusals were due to bed -bug infestation, the
judicious use of diazinon, malathion or HCH along
with DDT spraying has removed the problem. Parti-
cular attention had to be paid to health education in
areas where resistance of the people to residual insec-
ticide spraying was a major problem.

Other causes of operational failure have been inade-
quate supervision, lack of effective organization for
spraying, structures built after the routine spray
round, and disturbance of sprayed surfaces by lime -
washing, plastering, etc.

DDT continues to be the insecticide of choice in
almost all programmes. It is still the cheapest, safest
and most effective residual insecticide produced for
large -scale spraying operations. Dieldrin, previously
employed on a large scale, particularly in the Americas,
is now little used because of rapid development of
vector resistance and high mammalian toxicity. HCH
is being used only on a limited scale in special situa-
tions. Malathion, the alternative insecticide at present
recommended for field operations, has a short residual
effect on mud surfaces. At present it costs four times
as much as DDT and has to be used more frequently.

Difficulty with DDT 75 per cent. wettable powder
formulation continued during 1965. In certain
consignments up to 50 per cent. of the samples tested
were found to be of poor suspensibility. The Expert
Committee on Insecticides which met in October 1965
gave special consideration to this matter and recom-
mended certain measures to strengthen the WHO
specification.

It is now well recognized that the use of drugs in the
attack phase as a supplementary measure to residual
insecticide spraying has a definite place in shortening
the duration of the attack phase. Mass drug adminis-
tration has been employed for dealing with certain
problem areas in Central America. To be effective,
it is necessary to ensure adequate coverage of the
population, and experience shows that when the mass
drug administration has to be prolonged the number
of refusals rapidly increases. There was considerable
variation in the results of mass drug administration in
different areas. In one area in El Salvador, after
twelve cycles of well- supervised drug administration
the area remained free from indigenous cases. In
Nicaragua, because of the lower rate of acceptance
of the drug the results were in general less satisfactory
even after between 18 and 26 cycles, and in some of the
localities where the results were better the programme
could not be maintained because of limitations in
funds and personnel. In Haiti, mass drug adminis-
tration with a combination of chloroquine and
pyrimethamine given at three -weekly intervals has
been the main attack measure covering a population

of over one million; the acceptance of the drug is
high and the results are reported as satisfactory.

The use of medicated salt has continued with success
in certain special situations but by itself it is of limited
operational value. Consideration is being given to
its more widespread use as a supplement to residual
insecticides in certain situations. The chloroquinized
salt programme in British Guiana completed its
fourth year. Two districts with 28 000 people have
remained malaria free, except for two cases in 1963, and
the programme has been terminated in these districts.
The use of medicated salt in the nomad areas of Iran
has shown successful results and is being continued.

Antilarval measures have received increased atten-
tion during the year. In Central America, four
countries are using fenthion for larviciding and use
has also been made of aircraft for the application of
Paris green in Nicaragua. In Iran, Iraq, Jordan, and
Turkey, where oil formulations are used, the introduc-
tion of newer additives and equipment has increased
their efficiency. In Saudi Arabia a new project is
being planned for the utilization of antilarval measures
in malaria eradication. In India, Gambusia fish has
been used extensively to prevent mosquito breeding
in drinking -water wells. The use of chlorinated
hydrocarbons for larviciding in malarious areas is
discouraged because of the risk of the vector develop-
ing resistance to these insecticides.

Lack of a complete and up -to -date geographical
reconnaissance in some programmes has adversely
affected not only total coverage spraying but also the
coverage of case -detection activities.

The system of transportation of slides to the labo-
ratories and communication of the results to the field
still requires to be speeded up. It often takes more than
a month for the results to reach the field from the
laboratory and as a result the detection of cases and the
administration of radical treatment are inordinately
delayed.

The Organization has continued its efforts to correct
the deficiencies and to raise the standard of operations
through the regular assessment of progress and the
promotion of better techniques, methodology and
equipment. Major improvements have been made in
the sprayers used in residual spraying operations, as a
result of experience in the field.

2.1.3 Epidemiological Evaluation
In carrying out an epidemiological evaluation of a

programme aiming at the eradication of a disease,
account must be taken not only of the infection itself
but of all connected factors in the widest sense that
are responsible for the actual epidemiological situation.

Epidemiological assessment in the field carried out
during the period under review can be considered under
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three main heads: assessment of the effect of early
attack measures, surveillance activities, and indepen-
dent assessment.

The Expert Committee on Malaria, in its twelfth
report,' assessed the standards and the proposed
methodology for evaluating the effectiveness of early
attack measures. It also gave further details on the
standards proposed in its tenth report 2 and in its
eleventh report 3 (for the entomological aspects).
Following the Committee's recommendation, use of
these standards is being developed by the Organiza-
tion. Prior to their generalized application, field
tests of methodology are being implemented in
different regions.

Surveillance, based on a combination of active and
passive case -detection applied to the whole population
of areas in the late attack or consolidation phases,
constitutes the basis for epidemiological assessment.

Active case -detection implies in general the monthly
visit of all houses by surveillance agents. In situations
of potential high transmission, visits are made every
fifteen days or even more frequently. However, the
necessary total coverage in space and time is not
obtained in all programmes. In some cases, the inter-
val between house visits is still as long as two months,
or even more, and in others the total coverage in
space is not implemented. The main reasons for this
are lack of sufficient funds, supervision, and, in some
cases, planning. Considerable efforts are being made
towards improvement.

Passive case -detection supplements active case -

detection and provides a continuity of service. Its
limitations, however, are in space coverage, as it can
hardly be expected that people living beyond a certain
distance from a health post will wish, or be able to,
attend it. There are many instances where the number
of case -detection posts is still very limited and can
consequently serve only a fraction of the total popu-
lation at risk. In several programmes, however, the
number of case -detection posts has been substantially
increased by the enrolment of voluntary collaborators,
and passive case -detection has been " activated " by
surveillance agents, specifically assigned to hospitals
and dispensaries to collect blood slides from every
fever case. An increasing emphasis is placed on the
responsibility of general health services in a malaria
eradication programme, and on the full utilization
and expansion of these services, particularly during
the advanced stages of malaria eradication. This
is essential in order to secure a good epidemiological
vigilance during the maintenance phase.

1 Wld Hlth Org. techn. Rep. Ser., 1966, 324.
2 Wld Hlth Org. techn. Rep. Ser., 1964, 272.
3 Wld Hlth Org. techn. Rep. Ser., 1964, 291.

The number and distribution of blood slides
collected during the surveillance operations have a
great importance for the epidemiological assessment
of malaria eradication programmes. In a well -
conducted programme the rate of slides collected
and examined should not be less than 1 per cent. of
the total population for each month of transmission
and not less than 10 per cent. per year. When the
proportion of slides examined falls below this rate,
or where their collection is patchy and does not cover
regularly all the malarious area, the quality of sur-
veillance operations cannot be considered as satis-
factory. From the reports available during the year
1965, covering a population of 352 526 000 in the
consolidation phase, 29 030 823 blood slides have
been collected and examined, giving an over -all blood
examination rate for one year of 8.2 per cent. varying
from a maximum of 13.5 per cent. in the Eastern
Mediterranean Region to 6.0 per cent. in the Americas
and 5.2 per cent. in the European Region. These are,
however, averages and as some programmes have had
a much higher blood examination rate it means that
several programmes have lagged behind. An analysis
of the distribution of the blood slides collected shows
dangerous gaps in this respect in some programmes.

There is an increased awareness of the need for
frequent appraisal of the campaigns and for their re-
orientation, in some instances, in order to meet the
changing requirements of a dynamic programme that
calls for the highest level of sustained efficiency.

Independent assessment teams, composed of per-
sons unconnected with the operations of a particular
programme, are used for periodic assessments.
During 1965 such assessments have been undertaken
in Brazil, Ecuador, Haiti, Honduras, India, Mauritius,
Nepal, Peru, and Zanzibar (United Republic of
Tanzania). Internal assessments have been carried
out, as in the past, for instance in Mexico, Pakistan,
and Turkey. In the Indian programme, the inde-
pendent assessment is an annual feature, meant to
assess the situation in areas proposed for advance
into the consolidation or maintenance phase. This
type of assessment is of paramount importance, as
there has been a tendency in several programmes
not to respect the standards recommended by the
Expert Committee on Malaria for advance into those
phases, with the result that consolidation or mainte-
nance could not be sustained and the programme has
had to revert in some areas into the attack phase.
This has occurred in countries in which the technical
standards, mainly in terms of annual blood examina-
tion rate and of annual parasite incidence, had not
been observed.

The strengthening of the epidemiological units of
national malaria eradication services has been further
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stimulated, and practically all regions are organizing
or participating in courses of advanced epidemiological
methodology in malaria eradication.

2.1.4 General Health Services

The essential role of the general health services in
malaria eradication programmes is well recognized.
For programmes which are commencing there is a
need to develop the basic health services sufficiently
for them to be able to participate actively in malaria
eradication operations. In the case of programmes
which are already in the consolidation phase, it is
necessary to prepare the general health services so
that they can assume the vigilance responsibilities of
the maintenance phase. The integration of the malaria
eradication service into the general health service at
the end of the consolidation phase must be carefully
planned.

The Expert Committee on Malaria 1 which met in
Geneva in September 1965, when considering the
needs of the maintenance phase, emphasized the role
of the general health services and the necessity of
early planning, preparation and training. It also
emphasized the need to provide domiciliary services
for the maintenance of malaria eradication as part
of the polyvalent activities of the basic health services.

In countries where successful malaria eradication
programmes have preceded the development of com-
prehensive rural health services, it is all the more
important that the malaria eradication service should
be utilized to strengthen the general health service.
In India, although areas with a population of over
170 million are in the maintenance phase, the absence
of adequate health services to meet the vigilance
needs of maintaining eradication has meant that the
general health services have not yet been able to
assume full responsibility for maintenance over the
entire area, part of it being still a responsibility of the
national malaria eradication service. It may, however,
be noted that the availability in these areas of a large
number of seasoned malaria workers, who can be
absorbed into the general health service, has greatly
facilitated the augmentation and the rapid expansion
of this service.

In many other countries as well, the urgency of
the need to prepare the general health services to play
their due role is being fully recognized. In the Ameri-
cas, following the pattern of the seminar (held in
Poços de Caldas, Brazil, in 1964) on the role of
general health services in malaria eradication, a
second seminar was held in Cuernavaca, Mexico,
from 4 to 13 March 1965. This seminar was attended

Wld Hlth Org. techn. Rep. Ser., 1966, 324.

by senior public health and malaria eradication
workers from seventeen countries and territories in
Central and North America and the Caribbean area,
and by staff of UNICEF, the United States Agency
for International Development, and PAHO /WHO.
A combined final report of these two seminars has
been issued. The seminars have served to stimulate
interest and focus attention on the need for joint
action by both the general health and malaria eradi-
cation services and results have been seen in several
programmes where specific steps have already been
taken, as in Bolivia, Honduras, Mexico, Nicaragua,
and Peru. In Jamaica and Trinidad and Tobago,
where eradication has been achieved, special steps
have been taken to ensure the proper management of
the maintenance phase.

During the 1965 session of the Regional Committee
for South -East Asia, in Afghanistan, technical dis-
cussions were held on the integration of malaria
eradication into the general health services. The
necessity for integration was emphasized and the
organizational structure of the various malaria era-
dication programmes in the Region was reviewed as
well as the organizational structure of the basic health
services. The administrative and technical aspects
of the process of integration and its timing were
discussed as well as the necessary supervision, training,
evaluation and legislation. It was emphasized that
no integration would be possible until the malaria
eradication service and the general health services had
taken all necessary measures to ensure the maintenance
of achieved eradication.

In both East and West Pakistan, a pilot project
has been established in areas in the consolidation
phase to study the practical implications of integrating
malaria activities with those of the rural health services.

Some countries are now training general health
service personnel to enable them to participate
effectively in surveillance and to take responsibility
for vigilance. Malaria service personnel are also being
trained in polyvalent health activities in order to
facilitate their integration into the general health
services once malaria eradication has been achieved.
Courses for public health personnel are being given
at both international and national malaria eradication
training centres. The exchange of malaria workers
scheme has been used to enable responsible national
staff to observe maintenance phase activities.

2.2 Pre -eradication Programmes

2.2.1 Definition and Planning

A pre- eradication programme is essentially a
programme of preparation carried out in a country
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" whose general administration and health services
have not yet reached a level which would enable it
to undertake a malaria eradication programme ".
As with other mass campaigns, the malaria eradica-
tion programme in its early stages is one of attack,
which can be effectively conducted by a specialized
service working within the framework of the general
health services. During the late attack phase and
throughout consolidation, however, there is need for
a complete coverage of the entire population living
in the previously malarious areas by a system of
active case -detection (normally the responsibility
of the malaria eradication service) which is reinforced
by passive case -detection carried out by general health
service agencies and supplemented by voluntary
collaborators. On the efficiency and thoroughness of
this case -detection depends the whole success of mala-
ria eradication. In order to achieve this total coverage
in case -detection, therefore, it is imperative to build
up the general health service to play its full role in this
activity.

Experience over the last few years has shown the
need to adapt the methodology of development of
these programmes to local circumstances. Following
the signature of the plan of operations, the usual
procedure involves a survey of existing health faci-
lities in the country, as a basis for the preparation of a
preliminary plan of action for the development of the
basic health services. The pre -eradication programme
also involves the training of auxiliaries and supervisors
for the basic health services, the provision of anti-
malarial drugs for the treatment of malaria cases, the
building up of the national malaria service and the
delimitation of malaria and the study of its epidemio-
logy in all parts of the country. The duration and speed

of development of a pre- eradication programme must
depend upon existing resources in the country and on
the degree of priority afforded to the programme by
the government. However, it is necessary that plans
of action should include definite targets for achieve-
ment and that annual assessment of the progress
should be made against these targets, since the aim
should be to embark on a malaria eradication pro-
gramme as soon as it is technically and administra-
tively feasible. Progress in these pre- eradication pro-
grammes has so far been slow and many planned
projects in the African Region have not yet been
implemented. In planning pre- eradication pro-
grammes, especially in the African continent, it is also
necessary to consider the need for inter -country co-
operation in order that co- ordinated plans of operation
may be developed, particularly as the eventual malaria
eradication programmes are likely to be carried out
in stages which will need to be phased in association
between neighbouring countries.

2.2.2 Progress

In the programmes in Algeria and Morocco there
is at present an emphasis on the training of personnel
to act as the polyvalent auxiliary staff of the basic
health services. At the same time, the Governments are
taking steps to prevent malaria epidemics by the
strategic use of imagicidal and larvicidal operations
and by making available supplies of antimalarial
drugs for treatment of vulnerable population groups.
These projects have been visited by many malaria
workers from other countries, and have provided
valuable demonstration of the public health aspects
of the pre- eradication programme.

PRE -ERADICATION PROGRAMMES IN OPERATION

African Region South -East Asia Region

Cameroon Maldive Islands **
Dahomey
Ghana
Liberia European Region
Mauritania Algeria
Mozambique Morocco
Nigeria - Eastern Region
Nigeria - Northern Region
Nigeria - Western Region
Réunion *
Senegal
Sierra Leone
Togo
Uganda

* Pre- eradication survey
** Pilot project

Eastern Mediterranean Region
Ethiopia
Saudi Arabia
Somalia
Sudan
Yemen (terminated December 1965)

Western Pacific Region

British Solomon Islands
Brunei
Cambodia
Malaysia (Malaya)
Republic of Korea
Republic of Viet -Nam
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In the African Region, the advisory staff of the pre -
eradication programmes is in most cases being streng-
thened by provision of WHO public health advisers.
The task of the malaria staff has been to study the
distribution of malaria and its epidemiology under
local conditions in order to provide the basis on which
the malaria eradication programme will eventually
be planned. To assist in the training of staff in malaria
eradication techniques, demonstration areas have been
set up in some projects. Special mention may be made
of the demonstration areas in Ghana, Nigeria (North-
ern Region) and Togo, which continue to serve a
valuable purpose not only for training of staff but
also for evolving organization patterns based on local
experience. The demonstration area in Togo has
been developed specially as a testing zone for the
methodology of building effective basic health services
in rural African conditions. Meetings of national and
WHO staff from the three neighbouring countries of
Dahomey, Ghana, and Togo have also been held for

the exchange of information, and to ensure the
maximum co- ordination of activities among these
developing pre- eradication programmes.

In Ethiopia, Saudi Arabia, and Somalia, where the
malaria services have been active, progress in develop-
ment of basic health services has been slow. Plans are
under way to convert the pre -eradication programme
in Ethiopia into a staged malaria eradication pro-
gramme. The Organization has provided, through
United Nations Technical Assistance, the directors
of the malaria eradication services for Ethiopia and
Somalia.

In the Western Pacific Region, the redefinition of
the projects in Cambodia and the Republic of Viet -
Nam has led to a concentration on the develop-
ment of basic health services and the training of mala-
ria service staff. However, work has been considerably
hampered in the Republic of Viet -Nam by the situa-
tion prevailing in that area.

3. PROMOTION OF TECHNICAL METHODOLOGY AND CO- ORDINATION

The Expert Committee on Malaria continued to
play its important role in the global malaria eradication'
programme by considering current problems and giving
technical advice. It met in Geneva from 21 to 27
September 1965 and considered three main subjects,
namely the maintenance of achieved eradication,
chemotherapy in malaria eradication, and the estima-
tion of response to early attack measures.1 In con-
nexion with the first subject, the Expert Committee
recommended that each programme should be care-
fully assessed in order to ascertain the organization
needed to ensure adequate vigilance during the
maintenance phase and that detailed plans for such
activities should be prepared at least one year before
the consolidation phase is expected to end. This is
of great technical importance as in a number of
programmes already in the consolidation phase the
general health services are still inadequate to meet the
vigilance needs of maintaining eradication.

In relation to chemotherapy, the Expert Committee
gave careful attention to the problem of resistance
of malaria parasites to drugs and made recommenda-
tions regarding appropriate counter -measures and the
need for further study. It also recommended that
governments and the Organization should support
further research, including field trials, on new antima-
larials.

On the subject of assessment of response to early
attack measures, the Committee elaborated the

recommendations contained in the tenth report of
the Expert Committee on Malaria,' which were based
on experience in areas where falciparum malaria
predominates, and recommended that a comprehensive
operational methodology be developed for applying
the standards in a wider variety of situations.

In order that the maximum benefit may be derived
from the experience being gained in malaria eradica-
tion activities by the Organization's technical staff,
and to ensure technical co- ordination, the senior
regional malaria advisers meet together annually with
the staff of the Division of Malaria Eradication at
headquarters. In 1965, the meeting was held in
Geneva from 28 June to 2 July and the opportunity
was taken to discuss fully the practical implementation
of the advice provided in recent reports of the Expert
Committee on Malaria, as well as to pool information
likely to be of value to the Expert Committee at its
meeting later in the year.

An advisory committee on malaria eradication in
the Americas met in Washington from 31 August to
3 September 1965. It reviewed the status of malaria
eradication in the Americas, the nature of the problems
encountered in problem areas, the various kinds of
research carried out by PAHO /WHO, the operational
methods of attack in problem areas, the funds required
for the programmes in the hemisphere and the steps
necessary for obtaining them, and the administrative
requirements to be observed in the planning and exe-

1 Wld Hlth Org. techn. Rep. Ser., 1966, 324. 2 Wld Hlth Org. techn. Rep. Ser., 1964, 272.
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cution of the programme. The committee made
recommendations relevant to these matters and parti-
cularly emphasized the need to expand activities on
epidemiology and assessment in programmes and to
increase research.

The Fifth Asian Malaria Conference was held in
Colombo, Ceylon, from 20 to 27 October 1965, and
was attended by representatives of nineteen countries
from the South -East Asia, Eastern Mediterranean and
Western Pacific Regions, by WHO staff from head-
quarters, regional offices and country projects, and
by observers from UNICEF and the United States
Agency for International Development. Information
was exchanged regarding the progress and prospects
in malaria eradication activities in the various countries
represented and the technical discussions dealt with
important aspects of eradication and pre- eradication
programmes. The Conference thus provided a useful
opportunity for the promotion of technical methodo-
logy as well as for co- ordination of programmes.

At a meeting of ministers of health of Central
America and Panama, held in Washington in April
1965, it was decided to develop co- ordinated plans for
all the countries concerned and, in order to ensure the
effective implementation of the plans, to set up a
working party consisting of the directors of the
national malaria eradication services and representa-
tives of assisting agencies. Two meetings of the work-
ing party have taken place during 1965.

A number of other meetings for co- ordination
purposes were held during the year. They included
the border meetings between Venezuela and Colombia
in February 1965; between Brazil and Peru, and
Jordan and Saudi Arabia, and the Dahomey /Ghana/
Togo Co- ordination Meeting in March; the border
meetings between Jordan and Syria, Syria and
Turkey, El Salvador /Guatemala /Honduras /Nicara-
gua, and Mexico and Guatemala in April. Of parti-
cular importance was a border meeting between
Brunei and Sarawak (Malaysia) to deal with foci on
the common frontier. The first meeting of the Malaria

Eradication Co- ordination Board for Jordan /Lebanon/
Syria was held in June, the thirteenth meeting of
Directors of National Malaria Eradication Services
of Mexico, Central America, Panama and the Carib-
bean in August, and the border meeting between
Malaysia and Thailand in September. At the seventh
meeting of the Antimalaria Co- ordination Board for
Burma /Cambodia /Laos /Malaya (Malaysia) /Thailand/
Viet -Nam, held in Colombo in October 1965, the
appointment of a WHO malariologist as permanent
secretary to the Board was recommended. The fifth
meeting of Directors of National Malaria Eradication
Services of South America was held at Buenos Aires
in December; and representatives from Jordan, Syria,
and Turkey were invited to participate in the fifth
Iran /Iraq border meeting held in Basra in the same
month. This latter meeting strongly recommended
that DDT residual spraying should continue to be
the primary attack weapon in all the problem areas
in the south of Iran and Iraq.

Other co- ordination activities include the malaria
eradication evaluation team of the Eastern Mediterra-
nean Region which assists in the co- ordination of
programmes in Iran, Iraq, Jordan, Lebanon, and
Syria. In the South -East Asia Region there is a
regional centre for external cross -checking of blood
films at Kasauli in India, to which all Member States
in the Region are invited to send blood -slides for this
type of external auditing. The centre thus plays a role
in the co- ordination of technical standards in pro-
grammes of the countries concerned.

Early dissemination of technical information has
been continued through the issue in 1965 of forty -nine
documents in the mimeographed WHO /Mal. series.
These were circulated to national institutes, senior
officials of national malaria eradication programmes
and public health and research workers with particular
interest in malaria. These papers, covering various
aspects of malariology, provide up -to -date information
on advances in techniques, new discoveries and fresh
approaches to malaria eradication.

4. REGISTRATION OF AREAS WHERE MALARIA HAS BEEN ERADICATED

In paragraph 5 of resolution WHA13.55 the
Thirteenth World Health Assembly requested " the
Director -General to establish an official register listing
those areas where malaria eradication has been
achieved, after inspection and certification by a WHO
evaluation team ". This official register is reproduced
twice yearly in the Weekly Epidemiological Record,

giving the name of the country, some basic information
thereon and the date of registration.'

The criteria for achieved eradication were defined
in the eighth and tenth reports of the Expert Committee
on Malaria:' the methods of certification and facilities

1 For 1965, see Wkly epident. Rec., 1965, 40, 232 and 431.

2 Wld Hlth Org. teche. Rep. Ser., 1961, 205; 1964, 272.
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TABLE 2. WHO OFFICIAL REGISTER OF AREAS WHERE MALARIA ERADICATION HAS
BEEN ACHIEVED

Country Area
Population in

originally malarious
areas at date

of registration

Date of
registration

Region of the Americas
Venezuela 400 000 km2 4 500 000 June 1961

(northern part)
Grenada and Carriacou Islands 37 000 November 1962
St Lucia Island 82 000 December 1962
Trinidad and Tobago Islands 880 000 December 1965

European Region
Hungary Whole country 1 521 000 March 1964
Spain Whole country 22 500 000 September 1964
Bulgaria Whole country 1 806 000 July 1965

Western Pacific Region
China (Taiwan) Whole island 12 666 000 November 1965

for registration were set out and circulated to all
Member States.

At the date of this report, eight countries had been
entered on the official register (see Table 2). In
addition, one country is in the process of being
registered and in six countries or parts of countries
the originally malarious areas are in the maintenance
phase.

A supplementary list to the official register was
started at the end of 1962 of countries where malaria
has never existed or has disappeared without specific
eradication measures. At present, thirty -eight coun-
tries or territories are included in the supplementary
list (one in the South -East Asia Region, one in the
Americas, one in the Eastern Mediterranean Region,
sixteen in the European Region and nineteen in the
Western Pacific Region).

Certification is a stage in eradication and it should
be remembered that the price of eradication is conti-
nued vigilance. In fact, certification once given cannot

be considered necessarily permanent, for as long as
malaria exists in the world the danger persists of its
reintroduction into the country or area that has
eradicated the disease.

Therefore, a mechanism for the periodic confirma-
tion of the malaria -free status after certification is
still required. Regular quarterly reports are needed
to confirm the absence of cases in the certified areas
and to provide an epidemiological analysis of any case
(indigenous, imported or otherwise) detected during
the quarter, together with an indication of the measures
taken for the elimination of foci. The twice -yearly
review of the status of malaria eradication published
in the Weekly Epidemiological Record includes tables
showing countries or areas which have been entered on
the official register of areas where malaria has been
certified as having been eradicated. The regularity
and the content of reports from countries so certified
will also be noted.

5. PROTECTION OF AREAS FREED OF MALARIA

As mentioned in chapter 1, the areas in the consoli-
dation and maintenance phases, and consequently
the population freed from the risk of malaria, are
steadily increasing: they now amount to 57 per cent.
of the originally malarious areas of the world for
which information is available. With the ever -

increasing volume and speed of international traffic,
there is a serious potential danger of transmission

being resumed through the importation of malaria
cases into countries which have achieved malaria
eradication. For example, in areas of continental
Europe, including the USSR, recently freed from
malaria, about 50 per cent. of the cases detected are
imported from other countries.

The maintenance of achieved eradication can be
considered under two separate headings: (1) National
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measures to be taken to prevent the re- establishment
of malaria transmission from imported cases; and (2)
International measures to prevent the reintroduction of
malaria.

(1) National measures to be taken to prevent the
re- establishment of malaria transmission from imported
cases. The recommendations in the tenth report
of the Expert Committee on Malaria 1 concern-
ing this aspect dealt with the strict antimosquito
measures to be applied at international ports and
airports, the bilateral and multilateral arrangements
to be made to prevent the danger of importation of
sources of infection across borders, and the medical
control and treatment for special groups such as
migrants and crews of ships and aircraft.

In the European Region, considerable attention has
been given since 1962 to the preparation of the health
services to undertake vigilance activities, the mainte-
nance of malaria eradication being a responsibility
of the national health service concerned. In Spain,
for example, after the certification of malaria eradica-
tion the malaria service was incorporated into the
general health service, but in the originally malarious
areas of the country the provincial epidemiologists
were chosen from among the former malariologists.
Furthermore, a nucleus of highly specialized malaria
personnel is kept at the central level in order to teach
malariology and to advise on action to be taken in
case of the appearance of malaria foci.

Special measures are carried out in Bulgaria, China
(Taiwan), Israel, Romania, Spain and the USSR such
as the recording of people returning from malarious
areas and their follow -up by the medical services
concerned, the compulsory blood examination of
special groups (e.g. foreign students, sailors, seasonal
workers, etc.), the radical treatment of confirmed
malaria cases and, in some instances, compulsory
hospitalization. In some countries, including Romania
and the USSR, all citizens who plan to travel abroad
to malarious countries are supplied with drugs for
suppressive treatment and instructions on the dangers
of contracting malaria.

(2) International measures to prevent the reintroduc-
tion of malaria. The recommendations of the WHO
Study Group on International Protection against
Malaria (which met in 1956), the provisions of the
International Sanitary Regulations concerning air-
craft disinsection, and the recommendations of the
Committee on International Quarantine adopted by
the World Health Assembly, are all related to inter-
national protection, as are the relevant parts of the

1 Wld Hlth Org. techa. Rep. Ser., 1964, 272.

ninth and tenth reports of the Expert Committee on
Malaria. These recommendations are applied by
many countries. In addition, it may be noted that
bilateral or multilateral agreements have also been
concluded by several neighbouring countries, for
example, Portugal and Spain; Bulgaria, Greece, and
Yugoslavia. These agreements deal mainly with the
common control measures to be adopted in order to
avoid the carrying of the disease from one country
to another. A full exchange of information on the
movement of population groups and on the suscep-
tibility and resistance of anopheline vectors to insec-
ticides is made on a yearly basis between Lebanon,
Syria, and Turkey. Antimalaria measures are taken
by Saudi Arabia along the itinerary routes followed
by the Mecca pilgrims.

In its tenth report, the Expert Committee on
Malaria further recommended that the World Health
Organization play a more active role in the dissemina-
tion of pertinent information through a twice -yearly
report on the status of malaria in the Weekly Epide-
miological Record. Such information has since been
published in the Record, showing the number of mala-
ria cases imported into countries with areas in the
maintenance phase, and classifying the cases according
to species of parasite and country of origin. Informa-
tion is also given on the localities where chloroquine-
resistant strains of malaria parasites have been recog-
nized. In order to ensure the completeness of these
reports it is essential that the countries concerned
should provide the information regularly.

Another recommendation concerns the list of
international ports and airports which, although
located in malarious zones, may be considered free
from risk of malaria transmission. In pursuance of
the recommendations of the Expert Committee on
Malaria and following the statement in the report on
the development of the malaria eradication programme
to the Eighteenth World Health Assembly,2 criteria
have been formulated for the definition of malaria -
free international ports and airports located in mala-
rious zones.

In consultation with the governments concerned,
lists of airports and seaports free of malaria are being
prepared for the information of all the countries.

It is obvious that the reintroduction of malaria
cannot be successfully prevented without a combina-
tion of appropriate measures applied at national
and at international levels.

2 Off. Rec. Wld Hlth Org. 143, Annex 11.
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6. PROBLEMS FACING MALARIA ERADICATION AND APPROACH TO THEIR SOLUTION

6.1 Problem Areas

A problem area exists wherever in a malaria eradi-
cation programme the transmission of malaria is not
interrupted but tends to become stabilized at a reduced
level in spite of total coverage with the residual insec-
ticide in properly conducted operations of the attack
phase. Areas where attack measures have not been
properly carried out should not be defined as problem
areas, though if attack operations have been poorly
carried out the area may by that reason develop
eventually into a problem area. The extent of true
problem areas is still relatively small and the popula-
tion involved represents only 1 per cent. of the total
under the eradication programmes. However, these
areas have an operational and psychological import-
ance out of proportion to their extent and, in accor-
dance with resolution WHA17.22 of the Seventeenth
World Health Assembly, intensive studies of the
factors responsible for difficulties in interrupting
transmission are being undertaken so that appro-
priate measures may be devised.

At present the most important problem areas
appear to exist in Mexico, Iran, Guatemala, El Salva-
dor, Nicaragua, Honduras and Venezuela, in decreas-
ing order of importance. In each of these countries
the population of the problem areas is only a fraction
of that of the total territory under the eradication
programme. Nevertheless, these areas interfere with
the interruption of transmission as a first step to the
consolidation phase and serve as sources of imported
malaria into areas where transmission has been
interrupted.

The factors responsible for the existence of problem
areas are most commonly related either to the resis-
tance of the main vectors to the two main groups of
insecticides (for example, in El Salvador, Guatemala,
Honduras, Iran, Mexico, Nicaragua) or to extra -
domiciliary transmission, where the main vector
feeds or rests out of doors or, being repelled by the
insecticide, is not affected by the residual insecticide
spraying (for example, in Venezuela, parts of Mexico).

Other causes that have been known for a number
of years include various aspects of human behaviour,
notably migration, sleeping outdoors or in farm huts
without walls during the transmission season, cons-
truction of new houses and interference with sprayed
surfaces.

Each problem area must be closely studied to ascer-
tain the exact causes of continuing transmission. There
is usually more than one factor involved and one
remedial measure will rarely provide the solution.

Special epidemiological teams have been set up to
help countries to elucidate the causes of the problem
area and to recommend appropriate remedial action.

Some of the problems that are due to the nomadic
habits of the population can be solved, as has been
shown in southern Iran, where the medicated salt
distribution gave excellent results.

In Mexico, in one area with continuing low -grade
transmission, considerable improvement has been
achieved by the introduction of adequate surveillance
operations covering over 200 000 people. Similarly,
improvement has been noted where mass drug
administration has been used on a closely supervised
basis.

Instances of resistance of parasites, mainly Plas-
modium falciparum, to 4- aminoquinolines have been
reported from some countries of the South -East Asia
and Western Pacific Regions (Thailand, Cambodia,
the northern part of Malaya (Malaysia) and the
Republic of Viet -Nam) and from the Americas
(Brazil, Colombia and Venezuela). It is not yet
possible to state whether drug resistance would be
responsible for the development of problem areas.
However, in view of the importance of chloroquine
resistance in the malaria eradication programme,
this matter will need to be watched carefully. The
subject of drug resistance is dealt with in more detail
in section 6.2 below.

6.2 Resistance of Malaria Parasites to Drugs

Since 1960, when it was reported that the response
of P. falciparum infections, originating in Colombia,
to a standard dosage of chloroquine had been dis-
appointing, an increasing number of similar observa-
tions have been reported from other countries, namely
Brazil, Cambodia, Malaya (Malaysia), Thailand and
the Republic of Viet -Nam. Recently reports on
apparent chloroquine resistance came from Ghana,
Liberia and Upper Volta. Most of these observations
referred to limited numbers of cases, many of which
remained unconfirmed. However, reports from the
United States of America have indicated an increase
originating in the Republic of Viet -Nam of P. falci-
parum infections which do not respond rapidly or
fully to the usual treatment with 4- aminoquinolines.

In view of the potential seriousness of any wide-
spread resistance to chloroquine and similar drugs,
the situation is being watched carefully by the Orga-
nization. In all areas where chloroquine treatment
does not appear to produce the usual results, proper
application of the two -stage test recommended by the
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Scientific Group on Resistance of Malaria Parasites
to Drugs 1 will provide basic information on the
validity of any reports on resistance of local strains
of parasites to standard doses of chloroquine. While
genuine failure of asexual parasitaemia to respond to
a standard treatment of chloroquine is to be regarded
as a criterion of suspected drug resistance, the final
confirmation of resistance can be made only after
study of the parasite strain in a specialized research
centre. The WHO International Malaria Reference
Centre at the Laboratory of Parasite Chemotherapy,
Bethesda, United States of America, is undertaking
this work.

In order to assess the importance of reports of
suspected resistance of malaria parasites to 4- amino-
quinolines, consultants visited the areas concerned
and investigated the situation. A consultant who
visited the areas of Liberia and Upper Volta where
chloroquine resistance had been reported could not
obtain any evidence of such resistance. The response
of P. falciparum to, chloroquine assessed in a group of
children in the south of Nigeria was found to be
normal. On investigation, an alleged resistance to
chloroquine in an area of the United Republic of
Tanzania, where salt medicated with 4- aminoquino-
lines has been given for several years, was not con-
firmed. Another consultant working in Thailand found
by field test in two selected areas the presence of sus-
pected resistance to 4- aminoquinolines in P. falciparum
which responded to quinine or to a combination of
diaminodiphenyl sulfone (DDS) and pyrimethamine.
A critical assessment of the results of a field study in
Haiti of the effect of chloroquine on P. falciparum did
not confirm a higher tolerance to 4- aminoquinolines.
An assessment of the distribution and the degree of
chloroquine resistance reported from Brazil is now
in progress.

The present consensus with regard to the undoub-
tedly important problem of resistance of malaria
parasites can be summarized as follows.

Evidence of the local occurrence of suspected or
confirmed resistance of malaria parasites (mainly
P. falciparum) has been obtained in some parts of the
world. However, at the present time the areas where
such resistance has been reported and confirmed are
few and no serious practical problem in malaria
eradication has been created. In areas where resistant
parasites have been found, measures to interrupt
transmission by insecticide spraying should be carried
out as a matter of urgency to prevent the spread of
the resistant strains.

In all instances of alleged drug resistance the possible
minor differences in the inherent response of some

Wld Hlth Org. techn. Rep. Ser., 1965, 296.

strains should be remembered and it is most important
that further observations be carried out according
to the methods recommended by the Scientific Group
on Resistance of Malaria Parasites to Drugs.

Among alternative antimalarials, apart from quinine,
there are several sulfonamides and sulfones that are
of considerable promise. Sulforthodimethoxine is of
particular interest in this respect and some other
drugs such as RC -12 (see also page 83) are about to
undergo further trials. There is little doubt that the
problem of resistance to 4- aminoquinolines will
induce a great deal of interest in the evolution of new
and perhaps better antimalarial compounds.

6.3 Vector Reactions to Insecticides

In the past twelve months a few changes have
occurred in the pattern of insecticide resistance in
malaria vectors. No new cases of double resistance
(to DDT and dieldrin /HCH) have been reported,
although in Anopheles pharoensis, previously found
to be double -resistant in the United Arab Republic,
the same condition has been confirmed in the Gezira
irrigated area of Sudan. A more disturbing develop-
ment in that area is the appearance of pronounced
dieldrin resistance in A. gambiae, the first such occur-
rence in the eastern half of Africa. Reports indicating
a similar development have since been received from
Madagascar, and these have been confirmed in London
where living material from Madagascar was identified
as " species -B " of the A. gambiae complex by crossing
with known strains, and was found to be partially
dieldrin resistant. (In West Africa " species -A " and
" species -B " of A. gambiae both show dieldrin
resistance). A preliminary report from Ghana suggests
that dieldrin resistance has developed in a possible
vector, A. nili. Confirmatory results are awaited.

From two areas of India (Maharashtra and Mysore),
DDT resistance in A. fluviatilis has been reported.
So far, as in the case of the widespread resistance in
A. culicifacies, it is not thought that the new findings
at this advanced stage of the eradication programme
will pose any serious problem in India.

One new development in 1965 is the appearance
locally of developing malathion resistance in A.

albimanus in parts of Nicaragua and Guatemala.
It is probably due to selection pressure from agricul-
tural insecticides, and has been found so far in only
a few instances. Nevertheless, its potential operational
significance is considerable in view of the double
resistance to the older insecticides exhibited by the
vector in problem areas in those countries.

6.4 Field Trials of Insecticides and Equipment

Trials of the newer insecticides have been under-
taken, and emphasis has also been placed on the trials



80 NINETEENTH WORLD HEALTH ASSEMBLY, PART I

of alternative use of the older insecticides and on
testing methods and timing of their application, both
as residual imagicides and in larviciding.

Although in the past some small field tests of
malathion (50 per cent. water -dispersible powder) have
not given conclusive results, a full -scale two -year field
trial in Uganda, which was concluded in 1965, demons-
trated that this insecticide applied at the rate of
2 g /m2 at four -monthly intervals did interrupt trans-
mission. Another trial in Nicaragua was considered
successful, although in the trial area there were a few
cases all of which were proved to have been contracted
outside the area. Use of malathion on plantations
in Nicaragua also gave good results, particularly
when combined with mass drug administration. This
combination was used in five of the most malarious
localities of Nicaragua in the second half of the year.
Malathion at the rate of 2 g /m2 every three months
was used in the problem area of southern Honduras
but was interrupted for financial and other reasons.
It is believed however that, given the combination of
circumstances obtaining in the problem area of
Honduras, a residual insecticide alone cannot be
expected to halt transmission. A successful village -
scale trial of malathion in Iran has led to the establish-
ment of a field project in Bandar Abbas covering a
population of approximately 120 000 people. Four
spray rounds were carried out between October 1964
and October 1965. Although the numbers of A. ste-
phensi and A. fluviatilis were greatly reduced initially
in sprayed houses, live specimens were found approx-
imately one month after spraying and increased in
numbers until the next spray was applied. Malathion
appeared to be longer lasting on non -sorptive than on
sorptive surfaces. Unfortunately, however, delays in
the arrival of insecticide and other factors prevented
the maintenance of complete coverage during the
major transmission season and consequently there was
no significant change in the general parasite rate at
the end of the year of spraying. The cost of spraying
with malathion four times a year was found to be
approximately four times the cost of DDT spraying.
It would appear that spraying more frequently than
every four months is required in this area.

Field trials of malathion alone, malathion and
benzene hexachloride (HCH), and DDT, were carried
out in an area of the Nile delta (United Arab Republic).
Populations of the areas included in these trials were
50 000, 389 000, and 37 550 respectively. Although
parasitological results were inconclusive, entomolo-
gically malathion appeared to be effective in houses for
approximately two months.

Field trials of dieldrin at 0.3 g /m2 sprayed twice a
year in Panama have not halted transmission; the

exact reason for this lack of success is not yet known
but it appears that incomplete spray coverage was
obtained. A field trial of HCH at 0.5 g /m2 is planned
for an area of Mexico where the irritability of the
mosquitos to DDT is considered a major factor of
continued transmission. A dichlorvos study in Haiti
was completed in June 1964. Epidemiological ana-
lysis now available indicates that dichlorvos and DDT
in the trial area produced about the same degree of
control and neither completely interrupted transmis-
sion. Outdoor biting was considered to be the major
cause of failure. A field trial to test the effectiveness
of fenitrothion (OMS -43), an organophosphorus
insecticide, in interrupting transmission of malaria
has been carried out in a savannah area in Northern
Nigeria. Applications of this insecticide at 2 g /m2
first at three -month intervals and later at two -month
intervals did not interrupt transmission, although the
spraying at two -month intervals did reduce infant
parasite rates. However, conditions in this part of
Africa are such that residual insecticides alone may
not be capable of fully interrupting malaria trans-
mission. Suspensibility, abrasiveness and mammalian
toxicity of the various formulations of the insecticide
supplied caused operational problems. When a
consistent formulation can be supplied, it will be
desirable to carry out a new field trial of fenitrothion
in an area where a residual insecticide can be expected
to interrupt malaria transmission. The field trial in
Northern Nigeria has given valuable information
concerning the precautions necessary for safe opera-
tional utilization of cholinesterase- depressing insec-
ticides such as the organophosphorus and carbamate
compounds.

Another insecticide (OMS -33), a carbamate, has
been tried out in a small field project in Iran and in
village scale trials in El Salvador, and plans are being
made for a large -scale project.

Antilarval measures using fenthion were tested
during 1964 in two areas of persistent transmission
in Mexico and these trials are being continued.
Entomological results have been very encouraging.
Antilarval measures were used in one valley of Guate-
mala from November 1961 to August 1963. Both
A. albimanus and A. pseudopunctipennis disappeared,
the latter species returning in large numbers when
larviciding was suspended, but A. albimanus was not
seen again till November 1964. Malaria transmission
began again in the area late in 1964 and larviciding
is being resumed. In an area of Nicaragua fenthion
larviciding was also used as a supplement to drug
distribution in an area where acceptance of the medi-
cation was low. The results were so successful that
it was possible for the area to be placed in the consoli-



ANNEX 14 81

dation phase. Where larviciding alone is not complete-
ly effective in the Americas, it appears to interrupt
transmission when combined with drugs.

The disc flow regulator, a device to ensure the more
even application of insecticides, has been given further
field tests. It has now been recommended for field use
in the Americas, is being used exclusively in a number

of programmes and is being introduced by stages in
others. Trials to determine methods of securing
maximum operational advantage with this disc flow
regulator are planned for other regions. Experimental
work continues in an effort to produce a nozzle tip
which will further improve the operation of the
regulator.

7. RESEARCH

In view of the implications and importance of
research in overcoming the technical difficulties
encountered in malaria eradication programmes and
in accordance with the recommendations of the World
Health Assembly and of the Executive Board, the
scope of the malaria research activities stimulated,
co- ordinated and assisted by the Organization has
been widened. It has been possible to give additional
attention to problems related to the epidemiology
of the disease, to resistance of malaria parasites to
drugs, to behaviour of malaria vectors in natural
conditions and in dwellings treated with insecticides,
and to further development of attack measures
including larvicides and biological control. The
research activity in the field of malaria is carried out
chiefly, but not exclusively, through the medium of
contractual agreements with national institutes and
other scientific organizations. In 1965, forty -two such
research projects were assisted; they comprise the
following disciplines: epidemiology (including metho-
dology of attack), seven projects; immunology, six;
parasitology, seven ; entomology, twelve; chemo-
therapy, ten.

In addition to these projects, some specific field
research activities were also carried out by WHO
research teams; they include the malathion field trial
in Uganda, concluded in March 1965, and the feni-
trothion (OMS -43) field trial in Northern Nigeria.
There is also an insecticide testing unit in operation
in El Salvador.

Over wide areas in the savannah areas of Africa,
the methodology for interrupting transmission is still
not known. Pilot projects using residual insecticides
alone have failed to obtain an interruption of trans-
mission. A combination of factors, such as the
behaviour of A. gambiae, and the habits of the people,
including population movements, will need to be
considered in solving the problem. Studies on the
combined use of insecticides and drug administration
are being planned.

Another form of research activity, " incidental
research ", continues to increase in scope and
importance. This comprises the collection, evaluation,

consolidation and subsequent review of many day -
to -day observations gathered in the course of normal
field activities by national and international malaria
eradication teams. Four examples of this activity
can be quoted:

(a) collection and presentation of world -wide data
on the presence, degree and spread of resistance of
malaria vectors to residual insecticides;

(b) collection and presentation of world -wide data
on feeding preferences of Anopheles mosquitos ana-
lysed by means of precipitin tests;

(c) mapping of the distribution of four species of
malaria parasites on the continent of Africa;

(d) co- ordinated study of the distribution of the
members of the A. gambiae complex.

A brief general outline of research in progress under
the headings of epidemiology, parasitology, immuno-
logy, entomology and chemotherapy is given below.

7.1 Epidemiology

Field work is now in progress in order to assess
quantitatively the extent of the malaria risk in relation
to its main factors, such as the anopheline density,
man -biting rate, longevity and the duration of the
development cycle in the mosquito.

The presence of asymptomatic carriers of malaria
parasites is of practical importance, particularly in
the later stages of malaria eradication programmes.
Knowledge of the duration of P. ,falciparum infection
in subjects with various degrees of immunity is of
obvious importance and work on this problem is in
progress, but the small samples investigated allow
for no definite conclusions.

In countries where malaria has been eradicated and
in those where eradication programmes are now in
the consolidation phase, malaria infections are fre-
quently found as a consequence of previous blood
transfusion. Studies of these infections, which are
generally due to P. malariae but occasionally also to
P. vivax and P. falciparum, have shown in several
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countries, and particularly in the USSR and Yugosla-
via, that although relapses (or recrudescence) are
not uncommon, the chance of infecting mosquitos
with these cases of induced malaria is negligible. More
research on this problem is now being carried out in
Romania where transmission through mosquitos is
also being investigated.

It has been known for some time that malaria
infections in pregnant African women in West Africa
frequently give rise to heavy falciparum infection of
the placenta. Although, paradoxically enough, con-
genital malaria of the African newborn is an extremely
rare occurrence, work in East Africa has now shown
some evidence that low birth -weight of the baby and
high perinatal mortality are related to malaria infection
of the placenta.

The study of the frequency of certain genetic fac-
tors in relation to malaria infection is assuming an
increasing importance. There is evidence that the
distribution of various haemoglobin types in tropical
areas is related to the amount and severity of malaria.
It seems that the presence of Hb S has a certain
protective effect in P. falciparum infection, but
the evidence of the protective role of other abnormal
haemoglobins is still incomplete, although an intensive
study of this problem in Thailand indicates that higher
frequencies of Hb E are associated with malarious
areas and there is some evidence that this haemoglobin
affords a degree of protection in infants. There is no
complete agreement on the postulated protective
effect in malaria infection of the glucose -6- phosphate
dehydrogenase (G -6 -PD) deficiency and much work
in the field is being carried out in Africa, Thailand and
the United States of America. While the earlier work
in West and East Africa was in favour of this hypothe-
sis, the recent data obtained so far from West Africa
do not confirm this finding. The practical importance
of the G -6 -PD deficiency is that patients with this
deficiency are more liable to show haemolysis when
taking primaquine and other 8- aminoquinolines.

7.2 Parasitology and Immunology

Research projects on parasitology and immunology
of malaria aim at solving two main problems: how
to increase the speed and reliability of the technique
for detecting malaria parasites in the blood and how
to develop serological methods for detecting the pre-
sence of malaria infection, for distinguishing between
species of parasites and for the confirming radical
cure. Although no definite solution of these problems
is yet in sight, the progress of research in this field is
promising. Methods based on concentration of plas-
modia in blood samples by centrifuging are being
developed. Fluorescent antibody techniques are

being increasingly used in the laboratory for distin-
guishing between species of several parasites and it is
likely that they will become more precise and simpler
for use in the field. This method is now a valuable
pointer in screening potential carriers of malaria
infection among blood donors. Using this technique
it has also been possible to identify the species of
sporozoite infections in the salivary glands of mosqui-
tos. Cultivation in vitro of erythrocytic malaria
parasites has become of practical importance to
provide the amount of antigen needed for immunolo-
gical studies.

The species identification by the fluorescent anti-
body technique, the culture of parasites in vitro,
work on the gamma -globulins in malaria and the
isolation and discovery of plasmodicidal activity of a
fraction of gamma -globulin have a direct bearing on
the still distant possibilities of the preparation of a
malaria vaccine.

Experimental work continues on the improvement
of the technique of the haemagglutination test. An
assessment of a melano- flocculation test in comparison
with new methods has shown the greater reliability
of the latter techniques.

Much work on simian malaria has been carried out
in Brazil, Ceylon, India, Malaya and Taiwan. In
Ceylon and Malaya several new species of malaria
parasites of monkeys have been discovered and in the
latter country it seems that some anopheline species
(e.g. A. leucosphyrus group) are vectors of both human
and simian plasmodia. Although a case of a natural
infection of man with P. knowlesi originating in
Malaya has recently been discovered, there is no
evidence that this could be an obstacle to malaria
eradication. Discovery of the experimental transmis-
sion of P. berghei and P. chabaudi through anopheline
vectors and the study of primary tissue phases of
these parasites have greatly increased the possibili-
ties of experimental chemotherapy.

7.3 Entomology

During 1965, WHO- assisted research on entomolo-
gical questions relevant to malaria eradication was
continued and new agreements with several institutes
were in preparation at the end of the year.

Among the basic studies supported, interest in the
genetics and speciatibn of Anopheles has been sti-
mulated by the discovery of the species -complex
represented by A. gambiae (see section 6.3). As its
members differ sharply in resting- habits and host -
preferences, it may be possible eventually to make
use of this knowledge to increase the effectiveness of
vector control measures. It is known that in the case
of the other major African vector, A. funestus, the
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application of insecticide has led in East Africa to the
complete replacement of the endophilic vector by
harmless exophilic mosquitos of the same group.

Other species (e.g. A. balabacensis, A. stephensi,
A. pseudopunctipennis) consist of recognized sub-
species which, likewise, differ in their feeding, resting
and oviposition preferences. Investigations are being
carried out in the United States of America on the
mode of inheritance of these behavioural variants, in
order to discover how to enable harmless forms to
compete for the survival of the subspecies successfully
with dangerous ones, both in places where the former
occur naturally and in places where they would need
to be introduced.

On the recommendation of the Expert Committee
on Malaria, efforts are being made to develop better
mosquito sampling methods, especially for assessing
the components of vectorial capacity. This measure-
ment, which could be of value for assessing the trend
towards interruption of transmission and, later, the
danger of its resumption, is based on the vector's
man -biting density, frequency of feeding, human blood
index and expectation of infective life.

7.4 Chemotherapy

Research activities supported by the Organization
have been mainly concerned with the development and
field trials of new antimalarial compounds. The more
frequent use of mass drug administration as a comple-
mentary method of attack, and especially the large -
scale use of chemotherapy in problem areas, have
accentuated the need for a drug with a more prolonged
therapeutic effect.

Consequently, during the past few years much
research work has been directed toward the develop-
ment of drugs with a prolonged action which could be
given at monthly or even longer intervals. So far,
the most important practical result has been the
development of an injectable, repository antimalarial
drug, cycloguanil pamoate, which is the pamoic
acid salt of a dihydrotriazine derivative. Since the
end of 1963, field trials with this compound have been
carried out in various parts of the world. Trials in
the United Republic of Tanzania and in the Territory
of Papua and New Guinea have been assisted by the
Organization.

The results obtained with this injectable compound
have shown that in areas where the local parasite
strains showed some degree of tolerance or resistance
to proguanil and /or pyrimethamine, cycloguanil was
also much less effective. In some areas, it was further
observed that although the first injection of cyclogua-
nil had been very effective in suppressing parasitaemias
for about one or two months, this action was not

repeated when, some six months later, a second
injection was given. These observations seem to
indicate that cycloguanil brings to the fore resistant
parasite strains and thereby resembles proguanil and
pyrimethamine, two drugs which are chemically
closely related to it.

Experience has so far shown that while for thera-
peutic purposes the scope of cycloguanil alone is
limited, this drug may be of value as a long -acting
prophylactic agent, a single intramuscular injection
being likely to provide protection for at least one
month and probably longer, in areas where the para-
site is not already pyrimethamine -resistant.

Laboratory investigations have shown that the
appearance of resistance to cycloguanil can be consi-
derably delayed by associating this drug with a long -
acting sulfone (4,4'- diacetylamino -diphenylsulfone)
which has by itself an antimalarial effect. The value
of this association is now being tested in a field trial
assisted by the Organization.

The standard treatment for the radical cure of
vivax infections with primaquine is at present fourteen
days and the development of a drug capable of obtain-
ing a cure in a shorter period would be a considerable
advantage in malaria eradication programmes. A
pyrocatechol derivative - 1,2- dimethoxy- 4- (bis -die-
thylaminoethyl)- amino -5- bromobenzene - also known
as RC -12, was developed in the Federal Republic of
Germany and has recently been extensively tested
against simian malaria in the United States of America.
Results obtained in P. cynomolgi infections in rhesus
monkeys have shown that this drug, though not a
good schizontocide, has a substantial activity against
the persisting exo- erythrocytic forms of P. cynomolgi.
In non -toxic doses it was found effective as a causal
prophylactic and a good therapeutic agent for radical
cure. Trials against human malaria infections, to be
carried out initially on volunteers, are now being
planned in order to determine whether RC -12 could
be used for radical cure of vivax infections and
whether it presents any advantage over primaquine.

Another new compound containing two substituted
4- aminoquinoline groups linked by a piperazine ring,
known under the provisional designation of RP 12.278,
has been developed in France and has a pronounced
affinity for the liver cells. A large -scale field trial is
now being carried out in Senegal.

Particular attention has been given to the promotion
of experimental and clinical drug testing with a view
to finding a drug or drug association that might be
suitable for the treatment of chloroquine- resistant
infections. For this purpose, a number of the long -
acting sulfonamides and sulfones have recently been
tested against human malaria, but generally on a very
limited scale. So far, only one of these compounds,
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sulforthodimethoxine or 5,6- dimethoxy -4- sulfanilami-
dopyrimidine, has been more widely tested. Once -
weekly doses of 500 mg were found effective in clearing
asexual parasitaemias in East African schoolchildren
infected with pyrimethamine- resistant P. falciparum.
In West African children also, this drug has been found
to have a pronounced action on P. falciparum infec-
tions. In the treatment of semi -immune patients

suffering from acute falciparum attacks, single doses of
sulforthodimethoxine associated with pyrimethamine
were found in the United Republic of Tanzania to
have a slower and less effective action than chloro-
quine. Other sulfonamides and sulfones have also
shown definite antimalarial activity, but none of the
compounds so far tested seems to be equal or superior
to chloroquine.

8. TRAINING OF NATIONAL MALARIA ERADICATION STAFF

The training of personnel in malaria eradication
activities, which is the key to effective implementation
of the malaria eradication programme, has continued
to receive emphasis. During 1965, efforts were made
to intensify training for the various categories of
personnel. Whilst training of all but the senior per-
sonnel should normally take place in their own
country, it is considered desirable that training of
these senior personnel should be pursued at one of the
international malaria eradication training centres
or by means of carefully selected field visits.

The international malaria eradication training
centres in Nigeria, the Philippines and Togo continue
to play an important role. The Organization has
placed emphasis on the training of several types of
personnel according to the needs of the malaria
eradication programme. In addition to regular train-
ing, special courses have been held in advanced
epidemiology and entomology for senior professional
staff, and in administration and management as
applied to the malaria programme. On request, a
seminar in malaria eradication for twenty -five health
directors from the Philippines and Thailand was
organized in Manila and was followed by a field visit
to the Indian programme. Table 3 gives the number
of courses held in 1965 and the number of national
trainees who have attended such courses.

The training centres in Brazil, Mexico and Vene-
zuela continue to receive assistance from the Pan
American Health Organization. In Mexico, four
courses were held for medical officers and engineers.

Fellowships for training in malaria eradication were
awarded by the Organization to 250 technical staff
from fifty -eight countries during 1965.

In Ethiopia, forty -three trainees attended the eighth
course covering operations, parasitology, entomology
and health education, whilst twenty -three trainees
attended the course organized for sector chiefs. The
Institute of Malariology and Parasitology in Teheran
has continued its training activities. Amongst others,
a seventeen -day course for sixty zone chiefs was
conducted. Training activities continued at the
centres at Dacca and Lahore in Pakistan, where over
600 people were trained, including eighty -one district

officers, evaluators, malaria supervisors and super-
intendents, 287 microscopists and 209 subprofessional
staff. In addition, a special course for assistant ento-
mologists was given, with eighteen participants.
Several courses which started in 1964 were completed
during the first quarter of 1965 with a total of forty -
seven district officers, evaluators, malaria super-
intendents and assistant entomologists as well as
thirty -two microscopists. Courses were also held at
the centre in Sudan for some thirteen provincial and
senior medical assistants, thirty -six public health
officers and twenty -two technicians.

TABLE 3. COURSES AT INTERNATIONAL TRAINING
CENTRES ATTENDED BY STAFF OF NATIONAL

MALARIA ERADICATION SERVICES IN 1965

Training
Centre Type of course Number of

Courses
Language of
instruction

Number
attending

Lagos Senior
laboratory
technicians I English 20

Junior 2 English 31

Lomé Junior 3 French 46
Manila Senior 1 English 26

Advanced
epidemiology 1 English 31*

Entomology 1 English 24*

Junior 1 English 34

Administration
and
management 1 English 22

Maracay Senior 1 Spanish 25
Advanced

epidemiology 1 Spanish 16

Sao Paulo Malariology 1 Portu-
guese

20

Total 14 Total 295

* Including one WHO staff member.

India continued its training activities with numerous
reorientation and refresher courses at the National
Institute of Communicable Diseases, Delhi. At the
regional co- ordinating organizations and state
training centres, over 700 laboratory technicians,
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microscopists /entomological assistants and malaria
inspectors received training. The Indian malaria
eradication programme has continued to be used as a
training ground for trainees from malaria eradication
training centres. A total of forty -seven trainees from
the centre at Manila, in successive groups, paid two -
week visits to this programme for field instruction.
This programme in India is also used for the in- service
training of WHO malariologists.

At the Tjiloto Centre in Indonesia, approximately
150 students attended two courses in administration.
A course in malaria eradication for zone chiefs was
conducted, one in the maintenance of vehicles for
mechanics, as well as two courses for wives of senior
national malaria personnel, to enable them to parti-
cipate actively in health activities carried out in their
own neighbourhoods, where they are to work as health
educators.

In Thailand, a year's course for 150 sector chiefs
is being held at the National Training Centre; it
consists of four months' training in general public
health and eight months' training in theoretical and
practical aspects of malaria eradication. Seventy -
three microscopists were trained during the year. In
addition, seven days' pre- service training was given
to 6000 spraymen and 710 house visitors.

In addition to activities at the above centres, training
has continued in many other countries with
tance of the WHO country advisory staff.

In connexion with the pre- eradication programme,
many general public health personnel are being trained
in malaria eradication and case -detection activities.
In Algeria, for instance, the newly opened centre at
Ténès trained 108 persons during 1965. Similar
training has been continuing in many countries and
WHO is also actively assisting in this undertaking by
organizing courses and seminars and providing
fellowships. In the Republic of Korea, twenty -four
sanitarians and thirty -nine public health nurses were
given theoretical training in malariology.

Training of public health workers for their role in
the maintenance phase is either under way or being
planned in several countries.

Under the scheme for exchange of malaria workers,
twenty -two senior national health staff from nineteen
countries have been able to visit malaria eradication
programmes in other countries. Such visits are of
benefit not only to the visitors, but also to the staff
of the visited countries by providing for an exchange
of ideas.

A meeting on malaria eradication training was held
in Geneva, from 7 to 12 February 1966, in order to
standardize the curricula for the main courses conduc-
ted at the centres, reorientate the training activities to
the changing needs of the programme, and formulate
proposals for the more effective utilization of
training centres.

9. WHO TECHNICAL ADVISORY SERVICES

Advisory services have continued to be given at
country and inter -country level by the regular technical
staff of the Organization and by short -term consultants.
As will be seen from Table 4, which shows the number
of established posts for WHO and PAHO field staff
in the malaria eradication programme, these services
provided to countries have been adjusted to the chang-
ing needs of the programme. Every endeavour conti-
nues to be made to recruit suitable candidates and,
depending on experience, some are given additional
training at one of the international malaria eradication
training centres and receive intensive in- service train-
ing prior to field assignment.

In addition to the staff listed in Table 4, there were
forty -two established posts for professional and
advisory staff at the headquarters and regional levels
in December 1965, as compared with forty -six in 1964.

To broaden the experience of its advisory staff, the
Organization arranges for a certain number to under-
take study tours, usually in association with home-

leave travel. Thirty -three staff members serving in

five regions benefited from such study tours during
1965.

TABLE 4. WHO AND PAHO MALARIA ADVISORY
STAFF IN COUNTRY, INTER -COUNTRY, AND INTER-

REGIONAL PROJECTS, 1958, 1964 AND 1965

Category December
1958

December
1964

December
1965

Medical officers and
epidemiologists 76 120 123

Public health advisers . . . . - 12 13
Parasitologists 1 2 2
Health educators - 3 3
Statisticians - 1 1

Engineers 19 38 34
Entomologists 31 52 49
Sanitarians 68 104 99
Technicians 31 37 42
Administrative officers . . . . - 14 10
Administrative assistants . . . 18 10 5

Total 244 393 381
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Appendix

STATUS OF MALARIA ERADICATION, BY REGION

1. African Region

Angola, Bechuanaland and Burundi. These countries have not
yet indicated their interest in developing antimalaria projects.

Cameroon. A first addendum to the pre -eradication programme
covering activities for 1964 -1965 was negotiated. Little progress
was made in increasing availability of drugs for the treatment of
malaria cases, but a programme for mass suppressive treatment
in school and pre -school children was started in the north of the
country. The inventory of basic health services was completed
and proposals for their further development were formulated. The
first two -year plan of action is based on the development of six
demonstration zones covering a population of 781 000 and
selected as representative of the geophysical characteristics and
population distribution of the country.

Cape Verde Islands. It is understood that the malaria eradica-
tion programme, which does not receive WHO assistance, is
continuing.

Central African Republic. No WHO- assisted malaria pro-
gramme is as yet being undertaken.

Chad. A request has been received from the Government for
short -term consultant advisory services on malaria as a public
health problem.

Comoro Islands. At the end of the year the French Government
requested that budgetary provision for a malaria pre- eradica-
tion programme in the Comoro Archipelago be made in 1968.

Congo (Brazzaville). The pre- eradication programme which
was planned for 1964 continues to be deferred.

Congo, Democratic Republic of. The Organization has continued
to provide a team of four staff members to carry out surveys of
the malaria situation and the health facilities available in the
country.

Dahomey. A first addendum to the plan of operations for the
malaria pre- eradication programme is under preparation
covering both basic health services and malaria activities.
Tentative proposals for the further development of the health
services have been formulated. A demonstration area with a
population of 115 000 has been selected adjoining that of Togo.
Here reorientation training courses are being organized for exist-
ing staff as well as for itinerant health personnel who are being
recruited. A malariologist, a part -time entomologist and
twenty auxiliary staff form the nucleus of the malaria service.

Equatorial Guinea. The plan of operations for a pre- eradication
programme has not so far been signed by the Government.

Gabon. On the basis of a request from the Government, a
pre- eradication programme is under negotiation.

Gambia. Gambia has not yet indicated its interest in malaria
eradication.

Ghana. A second addendum to the plan of operations for the
pre -eradication programme is under preparation. This will

cover malaria activities only as there is a separate plan of opera-
tions for basic health services. Proposals have been formulated
for demonstration zone activities in 1966. In this zone, which
is representative of coastal, savannah and forest ecological
conditions, epidemiological observations on infants were carried
out in three indicator districts. Transmission is found to be
continuous throughout the year; however, in general, the parasite
rates are lower in the savannah areas than in the coastal or forest
areas. Tentative proposals for the further development of basic
health services in the seven -year development plan are based on
the establishment of approximately forty health areas each with
a population of 150 000. These areas are divided into sub-
areas with a population of approximately 20 000, each served
by one health post staffed by five medical auxiliaries. Although
draft plans for a demonstration zone covering 200 000 population
in the Volta region have been accepted, further development
outside this zone is not at present likely. Training facilities for
auxiliary health personnel include three community nursing
schools, seven midwifery schools, a health inspectors' school
and a school for the conversion of health overseers to fully
certified health inspectors, and a medical auxiliaries' training
centre.

Guinea. A request from the Government has led to the formu-
lation of a plan of operations with a preliminary plan of action
for a feasibility study on the development of a pre- eradication
programme. (The plan of operations was signed in January
1966.)

Ivory Coast. It has not yet been possible to embark on a pre -
eradication programme.

Kenya. No malaria programme with WHO assistance is as yet
being undertaken.

Liberia. A separate plan of action for malaria activities in the
pre- eradication programme and a tripartite plan with UNICEF
assistance for basic health services are under negotiation. A
preliminary inventory has been completed of existing basic
health service facilities, but detailed evaluation of the extent and
quality of the services is still under way and therefore no long-
term plan for their future development has been formulated.
A demonstration zone has been selected for the Gbarnga
District where medical assistants will eventually be assigned and
where refresher training of traditional birth attendants is planned.
Plans were formulated for a scheme for drug distribution to
fever cases in one area. Following a report of apparent reduced
susceptibility of P. falciparum strains to chloroquine at Kpain
and Duo, a special investigation was carried out, but the appli-
cation of standardized field tests devised for screening such
strains failed to substantiate the earlier reports. At Kpain,
where there are the necessary facilities, studies were initiated
on the relation between attendance for medical care, fever and
malaria parasitaemia, particularly in adults.

Madagascar. Plans for a pre -eradication programme are again
under negotiation.

Malawi. Has not yet indicated its interest in developing a
malaria eradication project, but fellowships have been utilized
for training personnel at malaria eradication training centres.
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Mali. No WHO- assisted malaria programme is as yet being
undertaken.

Mauritania. A first addendum to the pre -eradication pro-
gramme plan of operations was submitted to the Government
covering plans of action for the period 1965 -1967, for both basic
health services and malaria activities. Because of the special
physical characteristics and the sparse and semi -nomadic
population it will be difficult to provide an effective basic health
service until the several ethnic groups can be encouraged to
produce candidates for training and service within their respec-
tive groups. Epidemiological observations have shown that
the principal malaria problem is related to the Senegal river
valley and results of detailed studies in the Cercle du Gorgol
have been compiled, covering a population of 63 000 divided into
four zones : riverine, flood, savannah and arid. Malaria is hyper -
endemic in the riverine zone with perennial transmission, and
in the seasonal flood zone. In the savannah zone it is meso-
endemic with seasonal transmission. A modest start was made
with efforts to improve malaria diagnosis and treatment facilities
at health posts in the Kaedi area.

Mauritius. The programme in Mauritius, which is in the final
stages of eradication, was visited by an assessment team in
November 1965. The team recommended a repetition of local
spraying in a small area which had produced two indigenous
cases in 1964 and 1965, radical treatment for all suspected donor
parasite carriers and for labourers returning from neighbouring
islands, and the reorganization and reorientation of the existing
public health service facilities in order to equip them for their
role in the maintenance of malaria eradication.

An addendum to the plan of operations has been prepared
covering the two years 1966 -1967, following the discontinuation
of routine residual spraying in December 1965. The whole of
the originally endemic coastal area below an altitude of 210
metres therefore passed into the consolidation phase in January
1966. A large section of the area is actually entering the second
year of this phase. The central upland plateau is still being
covered by passive case -detection only. Plans were formulated
to verify the malaria situation in the island dependencies. The
Government has established a central malaria unit with overall
responsibility for the technical and administrative services of
the programme. Epidemiological operations in the relatively
small attack and larger consolidation areas were carried out
satisfactorily in 1965. Five positive cases, two of which were
indigenous, were found in the attack area, and nine cases, none
of which were indigenous, were found in the consolidation and
maintenance areas.

Ample facilities and staff are available for the maintenance
phase and for regular house -visiting. The Government is
making special arrangements at sea- and air -ports for screen-
ing to prevent the re- establishment of malaria.

Mozambique. Signature of the plan of operations for converting
the malaria pilot project near Lourenço Marques into a pre -
eradication programme covering the whole province was
completed in April 1965, and a first addendum has been sub-
mitted to the Government. Tentative proposals were formulated
to divide the province into eight operational zones, the first of
which, in the south, incorporates the pilot operation area.
Preliminary assessment of the basic health services in the first
operational zone indicated that ten additional posts will be
required with eighty staff. Operations have been directed
primarily to the malaria pilot project area, with a population of
103 000, where coverage in twice- yearly spraying of DDT has
been carried out. Treatment facilities for malaria cases are
adequate in this area, but are less so in the zones further north.

Niger. A request has been received from the Government for
short -term consultant advisory services on malaria as a public
health problem.

Nigeria. Pre -eradication programmes are in operation in
Eastern, Northern, and Western Nigeria. The state of develop-
ment of the basic health services differs from province to province.
In some areas difficulties are being experienced in obtaining
personnel for training with the necessary educational level. In
many parts of the country the responsibility for peripheral
health services is vested in local authorities. This increases the
complexity of planning nation -wide malaria eradication acti-
vities with an effective central direction.

In Eastern Nigeria, an inventory of the basic health services
has been completed and, on the basis of the most recent census
figures, dispensaries serve an average of 43 000 people each.
A basic health service demonstration zone has been selected in
an area with a population of 164 000 served by eight health
posts. There is a shortage of medical supplies to these posts.
In Northern Nigeria malaria activities have been confined to
studies of the possibility of interrupting transmission by DDT
spraying in the original mass malaria control campaign area by
improving the standards of operations. In this area small
numbers of indigenous infections are still being found amongst
infants. In Western Nigeria the project was not started until mid -
1965 and a first addendum to the plan of operations covering
the development of both the basic health services and malaria
activities is under preparation. The principal activity has been
the collection of available basic data of significance to the project.
A small -scale village trial of drug distribution to fever cases has
been started. A request for a pre- eradication programme in
mid -western Nigeria has been accepted for implementation in
1966.

The Federal Government of Nigeria expressed its desire to
make early preparations for the launching of a nation -wide
malaria eradication programme. The international Malaria
Eradication Training Centre in Lagos held three courses attended
by fifty -one students during 1965. The field research trial on
insecticides has been dealt with under section 6.4 (page 80).

Portuguese Guinea. The Government has not indicated its
interest in malaria eradication.

Réunion. Following the signature of a plan of operations in
March 1965, all necessary arrangements have been completed
for a pre- eradication survey covering a population of nearly
400 000, and a WHO team is working in the island. An exchange
of letters is being negotiated to extend the project until December
1966.

Rwanda. No antimalaria programme with WHO assistance is
being carried out.

Sao Tomé and Principe. WHO assistance is not required by the
Government.

Senegal. Signature of the plan of operations for a pre- eradica-
tion programme was completed in October 1965; supplies were
requisitioned and implementation is starting in 1966.

Sierra Leone. An addendum to the plan of operations for the
pre- eradication programme is under preparation. An inventory
of existing health facilities has been completed. However, more
detailed observations are needed as to the services rendered
before a picture can emerge of the extent of the existing coverage
on which long -term plans for supplementing it can be formulated.
An area in the northern province with a population of 90 000
was selected as a demonstration area for basic health service
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development but there may be difficulties for the Government in
providing the necessary personnel. A scheme for improving
treatment facilities for malaria on the basis of existing health
posts and voluntary agents is under discussion.

South Africa. The malaria eradication programme, which does
not receive WHO assistance, is continuing. There is a small area
still in the attack phase but the rest of the country is in the conso-
lidation or the maintenance phase.

Southern Rhodesia. The plan of operations for a pre- eradication
programme was signed in 1964 but implementation has been
deferred.

Swaziland. It is believed that all originally malarious areas
of this country are in the consolidation or the maintenance
phase. No WHO assistance was given to the programme in
1965.

Togo. For the purpose of long -term planning of the pre- eradi-
cation programme, the country has been divided into three
operational areas, the southern area being the first to be deve-
loped and the northern the last, to be completed in 1974. It
is anticipated that thirty -one additional health posts will need
to be established. In the first sector of the southern area a
reorganization of the health service has been taking place, one
extra health post has been constructed and nine multipurpose
mobile health agents assigned. Geographical reconnaissance
was commenced in the second and third sectors to facilitate
planning for 1966. The combined static and mobile health
service has developed so successfully that specialized yaws
scouting and leprosy treatment services were integrated into
this service. Its cost is calculated at $0.65 per capita in 1965.
The mobile agents recruited with no prior experience in health
work were trained to execute geographical reconnaissance in
their respective circuits, and were subsequently trained in the
elementary principles of curative and preventive medical care
and home visiting. They were carried against the malaria
service budget until their value to the rural community was
amply demonstrated, when they were transferred to local
district council budgets. Thus central funds again became
available for the recruitment of agents for other sectors. Activi-
ties in the malaria service were directed primarily to the initia-
tion and preliminary evaluation of DDT residual spraying in the
malaria demonstration zone with a population of 185 000.
Baseline data had been completed and two spraying rounds
were completed during the year. Results of a comprehensive
evaluation after the second round of spraying are awaited.

The international Malaria Eradication Training Centre at
Lomé conducted three courses for a total of forty -six students
during 1965.

Uganda. A second addendum to the plan of operations for the
pre -eradication programme is under preparation. There are
ample training facilities in the country.

In the latter part of the year the malaria incidence increased
in the localities of Kimbiri and Bwambara in northern Kigezi,
where a pilot project had been carried out for some years and
had at one time interrupted transmission of malaria. The
increase followed a movement of population into a resettlement
area.

The field research trial of malathion, carried out at Masaka,
was completed in March 1965 (see section 6.4, page 80).

United Republic of Tanzania. A malaria eradication programme
is in progress only in the islands of Zanzibar and Pemba. No
eradication activities are being carried out on the mainland.

In Pemba the target of discontinuing regular spraying ope-
rations was not attained since low -level transmission was still
evident. In Zanzibar, control of the two annual peaks of malaria
prevalence was not achieved. In both cases, this was mainly
attributable to failure to achieve total coverage spraying, parti-
cularly in Zanzibar where a large number of temporary huts
were erected in the coral areas in the northern and southern
parts of the island. Nevertheless there was a considerable
reduction in parasite rates in both islands.

Surveillance agents, a large number of whom are newly
trained, are showing promising signs in the field and the quality
of their work is expected to improve with experience. A general
revision of geographical reconnaissance to provide detailed
village maps, renumbering of houses and reporting of new,
redecorated or repaired houses was carried out. As a supple-
mentary attack measure drug administration using amodiaquine
450 mg base and primaquine 45 mg base in a combined tablet
was instituted on a limited scale in the rice- growing areas of
northern Zanzibar. The satisfactory coverage achieved at the
start was not sustained and, after three months, acceptance had
dropped to approximately 40 per cent. of the population.

An assessment team visited the malaria eradication programme
in Zanzibar and Pemba and made a number of recommendations,
including the continuation of total residual insecticide coverage
until 1967 in both islands, advancement of the timing of the
spray round, improvement of the surveillance operations and
the necessity of training a national malariologist and health
inspectors. The situation in the general health services is not
at present sufficient to support the case -detection activities of
the malaria eradication programme. Until eradication activities
are started on the mainland there will be a constant threat of
importation of malaria cases into the islands.

Upper Volta. No WHO- assisted malaria programme is being

Zambia. The Government decided to defer embarking on a
pre -eradication programme until 1967.

2. Region of the Americas

Argentina. Additional areas were placed in the maintenance
and consolidation phases and 65 per cent. of the population of
the originally malarious areas are now in these phases. Further
geographical reconnaissance was carried out in Chaco and
spraying operations were started in April. In Formosa geo-
graphical reconnaissance has made very slow progress. Chronic
underfinancing of the programme, however, still continues.

Bolivia. An institute of infectious diseases is being created
which will assume responsibility for areas ready for the mainte-
nance phase. Personnel of the malaria service will be transferred
to this institute when they are no longer required for the malaria
programme. The incidence of malaria decreased markedly
from 1964, and the large outbreaks of the disease which occurred
in that year were, in the main, controlled and the affected areas
produced very few cases in 1965. Some of the areas of persistent
transmission were cleared. Changes were made in areas in the
southern zone in order to reduce operational defects. The
budget was still insufficient and the programme continued to be
severely understaffed; a 20 per cent. increase in funds has been
requested for 1966.

Brazil. A new plan of operations has been established and is
being implemented. National budget and external funds to
cover imported supplies are reported to be adequate. Control
operations have been discontinued and large efforts are being
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devoted to eradication measures. The organization of this
huge campaign has improved, although much still remains to
be done in this field. The loan funds provided by the United
States Agency for International Development in the period
1964 -1965 were only partially utilized because of the reorganiza-
tion of the programme.

The first areas of the federal programme were placed in the
consolidation phase, having fully met the criteria. A number of
areas have been brought into the attack phase, and on the basis
of epidemiological assessment made during the period 1964-
1965 other areas were placed in the non -malarious category.
The population of the originally malarious areas of Brazil is
consequently 9 million less than previously stated and the
population of malarious areas in the preparatory phase is nearly
19 million less. The entire coastal strip from Espirito Santo to
Rio Grande do Norte is in the attack phase. In Sao Paulo the
programme is proceeding well except for cases imported from
border areas.

British Guiana. The programme in British Guiana progressed
very well in 1965 with a total of twenty -eight cases, of which
only one was indigenous. Efforts are being made to improve
case -detection activities in consolidation areas. No further
difficulties were encountered with apparently resistant strains
of P. falciparum. Medicated salt is still in use in the Rupununi
area in combination with spraying operations, but has been
discontinued in the rest of the attack phase area which has
passed into the consolidation phase.

British Honduras. A setback was experienced in mid -1965
with the discovery of a large focus of over one hundred P. falci-
parum malaria cases in the southern part of the country which
appear to have originated from an imported case. Remedial
measures were quickly taken. The area is isolated, with poor
communications with the rest of the country, and the danger
to other areas is not great. Nevertheless, the completion of the
programme will be delayed.

Colombia. Significant improvements were made in administra-
tion and in the efficiency of field operations. Further areas were
placed in the consolidation phase during the year with a conse-
quent increase in the population in this phase from 6.1 million in
1964 to 7.1 million in 1965. New attack measures were initiated
with promising results. A revised spraying schedule, with monthly
inter -cycle coverage of all new, altered or unsprayed surfaces by
special brigades, has been shown to have considerable effect
in reducing transmission, although it did not succeed in inter-
rupting it completely in the trial area. Incidence of malaria
rose in the attack phase areas but was mainly concentrated in four
regions of high endemicity. In the consolidation phase areas
there were several outbreaks during the year, all of which were
eliminated except one in an area of difficult access. Budgetary
restrictions continued to prevent the programme from attacking
transmission with the intensity required. The budget cut to be
effected in 1966 is a severe blow to the good progress made in
revitalizing the programme during 1964 and 1965.

Costa Rica. Financial stringencies during 1965 have seriously
hampered this programme, paralysing field operations and
severely reducing the scale of supervision. Collective treatment
which was planned in eight areas could only be carried out in
one. Spraying fell far behind schedule and incidence of malaria
increased in the attack phase areas, though it remained constant
in the consolidation phase areas. One area in the consolidation
phase reverted to attack.

Cuba. This programme is progressing very well and should
shortly be ready to enter the consolidation phase. Even with
increasing case -finding activities considerably fewer cases

were discovered during 1965 except in a few foci in areas of
difficult access, and the reservoir of old vivax malaria cases is
rapidly being exhausted.

Dominica. The programme in Dominica continues in the
consolidation phase with no cases reported. The assessment
with a view to certification of eradication is scheduled to take
place in 1966.

Dominican Republic. The first areas in the programme entered
the consolidation phase during the year. The incidence of malaria
was very low except in border areas. Local events caused an
interruption of the campaign for a short period, but it rapidly
returned to practically normal operation.

Ecuador. A six -year plan has been elaborated for the campaign,
based on the probability of receiving adequate financing. How-
ever, during 1965 severe financial difficulties have interfered with
the efficiency of operations and reduced technical supervision.
Some additional areas entered the consolidation phase during
the year and in general the situation of consolidation phase
areas was satisfactory, although a considerable number of cases
were reported from attack phase areas. Progress has continued
in areas in advanced attack but in the remaining problem areas
the previous level of endemicity has prevailed despite intensive
measures.

El Salvador. Incidence of malaria increased in the first half of
the year, because of insufficient funds for attack measures.
Collective drug treatment programmes along the Pacific coast
were slightly expanded but the departments along the eastern
part of the coast could not be included for lack of funds, and
spraying was stopped for the same reason. Holding operations
were successful in maintaining the status quo during the rest of
the year and plans were made for the operations in the period
1966 -1968 for which provision of funds is being arranged.

French Guiana. It is reported that the area around Cayenne
has been placed in the maintenance phase and some other areas
in the consolidation phase. Transmission appears to be conti-
nuing at a low level.

Grenada and Carriacou. The islands of Grenada and Carriacou
were certified as having achieved malaria eradication in 1962.
No cases were found in 1965.

Guatemala. The incidence of malaria was less than in 1964,
but some areas in the consolidation phase had to return to the
attack phase. Plans for operations in the period 1966 -1968
were prepared, and fresh arrangements for financing this pro-
gramme are under negotiation.

Haiti. Evaluation of the programme was undertaken at the
beginning of the year and showed that three -month DDT
spraying cycles were not successful in interrupting transmission.
The country was divided into three types of areas: those where
there appeared to be no transmission -to be covered by passive
case -detection only; those where there was some transmission -to
be covered by DDT spraying, active case -detection and focal
measures; and those with high transmission in which collective
drug treatment and an annual DDT cycle were to be used. The
drug programme, on a three -week cycle with chloroquine and
pyrimethamine, started in March with a small population and
by the end of the year 1.3 million were under treatment. It is
hoped to be able to discontinue drugs in most of the areas in
the third category during the first half of 1966 and extend the
programme where necessary to doubtful areas in the other two
categories in order to protect the malaria -free regions from
possible re- infection.
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Honduras, The Government is planning an intensive campaign
for the period 1966 -1968. During 1965 collective drug treatment
was initiated with good results in a southern problem area
where there was a high incidence of malaria. This method of
attack will be extended to the whole of the problem area in 1966.
Areas with a total population of 59 000 reverted from consolida-
tion to attack while other areas with a total population of 90 000
were advanced into the consolidation phase after the evaluation
of the programme in February.

Jamaica. Certification of malaria eradication took place
in 1965. Three cases of P. malariae were discovered, two classi-
fied as relapses and one as imported. Intensive case -finding
discovered no more cases. Vigilance operations are being
satisfactorily carried out.

Mexico. Throughout 1965 the programme operated with a
very restricted budget and priority was given to the consolida-
tion areas on the Gulf coast. It was found that some areas in
the consolidation phase could not be controlled with available
resources. On the Pacific coast the situation remained the same
as in 1964. Larviciding trials were continued successfully in
two areas. An extensive area in Lower California has been
turned over to the general health service for maintenance of
malaria eradication as an experimental measure for working
out methods of smooth transference of functions.

In March 1965, the Government announced that adequate
financing for the programme would be available for the six years
1966 -1971 with facilities available for thorough coverage of
attack and consolidation areas, and the year was devoted to
preparation of plans of operation and programme structure.
It is planned to reorganize the programme into four regions and
each of the 118 districts will be headed by a professional, assisted
by a multipurpose sub -professional, and will have a small
laboratory for the diagnosis of blood slides. The number of
surveillance agents and drug distributors has been markedly
increased and a statistical desk has been installed at each zone
office for handling routine statistics. A considerable expansion
of the training programme has also been undertaken. The success
of the programme will depend a great deal on the timely provision
of adequate funds for the effective implementation of the
programme.

Nicaragua. The plan for the programme of intensive attack
in the period 1966 -1968 has been formulated and arrangements
have been made for its financing. During 1965 the malaria
situation remained essentially the same. Collective drug treat-
ment was successfully terminated in some localities and began
in others. Malathion spraying and larviciding continued; in
six localities where the latter measure was successful, it was
discontinued. Some difficulties have arisen because of adminis-
trative problems consequent on the integration of the programme
in the Ministry of Health. A document outlining the responsibi-
lity of the general health service in malaria eradication has
been circulated to local health units, and personnel of the
malaria service are visiting health centres to explain the operations
in detail. Microscopists in the general health service are being
re- trained in the identification of malaria parasites.

Panama. The service administering the programme in Panama
has established a three -year plan and is arranging for its finan-
cing. During 1965 an inadequate budget restricted operations,
but some improvement was achieved in the administration.

Paraguay. Geographical reconnaissance was continued and
plans are ready for beginning the attack phase in late 1966.
However, additional financing has not yet been satisfactorily
arranged and the preparatory phase may be protracted still

further. Remedial measures considerably reduced the number
of cases following the outbreak which occurred in 1964.

Peru. The incidence of malaria was slightly less in the first
half of 1965 than in 1964. Three foci appeared in consolidation
phase areas during this period. The western slope of the country
is almost entirely in the consolidation phase and areas with
a total population of over one million are ready for the mainte-
nance phase. It is expected that they will be put into this phase
during 1966 and the areas turned over to the local health services.
A commission was appointed to study the methods of trans-
ferring areas ready for maintenance to the care of the general
health services, and came to the provisional conclusion that
health areas of the general health service should assume res-
ponsibility for all areas which have completed three years in
the consolidation phase. The technical personnel of the malaria
service should be transferred to the corresponding health area,
together with their equipment, and chiefs of health areas should
include provisions in their budgets for malaria vigilance activities.

St Lucia. This area is certified as having achieved eradication.
The reservoir of P. malariae infections which produced four
cases in 1964 appears to have been exhausted and no cases were
discovered in 1965.

Surinam. Consolidation areas continue in a satisfactory state
and efforts were made to improve the surveillance operations.
In certain attack areas, because of refusals by the population
it was impossible to carry out spraying operations. A pilot
project for medicated salt distribution has found good acceptance
and is being continued and extended with evaluation through
blood surveys in nine indicator villages. Attempts have continued
to win the confidence of the highly suspicious population of
the interior, and health education has continued to play a
vital role methods for the implementation of the
attack measures best designed to be accepted by this population.

Trinidad and Tobago. These islands were certified as having
eradicated malaria in March 1965. Two imported cases of
falciparum malaria were discovered, both from West Africa.

Venezuela. The major part of the country is classified as an
area where malaria has been eradicated. Of the 1758 cases of
malaria reported in that area, 984 were introduced, four induced
and the remainder imported. Transmission of malaria continues
in three areas and these remain under attack with the use of
various methods.

3. South -East Asia Region

Afghanistan. The malaria eradication programme commenced
in 1957. The total population under malaria risk in 1965 was
6 609 000, 5 496 000 in the attack phase, and the remaining
1 113 000 in the consolidation phase including the units of
Pul -i- Khumri, Kunduz, Khanabad, Khojigarh, Ghazni and
Gardez. It was found necessary to revert to the attack phase
in the provinces of Nangarhar, Laghman and Kunar. Once
again, population estimates of areas under risk have been
revised and a further 220000 persons from Uruzghan have
been included. It is hoped that the unit of Pul -i- Khumri with
a population of 291 000 may qualify for maintenance in 1967.
This will depend on the maturity of the basic health services.
The salient recommendations made by the assessment team
in 1964 have been put into effect and the programme appears
to be working satisfactorily.

Mass drug administration was used as a supplementary
measure in some areas, chloroquine 600 mg base and pyrime-
thamine 25 mg being administered at fortnightly intervals during
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the transmission season from July to October. Active case -
detection has now been put into operation throughout malarious
areas and efforts have been made to provide sufficient surveillance
personnel. Seven supervisors were given specific training in
epidemiology and assigned to three regions; the entomological
staff are assigned to these supervisors.

Burma. The programme in Burma has no WHO advisory
field personnel. It has been reported that at the end of 1965
of a population of 25.07 million, 10.63 million were in the attack
phase, 8.62 million in the consolidation phase, 1.19 million in the
maintenance phase and the rest in non -malarious urban areas.

Spraying operations did not commence on time because of
the late arrival of DDT supplies. Some hilly areas could not
be covered before the monsoon and as a consequence spraying
operations lasted until July or August. In the plains spraying
operations were carried out with voluntary labour; but in
difficult areas it was necessary to hire spraymen.

The peripheral health organization has been developed through
a framework of rural health centres under the charge of health
assistants; each covered in the past some 15 000 to 20 000 people.
Vaccinators, midwives and health visitors were attached to these
centres. Under a reorganization scheme, one rural health centre
is to be provided for every 6000 to 8000 people, with a health
assistant in charge.

Ceylon. The programme in Ceylon, which had previously
been running satisfactorily, received a setback at the end of
1964 with the occurrence of foci of P. falciparum malaria in the
Eastern Province, in the Batticaloa area, and in 1965 with the
appearance of P. malariae in the south -eastern part of the island,
and it became necessary to place a population of 150 000 back
into the attack phase. A total of 308 positive cases was found
during the year, thirty -two of which were imported from the
Maldive Islands.

It is felt that the main reason for the continued existence of
these foci was the lack of total coverage by case -detection
activities, particularly active case -detection. Another contribu-
tory cause was the lack of presumptive treatment for fever cases.
The number of personnel employed in case -detection has been
increased and a new plan of operations is under review. Presump-
tive treatment was introduced in February 1965, first in areas
of P. falciparum transmission and later in the south -east where
P. malariae foci had occurred; it comprised a single dose of
a 4- aminoquinoline drug combined with pyrimethamine. Mass
radical treatment has been given in some areas. By the end of
the year the foci of P. falciparum malaria were brought under
control.

The general health services in this country are widely deve-
loped. The peripheral level of health services is chiefly provided
through a health unit serving a population of approximately
100 000, which constitutes a health area. Of these units, fifty -
two are manned by medical officers of health and thirty -eight by
health officers. Under the control of the health unit, public
health inspectors and public health midwives operate from
village stations. In some areas there are, in addition, public
health nurses. Each inspector and nurse cover some 8000 to
10 000 people. The midwife serves a population of 4000 to
5000. The antimalaria campaign is an integral part of the general
health services and has now close working relationships with
the divisional sub -directorates of the malarious areas. Peri-
pheral public health workers are being trained by the staff of
the antimalaria campaign for vigilance activities in the mainte-
nance phase and it is hoped to complete this training by the end
of 1966.

India. This programme, covering a population of over 472 mil-
lion, continued its steady progress. At the end of 1965, out of

the 393.25 units, 80.26 (population of 94.6 million) were in the
attack phase, 170.36 (population of 205.6 million) in the consolida-
tion phase and 142.63 (population of 172.2 million) were either
in the maintenance phase or had been recommended for mainte-
nance on epidemiological grounds by the assessment teams.
The number of units which have reverted to attack because of
the occurrence of indigenous cases of malaria is very small.
In certain states, although areas were epidemiologically fit for
the maintenance phase, the general health services were unable
to take over this responsibility because of insufficient coverage.
In this great programme there are certain operational difficulties
in hill forest areas, in some urban areas with A. stephensi and
in parts of Gujarat State.

In spite of widespread resistance of A. culicifacies, there has
been no real setback in the eradication programme in India due
to this. The problem has been met by increasing the number of
spraying cycles per year, augmenting case -detection activities and
obtaining thorough coverage. A. stephensi has now been
shown to be resistant to both DDT and HCH in a number
of areas. The problem is being dealt with in urban areas
by antilarval measures, treating drinking -water wells with
lead -free petrol, wells not used for drinking purposes with
Paris green, and drains with malariol. These measures have
been supplemented with residual spraying and chemotherapy.
The introduction of the fish Gambusia affinis, after selective
breeding, has also given encouraging results in wells.

During 1962 the Government of India constituted a special
committee to prepare the entry of units into the maintenance
phase and determine the utilization of malaria staff after comple-
tion of eradication. The maintenance phase activities in different
states are carried out according to the recommendations of
this special committee. The vigilance activities are being under-
taken mainly through primary health centres with augmentation
of staff at the public health centres and at district level. This pro-
gramme of vigilance is mainly based on an expanded rural
health service with the provision of multipurpose domiciliary
workers and adequate provision for laboratory diagnosis of
suspected malaria. The outpatient departments of the primary
health centres and all other hospitals and dispensaries will also
participate in the vigilance work. The training of personnel
deployed under the national malaria eradication programme has
been decentralized. Medical officers are being trained at the
National Institute of Communicable Diseases, Delhi, and the
training of personnel of other categories is being carried out
at the offices of the regional co- ordinating organizations and at
the state training centres. Special orientation courses in general
public health were held to prepare malaria staff for their new
duties in the maintenance phase.

Indonesia. The malaria eradication programme is still confined
to the central area of the archipelago, covering Java, Bali and
South Sumatra (Lampong) with a population of over 72 mi I-
lion. At present 126 sectors (approximately six zones) with a po-
pulation of 15.18 million are in the attack phase. Of the remaining
thirty -four zones with a population of 58.5 million, twenty have
been placed completely and the remaining fourteen partly in
the consolidation phase. Spraying operations have been with-
drawn from some areas which have not met the recommendations
laid down. Spraying is still being carried out along the south
coast of Java, the north coast of Bali and the entire Lampong
region. In West Irian, which has a pre -eradication programme,
a certain amount of spraying has been continued. The pro-
gramme is now being undertaken entirely within the resources
available to the Government. The number of staff employed
during 1965 was about 21 000, which is less than in 1964. The
available supplies were used in areas where the malaria situation
was grave and where it was thought premature withdrawal
might result in serious repercussions.
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A change of policy was necessary owing to the shortage of
drugs. Chloroquine was replaced by quinine, which is a local
product, for presumptive treatment in areas under spraying,
and pyrimethamine was restricted to areas where transmission
was persistent. Radical treatment of P. vivax and P. malariae
with chloroquine and primaquine was carried out on a five -day
regimen. Under the circumstances there may be some delays
in the eradication of malaria in Java and Bali.

The Government plans to develop the peripheral services
through health posts, each having two health workers, not counting
midwives, for every 10 000 people, and by the appointment
of more doctors to district -level posts to provide supervision.

The extension of the malaria eradication programme to the
outer islands, which it was hoped would occur in 1965, could
not be implemented. During 1965, five courses were held at the
National Malaria Eradication Training Centre in Tjiloto and
other courses were given at Djakarta.

Maldive Islands. A plan of operation for the development of
the basic health services has been signed and this includes the
control of malaria and of certain other communicable diseases.
A WHO entomologist spent three months of 1965 investigating
anopheline fauna and assisted in drawing up a plan of action
to be incorporated in the plan of operation for a malaria project
in Male atoll and the South Male atoll covering a population
of 13 000 people. Both A. subpictus and A. tessellatus are
responsible for the transmission of malaria in these islands.
Nine health assistants who have received training in malariology
will supervise the work carried out by spraymen and domiciliary
workers during 1966. It is also expected that those activities will
eliminate the major source of cases imported into Ceylon.

Nepal. There was an appraisal of the entire programme in
May and June by a joint WHO /U SAID team. Recommenda-
tions made by this team were many and indicated an inadequacy
of supervision. The programme is hampered by extremely
difficult terrain which has added to the problem of logistics
and planning of operations.

Surveillance activities in the central zone entered the third
year, and case detection was expanded to cover 2.3 million of the
population of 4.3 million. In the eastern zone the attack phase
entered the second year, and in the western zone spraying
operations commenced in November in areas of perennial
transmission, protecting a population of 470 800.

Parasitological and entomological surveys were carried out
in the central and western zones at heights above 1200 metres
for the purpose of investigating the possibility of malaria trans-
mission at greater altitudes.

A development plan for health services during the period
1966 -1970 envisages a peripheral health structure with its main
unit at district level (there are seventy -five districts). Each centre
will control health posts and mobile health teams, so as to provide
coverage by multipurpose auxiliaries on a basis of one mobile
health team for from 6000 to 7000 of the population and
one health post for 25 000. A committee to consider the integra-
tion of the malaria service into the general health services for
the maintenance phase has been formed, and has met on several
occasions.

Thailand. A new comprehensive plan of operation was signed
during the year. This plan, it is hoped, will bring the entire
population in malarious areas into the attack phase. The imme-
diate target for 1965 was to bring 22 million of the population
into this phase. However, the successful implementation of this
programme will depend on the timely provision of adequate
finances to carry it out on a technically sound basis. It may be
necessary to include additional areas in the attack phase if epi-

demiological investigations provide the evidence to warrant
such action.

There has, in the past, been a failure to include certain areas
in the attack phase on the assumption that they were of low
endemicity and that the incidence of malaria was such that these
areas could be included immediately in the consolidation phase
covered by surveillance activities alone.

In order to improve field supervision appropriate steps have
been taken by the Government to strengthen field supervisory
staff. The Organization has also augmented the advisory field
personnel by a sanitary engineer and five sanitarians.

Studies were carried out during 1965 on resistance of a strain
of P. falciparum to chloroquine, and field tests revealed the pre-
sence of a resistant strain. This finding emphasizes the need
for urgent action to interrupt transmission through insecticide
spraying in order to prevent further spread of this resistant
strain.

Basic services at the peripheral level are afforded through
first- and second -class health centres and midwifery centres.
First -class health centres are in the charge of a doctor and
number 125, as compared with an estimated need of 399
for the country. Second -class health centres number 763,
as against a target of 2288. The officer in charge of this type
of centre is a multipurpose auxiliary. At the lowest echelon
is the midwifery centre. There are 1196 of these, as against
an estimated requirement of 2040. The midwifery centre should
cater for about 3000 people, a second -class centre for from
5000 to 15 000 and a first -class centre for from 25 000 to 75 000.

4. European Region

Albania. Further progress was made in the eradication pro-
gramme in 1965. Of the population living in originally malarious
areas only 26 per cent. remain in the consolidation phase, the
rest being in the maintenance phase. Foci of transmission
have occurred in some areas in the consolidation phase in the
central part of the country, producing twelve indigenous cases.

Algeria. For administrative reasons the programme has not
developed according to schedule; the start of the attack phase will
therefore be delayed and the 1967 target date may not be met.
It is anticipated that the pre- eradication programme can be
converted into a malaria eradication programme in stages
starting in 1968. The staffing of the central malaria eradication
office has not been completed and this has adversely affected
the programme's progress. The same applies to the " circon-
scriptions d'assistance médico -sociale " which are also under-
staffed and have so far not implemented the itinerant part of
the activities of the rural health infrastructure. In May 1965
courses were started at the centre at Ténés for the training in
malaria eradication techniques of the personnel employed by the
rural health infrastructure. By the end of the year 108 persons
had attended courses. A second addendum to the current plan
of operations will be negotiated with the Government early
in 1966 with the object of implementing activities in the demons-
tration area and training national personnel.

Bulgaria. In July 1965 the country was entered in the WHO
official register of countries where malaria has been eradicated.

Greece. Further areas were placed in the maintenance phase
during 1965; however, in two districts of mainland Greece
there are active residual foci. In these foci, twenty -eight indige-
nous and twenty relapse cases occurred during 1965. The
persistence of these foci from one year to another suggests
that transmission is continuing either because of epidemiological
problems not yet identified, or because of administrative factors.
In the islands the situation seems to be satisfactory, but the
detection of an indigenous case in the island of Lesbos in the
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third quarter of 1965 is being studied. The documentation
relating to the certification of malaria eradication in the Greek
islands has been prepared and is under examination.

Morocco. In the pre -eradication programme priority is being
given to developing the public health network in the north-
western part of the country. In 1968, according to tentative
plans, this area will be the first in the attack phase of the malaria
eradication programme, provided financial resources are found.
By the end of 1965 staff and buildings for the health infra-
structure throughout the country amounted to about 40 per
cent. of the estimated requirements for total coverage. Epidemio-
logical data, the collection of which has continued during the
year, are providing information on the delimitation of malarious
areas.

Portugal. Over two- thirds of the originally malarious areas are
in the maintenance phase and the remainder in the consolidation
phase. All the fifty -two cases of malaria reported during the
first three quarters of 1965 were classified as imported. It is
anticipated that the whole country will reach the maintenance
phase by 1966.

Romania. The whole country entered the maintenance phase
at the beginning of 1965. Of the ten cases reported during the
first three quarters of the year, seven were induced. It is under-
stood that the Government is preparing a report reviewing the
malaria eradication activities and the results achieved. This
report may be utilized to provide the data necessary for certifi-
cation.

Spain. The country was entered on the WHO official register
in September 1964 as having eradicated malaria.

Turkey. A number of areas in the attack phase of the malaria
eradication programme had by the end of the year reached the
stage when they could be included in the consolidation phase,
and it is planned that approximately 3.4 million, i.e. 37 per
cent. of the population still in the attack phase, will be able to
enter the consolidation phase by the beginning of 1966. Spraying
operations have fallen behind schedule on occasions owing to
financial difficulties, to delays in the supply of insecticides and
to the lack of personnel; there have been difficulties in recruiting
because of inadequate salaries. Considerable health education
activities have been carried out by increased numbers of health
educators. Passive case -detection is mainly based on a system of
voluntary collaborators who, though numerous, have contri-
buted a rather limited number of blood films averaging 4.7
per collaborator.

During the first ten months of 1965 a total of 157 cases were
detected in areas in the consolidation phase ; twenty -eight of
them were classified as indigenous. The seasonal movements
of substantial labour forces originating from areas still in the
attack phase are among the causes of these new foci which,
however, over the last three years have shown a definite regres-
sion in number and persistence. Focal spraying has been
used in some of these areas. In the attack phase areas 3974 cases
were reported during the same period. Over three -quarters of
these were concentrated in four zones.

A preliminary study has been conducted which indicates that
in one zone A. sacharovi is being repelled by DDT. It appears
however that a change from DDT to dieldrin spraying will
improve the situation. Experimental larviciding operations
which should have been carried out during 1965 in A. super-
piclus areas had to be cancelled owing to the lack of supplies,
and are now planned for 1966.

The work of the laboratory services has been critically analysed
and their efficiency is being improved by increasing the number
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of microscopists and holding refresher courses. The entomolo-
gical staff has also been increased. The public health services
under the nationalization scheme have since 1963 been under-
going a development aimed at establishing a network of rural
health centres each of which will cover 9000 persons. This
development is being undertaken first in the eastern provinces
and will continue until total coverage of the country is achieved
in 1975. The antimalaria activities are being integrated into the
nationalized health service from the start but it is too early to
say how well this integration is proceeding. Meetings have
been held regularly at the national level between zone malario-
logists. Medical officers, microscopists and entomological
technicians have received training and refresher training at the
Adana Malaria Institute.

Plans for the implementation of a project aiming at the
distribution of food in part payment of salary to malaria workers
employed by the national malaria eradication programme have
been negotiated with the World Food Program and it is scheduled
that this distribution will start in April 1966.

Union of Soviet Socialist Republics. The vast majority of the
originally malarious areas of the country are in the maintenance
phase, with small areas having a total population of 664 000 in
the consolidation phase. Indigenous cases have been reported
only from well defined foci in Georgia, Azerbaijan and Tadzhi-
kistan.

Yugoslavia. Further areas have been transferred from the
consolidation to the maintenance phase and it is expected that
the whole country will be able to enter the latter phase during
1966. The residual foci in Macedonia which were still active
in 1964 produced no indigenous cases in 1965. An annual
malaria conference was held in November, attended by chiefs
of malariology services and of malaria eradication zones, and
by the public health authorities.

5. Eastern Mediterranean Region

Aden and Protectorate of South Arabia. Aden, which is con-
sidered free of malaria, reported one possibly indigenous case.
A pre -eradication programme for the Protectorate is still under
discussion.

Cyprus. The island remained free from malaria. During 1965
the larviciding programme was further reduced owing to local
difficulties, and A. superpictus reappeared in a number of
localities.

Ethiopia. The Government is desirous of converting the
pre- eradication programme into an eradication programme,
and it is suggested that this will be done by stages starting
in one area in 1966 while the other three areas will be placed
in the preparatory phase at two -year intervals. The main
activity of the malaria service has been geographical recon-
naissance and, in addition, information is being accumulated
to form baseline data for the campaign. Sectors in the various
zones of the operational area have been established and sector
chiefs have been trained. The basic health services have made
less progress than the malaria service, but the Government is
aware of the importance of the development of these services.
There are now nine provincial health officers and fifty -eight
health centres are in operation, in addition to the four public
health training centres. The malaria eradication training
centre at Nazareth conducted two courses, with fifty -eight
successful candidates.

French Somaliland. The country is reported to have remained
free from malaria.
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Iran. In the northern consolidation phase areas of the malaria
eradication programme, 31 per cent. of all investigated cases
were classified as imported from other areas within the country.
There is no doubt that unless the south of the country is soon
protected on a total coverage basis, progress already achieved
in the north will be endangered. The problem area comprises
the southern slopes of the Zagros range including the Gulf
littoral plain and the Khuzistan plain, with a total population
of approximately 4.7 million. The most important causes of
failure to interrupt malaria transmission are the refractory
responses of the two most prevalent and important malaria
vectors, A. stephensi and A. fluviatilis, to insecticidal attack,
i.e., resistance of the first and exophily of the second. A pilot
project was established in 1964 to ascertain whether transmission
could be interrupted using DDT when applied strictly according
to the recommended methodology. Epidemiological studies
revealed that 95 per cent. of the project villages had been
freed from indigenous cases. The results suggest that DDT
can suppress transmission to a point where additional measures
could finally interrupt transmission. The medicated salt
project in the Kazerun area of southern Iran has continued
with success on the same scale as in 1964. A short -term
consultant engineer visited southern Iran to investigate the
possibility of introducing large -scale larval control measures
to augment other attack operations.

Iraq. Owing to setbacks experienced in 1963 and 1964, the
central region was put back under attack phase during 1965,
the southern region having reverted to this phase in 1964.
Significant progress was made in limiting the re- establishment
of transmission. It is of interest that, in the southern region
where A. stephensi, the only vector, developed resistance to
both dieldrin and DDT a few years ago, interruption of trans-
mission has again been obtained with DDT. Every effort is
being made to intensify surveillance operations in order to
detect malaria cases so that radical treatment can be employed
in eliminating any possible sources of infection.

Israel. Further progress has been made and close co- ordination
exists between the general health service and the malaria eradica-
tion service; the latter service is being integrated into the
general health service. Very successful measures of protection
were carried out through close co- operation between the
immigration and malaria services; thirty imported cases were
detected and no secondary cases occurred. A short -term
consultant made a technical evaluation and assessment of the
progress of the programme during 1965.

Jordan. A thorough assessment was made of the programme
and, on account of the re- establishment of transmission in the
Jordan valley after premature withdrawal of attack operations,
the valley and a broad belt of the east bank adjacent to it were
again protected by attack measures during the year. Although
in these areas which reverted to the attack phase spraying
operations were delayed and some fresh transmission occurred,
there was a significant drop in positive cases detected. It is
expected that all foci will be eliminated during 1966.

In the maintenance phase areas a total of twenty -three
imported cases and two introduced cases were detected. A
further development of the rural health services is required
before they are capable of assuming responsibility in vigilance
activities during the maintenance phase.

Kuwait. This country is considered to be naturally free from
malaria.

Lebanon. The general health services continue to carry out
satisfactorily vigilance activities in the maintenance areas and

to assist the programme with case -detection activities in the
consolidation phase. Six imported cases were found as a
result of close co- operation between the immigration and
the malaria services; they did not give rise to secondary cases.

Libya. A setback was experienced during the year, new foci
of transmission being detected in the Fezzan area with a relatively
high number of cases. This necessitated the reversion of the
programme to the attack phase, and a new plan of action is
being drafted. More surveillance staff have been employed
and have improved the case -detection operations.

Pakistan. In this phased malaria eradication programme,
operations at the end of 1965 covered 2.2 million of the popula-
tion in the consolidation phase, 49 million in the attack phase
and 19.3 million in the preparatory phase.

In spite of local difficulties, the project made further progress
and is proceeding according to the plan of operations. The
established practice has been for the advancement of an operation
zone from the attack to the consolidation phase to be determined
on the basis of recommendations of an assessment team. In
1965 part of one zone in West Pakistan and a complete zone
in East Pakistan were placed in the consolidation phase as
recommended by the assessment teams. In each wing of the
programme a pilot project has been established in part of the
zone in the consolidation phase in order to test the practical
implications of integrating the malaria activities with those
of the rural health service. DDT and spraying equipment
arrived later than planned, which resulted in a reduction of
the spraying schedule, and two new zones could not be sprayed
as planned. Resistance of A. culicifacies to DDT in West
Pakistan was first detected in 1963. Studies have revealed
that resistance is still restricted to the limited area where it
was originally reported. The two malaria eradication training
centres, in East and West Pakistan, carried out sixteen courses
and had 385 successful trainees.

Qatar. No programme activities have been reported.

Saudi Arabia. As part of the pre- eradication programme a
demonstration and training area has been developed in the
eastern province. In this area the strategy for the ultimate
eradication of malaria, based mainly on antilarval measures
and drugs, will be assessed, and practical training will be given
to the malaria service staff. Administrative difficulties have
been encountered in the development of the rural health service,
because of the lack of adequate trained personnel for health
centres already constructed; however, a new training institute
was opened during the year.

Somalia. Financial and administrative difficulties and the
lack of suitably educated personnel have prevented further
progress in the development of both the rural health infra-
structure and the malaria service. The pre- eradication pro-
gramme is at present under review. The development of the
rural health service has been temporarily halted pending the
preparation of a realistic health plan.

Sudan. An assessment of the general health service has been
completed in seven provinces and is being continued to cover
the whole country. Progress has been made in the planning
of the development of the rural health services for the pre -
eradication programme in those provinces where the inventory
of the existing services has been completed. A plan is under
consideration by the Government for the accelerated develop-
ment of the rural health services in the northern part of the
country. It is foreseen that the development of these services
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will be a gradual process over a period of approximately four
years starting in the north, following the division of the country
into the four regions where the malaria eradication programme
is to commence in due course. A field demonstration and
training area established near Sennar assists trainees from the
training centre in acquiring practical experience. In addition,
a study of methods for employing a well -developed basic
health service in a malaria eradication programme is being
made in a resettlement area.

Syria. Setbacks were experienced both in consolidation and
maintenance phase areas because of the lack of full case -detection
coverage, transmission of malaria having been detected in
areas hitherto considered free from parasite carriers. In one
area, which was in the maintenance phase, an outbreak of
malaria occurred with about 150 cases in a population of
15 000. Here the collaboration between the general health
service and the malaria eradication service had proved to be
poor. A new plan of action has been drafted for 1966 making
provision for extending the spraying and larviciding operations
to cover a total of three million people. There has been con-
siderable improvement in passive case -detection activities.
However, further development of the rural health services is
required before they can undertake responsibility for vigilance
activities.

Tunisia. The malaria eradication programme to cover the
malarious areas of Tunisia is still under consideration. It has
been reported that, in 1965, the disease reappeared in Kairouan,
Sfax, Gabès and Gafsa, from which no cases had been reported
for three years.

United Arab Republic. An exchange of letters with the purpose
of implementing a malaria eradication programme was signed
by the Government at the end of 1965.

Yemen. Owing to administrative and financial difficulties
which prevent the normal development of the pre- eradication
programme, the programme in Yemen was temporarily sus-
pended at the end of 1965.

6. Western Pacific Region

British Solomon Islands Protectorate. Malaria is an important
disease in these islands. The present pre- eradication pro-
gramme was preceded by a successful malaria eradication
pilot project. The lack of funds and staff and the difficulties
of communications have made the development of the pre -
eradication programme slow. There are now seventeen rural
health units, sixty -seven health clinics, and thirty -five maternal
and child health clinics. A training programme for public
health nurses and auxiliaries is being carried out but it may
be difficult to find suitable staff at the supervisory level. Malaria
surveys have been undertaken in most islands and spraying
operations are continuing in the demonstration areas of the
previous pilot project. The South Pacific Commission has
provided some assistance to this project. The target date for
the start of the eradication programme is 1970.

Brunei. A pre- eradication programme has been in operation
since May 1962. A fully staffed, well- equipped malaria service
has been built up and health services are developing, though
more slowly. The health facilities are mainly curative. There
are plans to establish twenty -four health posts in rural areas.
However, the present difficulty is recruitment and training of
staff. Fortunately there are no financial problems. There is
a flying doctor service bringing a medical team to villages in

rural areas by helicopter at frequent intervals. Approximately
45 000 people live in malarious areas. Basic surveys have
been completed and targets in general have been met. It is
anticipated that the malaria eradication programme will start
in 1966.

Cambodia. Assistance to antimalaria activities has been
provided for over fourteen years, but progress has been slow,
mainly because of administrative, political, and economic
difficulties and also on account of the lack of qualified personnel.
In the pre -eradication programme the malaria service is develop-
ing adequately; malaria mapping of the country has been
completed. Legislation on malaria has been passed during
the year. At present the health infrastructure in the malarious
areas consists of 130 health units which cover 400 000 people
out of the 2.75 million exposed to malaria risk. There are
plans to expand these health facilities, but they are retarded
through financial limitations. From the point of view of
malaria eradication it is necessary to demonstrate the effective-
ness of attack measures where A. balabacensis is the vector.
For this reason an area of Snuol with 120 000 people is being
used as a trial area. Spraying operations are being carried
out in the Pailin area bordering on Thailand, and at Kampot
where epidemics have occurred recently. Studies are planned
to investigate suspected cases of resistance of P. falciparum
to chloroquine.

China (Taiwan). Certification of malaria eradication has
taken place, and in November 1965 the island was entered
on the WHO official register. A malaria unit has been retained
and the personnel are in charge of quarantine control at the
ports, epidemiological investigation of confirmed malaria cases
and application of remedial measures. Nineteen cases of
malaria were confirmed in Taiwan during 1965, thirteen of
them imported from abroad, three relapses and three induced.

Hong Kong. The main island is considered to be malaria -free,
but cases do occur on the mainland and smaller islands where
antimalaria activities are carried out.

Laos. The WHO- assisted pre- eradication programme is still
in abeyance.

Malaysia.

(i) Malaya. Following the success of the malaria eradica-
tion pilot project which was completed in June 1964, a malaria
eradication programme is being planned. Under the present
pre -eradication programme the health infrastructure is being
developed. The plan, which is being implemented on
schedule, aims at establishing 100 rural health units which
will serve about five million people in the rural areas. Each
rural health unit consists of one health centre, four sub -
centres, and twenty midwifery clinics. Thus far there are
thirty -nine main health centres, 114 sub -centres and 671
midwifery clinics. Surveys have been carried out in the
eleven states of Malaya in order to obtain data on the extent
and prevalence of malaria. Entomological studies have
been initiated and a survey is in progress to evaluate all the
antimalaria activities being carried out. Arrangements are
being made to establish a malaria division and to recruit and
train staff for the eradication programme, which it is hoped
will start in 1967.
(ii) Sabah. In this malaria eradication programme a great
effort has been made to bring geographical reconnaissance
up to date, and now adequate maps are available for almost
all localities. Encouraging experiments in mass drug treat-
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ment with 4- and 8- aminoquinolines have been made in
localized areas. The lack of adequate rural health services
is a handicap to the success of the programme, which is in
the consolidation phase over almost half the country. Passive
case -detection is thus particularly deficient and active case -
detection is required for the whole population. The situation
in Labuan Island, where a focal outbreak occurred, is now
improving. Efforts are being made to improve the manage-
ment, the quality of supervision, and the coverage of case
detection.

(iii) Sarawak. Most of the country is in the consolidation
or in the maintenance phase and there is close co- operation
with health services, into which the malaria service is well
integrated. However, along the Kalimantan border where
parasite rates of 20 -60 per cent. occur, a large barrier zone
will have to be kept under spraying operations for some time
until the adjoining areas are covered by effective antimalaria
operations. The resulting delay in meeting the original
target date imposes a recurring financial burden. Active
case -detection has not proved completely adequate in quantity
and quality, mainly owing to budgetary factors limiting
recruitment of additional staff. Passive case -detection has
given good results and appears to be well distributed
throughout the country. Mass radical treatment of some
semi -nomadic tribes has proved successful and similar action
is planned for treatment of persistent foci of P. malariae.
There is a central epidemiological unit which assists in investi-
gations and in carrying out remedial measures. The general
health staff need additional training and greater facilities to
cope with the task of vigilance during the maintenance
phase.

New Hebrides. No antimalaria activities are reported.

Papua and New Guinea. Large -scale antimalaria operations
are being carried out without WHO assistance.

Philippines. Attack measures in this malaria eradication
programme started in 1956. After considerable initial success
the situation has gradually become worse and virtually no
targets of the plan of operations have been met. Insufficient
funds have severely handicapped the programme. There is
a need for more effective leadership and a direct line of authority
from the centre to the regions in order to enable the programme
to be implemented effectively. The lack of adequate sur-
veillance machinery has resulted during 1965 in areas in the
consolidation phase reverting to the attack phase. The author-
ities are fully aware of these problems and it is hoped that in

1966 effective administrative action will be taken to ensure
the success of the programme.

The international malaria eradication training centre at
Manila, operated jointly by the Government, the United States
Agency for International Development, and WHO, gave seven
courses and trained 184 malaria workers during the year.

Republic of Korea. The health infrastructure is being developed
satisfactorily, but the small malaria eradication service is not
being expanded. Basic malaria studies have been completed
and special insecticide and drug trials have been conducted.
A network of passive case -detection posts has been established.
In the rural areas there are 189 health centres and 630 district
medical clinics, each of which covers about 30 000 people.
Establishment of health sub -centres is planned in 1966. Although
the malaria problem is limited, the financial restrictions on
expansion are very acute and it is difficult to foresee a target
date for the start of the eradication programme.

A re- definition of the malarious areas has been made and
it is estimated that these cover 7.7 million out of a population
of 28.8 million.

Republic of Viet -Nam. The programme was originally one of
malaria eradication but in 1962, on account of the unsettled
conditions, it was apparent that eradication operations could
not at present be carried out. All the antimalaria activities
have had setbacks due to the local conditions. Assistance was
maintained with a pre -eradication programme, including the
continuation of operations in areas where spraying had been
undertaken. A number of cases of chloroquine- resistant
strains of P. falciparum have been reported in the country and
are being investigated. A plan has been prepared to expand
rural health services and train health workers, and an organiza-
tion for the development of health services has been established.

Ryukyu Islands. It was recommended by a WHO evaluation
team which visited the islands in March 1965 that in Okinawa
and Yaeyama Gunto the epidemiological situation was satis-
factory and there was adequate data to justify entrance into
the maintenance phase. However, in Miyako Gunto there
was insufficient data to make any conclusions on the epidemio-
logical situation. Furthermore, there was no central epidemio-
logical unit to co- ordinate activities throughout the country.
The Government is taking remedial action.

Singapore. Indigenous malaria has been reported to have
disappeared but imported cases occur; such cases caused a
small outbreak in 1964. The Government and the University
have carried out a study on the antimosquito measures at
present undertaken.



7. DETAILED STATUS OF MALARIA ERADICATION, BY REGION, AS AT 31 DECEMBER 1965

Since the terms " preparatory ", " attack " and " consolidation " are applied specifically to malaria
eradication programmes, the figures shown in the relevant columns of these tables do not include the anti -
malaria activities, often considerable, of countries and other political units in which eradication programmes
as such have not yet been implemented.

The total population figures shown in the second column of the tables have been obtained from the
United Nations Demographic Yearbook, 1964, and adjusted for population increases.

AFRICAN REGION

(population in thousands)

Population in areas

Country or other political unit Total
population

where malaria
never indigenous
or disappeared

without specific
antimalaria

which
were

originally
malarious

where
malaria

eradication
claimed
(mainte-

where eradication programmes in progress
where

eradication
programme

not yet

Other malaria
eradication
projects in
operation

consolida- attack preparatory Total
measures nonce phase) tion phase phase phase started

Angola 5 289 - 5 289 - - - - - 5 289 -
Basutoland 750 750 - - - - - -
Bechuanaland 576 - 576 - - - - - 576 -
Burundi 2 945 107 2 838 - - - - - 2 838 -
Cameroon 5 247 - 5 247 - - - - - 5 247 PEP
Cape Verde 232 - 232 25 - 105 - 105 102 -
Central African Republic 1 366 - 1 366 - - - - - 1 366 -
Chad 2 863 - 2 863 - - - - - 2 863 -
Comoro Islands 193 - 193 - - - - - 193 -
Congo (Brazzaville) 845 - 845 - - - - - 845 -
Congo, Democratic Republic of 15 809 - 15 809 - - - - - 15 809 -
Dahomey 2 375 - 2 375 - - - - - 2 375 PEP
Equatorial Guinea 271 - 271 - - - - - 271 PEPE
Gabon 466 - 466 - - - - - 466 PEPE
Gambia 336 - 336 - - - - - 336 -
Ghana 7 820 - 7 820 - - - - - 7 820 PEP
Guinea 3 575 - 3 575 - - - - - 3 575 PEPE
Ivory Coast 3 949 - 3 949 - - - - - 3 949 -



AFRICAN REGION (continued)

Country or other political unit Total
population

Population in areas

Other malaria
eradication
projects in
operation

where malaria
never indigenous
or disappeared
without specific

antimalaria
measures

which
were

originally
malarious

where
malaria

eradication
claimed
( mainte-

nance phase)

where eradication programmes in progress where
eradication
programme

not yet
started

consolida-
tion phase

attack
phase

preparatory
phase Total

Kenya 9 504 438 9 066 - - - - - 9 066 -
Liberia 1 063 - 1 063 - - - 1 063 PEP

Madagascar 6 461 - 6 461 - - - - - 6 461 PEPa

Malawi 3 903 - 3 903 - - - - - 3 903 -
Mali .

4 789 - 4 789 - - - - - 4 789

Mauritania 861 - 861 - - - - - 861 PEP

Mauritius 769 - 769 305 445 - - 445 19 -
Mozambique 7 048 - 7 048 - - - - - 7 048 PEP

Niger 3 348 - 3 348 - - - - - 3 348 -
Nigeria 58 355 - 58 355 - - - - - 58 355 FRP,METC, PEP

Portuguese Guinea 527 - 527 - - - - - 527 -
Réunion 401 - 401 - - - - - 401 PES
Rwanda 3 138 197 2 941 - - - - - 2 941 -
St Helena 5 5 - - - - - - - -
São Tomé and Principe 62 - 62 - - - - - 62 -
Senegal 3 518 - 3 518 - - - - - 3 518 PEP

Seychelles 48 48 - - - - - - - -
Sidi Ifni 55 55 - - - - - - - -
Sierra Leone 2 206 - 2 206 - - - - - 2 206 PEP

South Africa 18 108 13 207 4 901 2 794 2 060 47 - 2 107 - -
Southern Rhodesia 4 347 109 4 238 - 150 - - 150 4 088 PEPa

South West Africa 582 358 224 - - - - - 224 -
Spanish Sahara 33 33 - - - - - 33 -
Swaziland 297 120 177 99 78 - - 78 - -
Togo 1 660 - 1 660 - - - - - 1 660 PEP
Uganda 7 648 - 7 648 - - - - - 7 648 PEP
United Republic of Tanzania:

Tanganyika 10 277 924 9 353 - - - - - 9 353 -
Zanzibar and Pemba 338 - 338 - - 338 - 338 - -

Upper Volta 4 872 - 4 872 - - - - - 4 872 -
Zambia 3 753 - 3 753 - - - - - 3 753 -

TOTALS 212 883 16 318 196 565 3 223 2 733 490 - 3 223 190 119 -
- Not applicable or none.
a Plan of operations for PEP or PES submitted to government.

FRP Field research project.
METC Malaria eradication training centre.
PEP Pre -eradication programme.
PES Pre -eradication survey.



REGION OF THE AMERICAS

DETAILED STATUS OF MALARIA ERADICATION AS AT 31 DECEMBER 1965

(population in thousands)

Population in areas

Country or other political unit Total
population

where malaria
never indigenous which

where
malaria

where eradication programmes in progress
where

eradication

Other malaria
eradication
projects in

or disappeared were eradication programme operation
without specific originally claimed consolida- attack not yet

antimalaria
measures

malarious (mainte-
nance phase) tion phase phase

preparatory
phase Total started

Antigua 64 64 - - -- - - - - -
Argentina 22 577 19 700 2 877 1 399 463 808 207 1 478 - -
Bahamas 146 146 - - - -
Barbados 247 4 243 243 - - - - - -
Bermuda 49 49 - - - - - - - -
Bolivia 4 373 2 986 1 387 - 1 173 214 - 1 387 - -
Brazil 82 512 51 253 31 259 - 10 673 10 470 10 116 31 259 - -
British Guiana 655 - 655 619 26 10 - 36 - -
British Honduras 108 - 108 - 108 - - 108 - -
Canada 19 818 19 818 - - - - - - - -
Canal Zone of Panama 50 - 50 - 49 1 - 50 - -
Chile 8 787 8 649 138 138 - - - - - -
Colombia 17 872 8 579 9 293 - 7 071 2 017 - 9 088 205 -
Costa Rica 1 486 1 033 453 - 270 183 - 453 - -
Cuba 7 535 5 239 2 296 - 2 296 - 2 296 - -
Dominica 66 51 15 - 15 - - 15 - -
Dominican Republic 3 641 656 2 985 - 352 2 633 - 2 985 - -
Ecuador 5 106 2 292 2 814 - 1 346 1 468 - 2 814 - -
El Salvador 2 961 474 2 487 - - 1 780 707 2 487 - -
Falkland Islands (Malvinas) 2 2 - - - - - - - -
French Guiana 38 - 38 24 11 3 - 14 - -
Grenada and Carriacou 95 63 32 32 - - -
Guadeloupe 320 33 287 287 - - - - - -
Guatemala
Haiti

4 513
4 709

2 489
1 085

2 024
3 624

-- 923- 1 101
3 624

-- 2 024
3 624

-- -
Honduras 2 122 271 1 851 - 1 518 333 - 1 851 - -
Jamaica 1 791 359 1 432 1 432 - - -
Martinique 323 119 204 204 - - - - - -
Mexico 41 566 20 294 21 272 - 13 494 7 778 - 21 272 - -
Montserrat 14 14 - - - - - - - -
Netherlands Antilles 210 210 - - - - - - - -
Nicaragua 1 783 70 1 713 - 730 983 - 1 713 - -
Panama 1 269 50 1 219 - - 1 219 - 1 219 - -



REGION OF THE AMERICAS (continued)

Population in areas

Country or other political unitp
Total

population
where malaria

never indigenous
or disappeared
without specific

which
were

originally

where
malaria

eradication
claimed

where eradication programmes in progress
where

eradication
programme

Other malaria
eradication
projects in
operation

antimalaria malazious (mainte- consolida- attack preparatory Total
not yet

measures nance phase) fion phase phase phase started

Paraguay 2 144 363 1 781 - - - 1 781 1 781 - -
Peru 11 735 7 856 3 879 46 2 334 1 499 - 3 833 - -
Puerto Rico 2 647 54 2 593 2 593 - - - - - -
St Kitts, Nevis, Anguilla 63 63 - - - - - -
St Lucia 102 15 87 87 - - - - - -
St Pierre and Miquelon 5 5 - - - - - - - -
St Vincent 88 88 - - - - - - - -
Surinam 345 140 205 - 138 67 - 205 - -
Trinidad and Tobago 998 145 853 853 - - - - - -
United States of America 196 754 149 060 47 694 47 694 - - - - - -
Uruguay 2 751 2 751 - - - - - - - -
Venezuela 8 862 2 245 6 617 6 230 137 250 - 387 - -
Virgin Islands (United Kingdom) 8 8 - - - - - - - -
Virgin Islands (United States of America) . . . 45 - 45 45 - - - - - -

TOTALS 463 355 308 845 154 510 61 926 40 831 38 737 12 811 92 379 205 -
SOUTH -EAST ASIA REGION

DETAILED STATUS OF MALARIA ERADICATION AS AT 31 DECEMBER 1965

(population in thousands)

Afghanistan 15 873 9 264 6 609 - 1 113 5 496 - 6 609 - -
Burma 25 070 4 622 20 448 1 193 . 8 622 10 633 - 19 255 - -
Ceylon 11 380 3 968 7 412 1 583 5 679 150 - 5 829 - -
India (including Bhutan) 488 023 15 519 472 504 172 207 205 634 94 663 - 300 297 - -
Indonesia 106 432 - 106 432 - 56 080 15 183 1 345 72 608 33 824 a PEP
Maldive Islands 99 14 85 - - - - - 85 -
Mongolia 1103 1103 - - - - - - - -
Nepal 10 093 4 788 5 305 - - 4 715 590 5 305 - -
Thailand 31 050 - 31 050 - 3 983 22 471 4 596 31 050 - -

TOTALS 689 123 39 278 649 845 174 983 281 111 153 311 6 531 440 953 33 909 -
- Not applicable or none.
a Includes a pre -eradication programme in the province of West Irian.

PEP Pre- eradication programme.

óo

..



EUROPEAN REGION

DETAILED STATUS OF MALARIA ERADICATION AS AT 31 DECEMBER 1965

(population in thousands)

Country or other political unit Total
population

Population in areas

Other malaria
eradication
projects in
operation

where malaria
never indigenousB
or disappeared

without specific
antimalaria
measures

which
were

originally
malarious

where
malaria

eradication
claimed
( mainte-

nance phase)

where eradication programmes in progress
where

eradication
programme

not yet
started

consolida-
tion phase

attack
phase

preparatory
phase Total

Albania 1 907 240 1 667 1 229 438 438 - -
Algeria 12 249 2 611 9 638 - - - - - 9 638 PEP
Andorra 14 14 - - - - - - - -
Austria 7 208 7 208 - - - - - - - -
Belgium 9 448 9 448 - - - - - - - -
Bulgaria 8 254 6 441 1 813 1 813 - - - - - -
Byelorussian SSR 8 668 10 8 658 8 658 - - - -
Czechoslovakia 14 206 14 051 155 155 - - - -
Denmark 4 770 4 770 - - - - - - - -
Eastern Germany 17 072 17 072 - - - - - - - -
Faroe Islands 37 37 - - - - - - - -
Federal Republic of Germany 59 499 59 499 - - - - - - - -
Finland 4 641 4 641 - - - - - - - -
France 49 389 49 237 152 152 - - - - - -
Gibraltar 25 25 - - - - - - - -
Greece 8 629 3 990 4 639 3 179 1 460 - - 1 460
Greenland 39 39 - - - - - - - -
Hungary 10 180 8 655 1 525 1 525 - - - - - -
Iceland 194 194 - - - - - - - -
Ireland 2 861 2 861 - - - - - - - -
Italy 51 821 47 623 4 198 4 198 - - - - - -
Liechtenstein 19 19 - - - - - -
Luxembourg 334 334 - - - - - - - -
Malta 331 331 - - - - - -
Monaco 22 22 - - - - - - - -
Morocco 13 528 1 768 11 760 - - - - - 11 760 PEP
Netherlands 12 380 10 411 1 969 1 969 - - - - - -
Norway 3 741 3 741 - - - - - - - -
Poland 31 771 31 660 111 111 - - - - - -
Portugal 9 203 6 958 2 245 1 581 664 - - 664
Romania 19 155 11 551 7 604 7 604 - - - - - -



EUROPEAN REGION (continued)

Population in areas

Country or other political unit Total
population

where malaria
never indigenous
or disappeared

without specific

which
were

originally

where
malaria

eradication
claimed

where eradication programmes in progress
where

eradication
programme

Other malaria
eradication
projects in
operation

antimalaria malarious (mainte- consolida- attack preparatory Total not yet

measures Hance phase) tion phase phase phase started

San Marino 18 18 - - - - - - - -
Spain 31 716 8 981 22 735 22 735 - - - - - -
Sweden 7 719 7 719 - - - - - - - -
Switzerland 6 196 6 196 - - - - - -
Turkey 32 485 - 32 485 - 23 261 9 224 - 32 485 - -
Ukrainian SSR 45 805 3 45 802 45 802 - - - - - -
Union of Soviet Socialist Republics (excluding

Byelorussian and Ukrainian SSR) 179 395 12 383 167 012 166 401 611 611 - -
United Kingdom of Great Britain and Northern

Ireland 54 784 54 784 - - - - - - - -
Yugoslavia 19 598 13 662 5 936 2 424 3 512 - - 3 512 - -

TOTALS 739 311 409 207 330 104 269 536 29 946 9 224 - 39 170 21 398 -
- Not applicable or none. PEP Pre- eradication programme.



EASTERN MEDITERRANEAN REGION

DETAILED STATUS OF MALARIA ERADICATION AS AT 31 DECEMBER 1965

(population in thousands)

Population in areas

Total where malaria where where eradication programmes in progress
where

Other malaria
eradrad icationor other political unit population never indigenous which malaria eradication projects in

or disappeared
without specific

were
originally

eradication
claimed programme operation

antimalaria
measures

malarious (mainte-
nance phase)

consolida-
tion phase

attack
phase

preparatory
phase Total

not yet
started

Aden and Protectorate of South Arabia . . . . 1 122 - 1 122 243 879 -
Bahrain 185 - 185 - - - - - 185 -
Cyprus 597 - 597 597 - - -
Ethiopia 22 769 11 384 11 385 - - - - - 11 385 PEP, METC
French Somaliland 81 - 81 81 - - - - - -
Gaza 444 - 444 444 - - - - - -
Iran 23 690 6 944 16 746 - 7 998 4 035 4 713 16 746 - -
Iraq 7 173 2 564 4 609 - - 4 609 - 4 609 - -
Israel 2 580 - 2 580 2 476 104 - - 104 - -
Jordan 1 991 900 1 091 567 224 300 - 524 - -
Kuwait 485 485 - - - - - - - -
Lebanon 2 250 1 480 770 497 273 273 - -
Libya 1 647 1 615 32 - 32 32 - -
Muscat and Oman 565 - 565 - - - - - 565 -
Pakistan 103 965 11 075 92 890 - 2 237 48 956 19 304 70 497 22 393 METC
Qatar 70 9 61 - - - - - 61 -
Saudi Arabia 6 630 4 183 2 447 - - - - - 2 447 PEP
Somalia 2 477 539 1 938 - - - - - 1 938 PEP
Sudan 13 730 - 13 730 - - - - - 13 730 PEP, METC
Syria 5 744 3 719 2 025 1 554 471 - - 471 - =
Trucial Oman 111 - 111 - - - - - 111 -
Tunisia 4 710 2 562 2 148 - - - - - 2 148 -
United Arab Republic 29 993 9 748 20 245 - - - - - 20 245 -
Yemen 5 000 3 000 2 000 - - - - - 2 000 PEP

TOTALS 238 009 60 207 177 802 6 459 11 339 57 900 24 017 93 256 78 087 -
- Not applicable or none. METC Malaria eradication training centre.

PEP Pre- eradication programme.



WESTERN PACIFIC REGION

DETAILED STATUS OF MALARIA ERADICATION AS AT 31 DECEMBER 1965

(population in thousands)

Population in areas

Country or other political unit Total
population

where malaria
never indigenousgenus
or disappeared

without specific
antimalaria

which
were

originally
malarious

where
malaria

eradication
claimed
( mainte-

where eradication programmes in progress
where

eradication
programme

not yet

Other malaria
eradication
projects in
operation

consolida- attack preparatory Total
measures nance phase) tion phase phase phase started

American Samoa 22 22 - - - - - - - -
Australia 11 489 11 479 10 10 - - - - - -
Bonin Islands * * - - - - - - - -
British Solomon Islands Protectorate 137 - 137 - - - - - 137 PEP
Brunei 110 65 45 - - - - - 45 PEP
Cambodia 6 300 2 746 PEP
Canton and Enderbury Islands * * - - - - - -
China (Taiwan) 12 711 - 12 711 12 711 - - - -
Christmas Island 3 3 - - - - - - - -
Cocos Islands 1 1 - - - - - -
Cook Islands 21 21 - - - - -
Fiji 472 472 - - - - - - - -
French Polynesia 86 86 - - - - - - - -
Gilbert and Ellice Islands 52 52 - - - - - - - -
Guam 69 69 - - - - - -
Hong Kong 3 956 - 3 956 3 181 - - - - 775 -
Japan 98 218 98 218 - - - - - - - -
Laos 2 043 - 2 043 - - - - - 2 043 -
Macao 171 7 164 - - - - - 164 -
Malaysia:

Malaya 8 189 8 189 - - - - - 8 189 PEP
Sabah 549 84 465 - 189 276 - 465 - -
Sarawak 851 132 719 261 264 194 - 458 - -

Midway Islands 3 3 - - - - - -
Nauru 5 5 - - - - - - - -
New Caledonia 93 93 - - - - - -
New Hebrides 69 - 69 - - - 69 -
New Zealand 2 680 2 680 - - - - - - - -
Niue 5 5 - - - - - - - -
Norfolk Island 1 I - - - - - -
Pacific Islands (US Trust Territory) 95 95 -. - - - - -
Papua and New Guinea 2 177 - 2 177 - - - 2 177 -



Philippines 32787 23919 8868 3 774 4 866 8 640 228 METC
Pitcairn . +

Republic of Korea 28 804 21 060 7 744 7 744 PEP
Republic of Viet -Nam 16 526 2 665 13 861 13 861 PEP
Ryukyu Islands 954 84 870 809 61 61 -
Singapore 1908 - 1908 1908
Timor 556 112 444 444
Tokelau Islands 2 2 -
Tonga 73 73
Wake Island * s

Western Samoa 128 128

TOTALS 232 316 165 190 67 126 18 880 4 288 5 336 9 624 38 622

China (mainland) 765 570
North Korea 10 299
North Viet -Nam 19 355 No information available.

TOTAL 1 027 540

- Not applicable or none.
Under 500.

METC Malaria eradication training centre.
PEP Pre- eradication programme.
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[A19 /P &B /2 - 28 March 1966]

REPORT BY THE DIRECTOR -GENERAL

CONTENTS

Page Page

1. Introduction 106 4. Proposed Programme for the Global Eradication of
2. Technical Considerations 107 Smallpox 114

2.1 General considerations 107
4.1 General considerations 114

4.2 Proposed programme for 1967 115
2.2 Vaccine 108

4.2.1 Vaccine required 115
2.3 Surveillance 108

4.2.2 Other supplies and equipment needed 116
2.4 Approaches to intensive country -wide vaccination 4.2.3 WHO staff 116

programmes 109
4.2.4 Consultant services 116

2.4.1 Vaccination conducted in established local health 4.2.5 Training courses 116
service dispensaries, etc. 109

4.2.6 Research projects 116
2.4.2 Vaccination on a systematic house -to -house basis 109 4.2.7 Fellowships 116
2.4.3 Vaccination of large groups collected at a series of 4.3 Assistance from the World Food Program 117

different locations 109
4.4 Bilateral assistance 117

2.4.4 Combined programme 110
5. Long -term Programme 117

2.4.5 Summary 110 5.1 The phasing of the programme 117

2.5 Maintenance programmes 110 5.2 Broad estimate of the population to be vaccinated 120

3. The Smallpox Eradication Programme at Present . . 110 5.3 General cost of the programme 121

1. INTRODUCTION

The urgency and desirability of a global programme
for smallpox eradication was unanimously affirmed
by the Eleventh World Health Assembly in 1958, in
its resolution WHA11.54. Intensified vaccination
programmes followed in many of the countries with
endemic smallpox. Technical assistance and support
in the conduct of many programmes and in the
establishment of vaccine production facilities was
provided by the Organization, on request, within the
resources available to the Director -General. However,
as noted in resolution WHA18.38 adopted by the
Eighteenth World Health Assembly, progress has
been slow and major endemic foci remain in Asia,
Africa and the Americas. It is now apparent that
without a greatly intensified, well co- ordinated global
effort, with substantial additional resources, global
eradication is not a realizable goal in the foreseeable
future.

It is abundantly clear from the results of successful
programmes in Central and South America, South-

1 See resolution WHA19.16.

East Asia, the Middle Eastern countries and North
Africa, that intensified systematic vaccination pro-
grammes using potent vaccines can rapidly era-
dicate the disease. No insurmountable technical
problems have been evident. Failure on the part of
individual countries to develop programmes and
difficulties experienced by others in achieving eradica-
tion have resulted principally from the lack of necessary
funds for personnel, vaccine and supplies or from
failures in the conduct of the vaccination campaigns
or in the establishment of competent surveillance or
maintenance vaccination activities.

Costs of vaccination programmes in the non -endemic
countries are high. Czechoslovakia has estimated
that it expends annually over US $1 million (US
$0.073 per person) in maintenance vaccination, and
the United States of America US $20 million annually
(US $0.112 per person). The United Kingdom has
estimated that the average cost in a normal year is
US $0.65 million (US $0.01 per person), but when a
smallpox outbreak occurred in 1961 and 1962 addi-
tional expenditure incurred during the outbreak was
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estimated to be US $3.8 million. Despite recognition
of the fact that countries would realize a substantial
long -term saving after smallpox has been eradicated,
a request for voluntary contributions to enable the
Organization to provide needed assistance has met
with only a limited response.

If the goal of global smallpox eradication is to be
realized in a reasonable period, there is an immediate
need to establish a soundly based, adequately staffed
and financed global programme capable of providing
a continuing impetus and co- ordination and technical
and material assistance throughout the smallpox
endemic regions of the world.

In its resolution WHA18.38 the Eighteenth World
Health Assembly, declaring the world -wide eradication
of smallpox to be one of the major objectives of the
Organization, requested countries having smallpox
but no eradication programmes to initiate them and
the countries with programmes to intensify them, and

2.1 General Considerations

requested the Director -General to make available
the increased amount of technical guidance and
advisory services necessary to accelerate the pro-
gramme as well as to assist the countries in obtaining
the necessary vaccine, transport and other equipment.

At the thirty- seventh session of the Executive Board
financial and technical aspects of the smallpox eradi-
cation programme were reviewed and in its resolution
EB37.R16 the Board recommended the Nineteenth
World Health Assembly to decide that " the participa-
tion of the Organization in the smallpox eradication
programme should be financed from the regular
budget of the Organization ", and to request " the
Director -General, in co- operation with all Members,
to initiate action to carry out a world -wide smallpox
eradication programme ". In accordance with the
resolution of the thirty- seventh session of the Execu-
tive Board, the following proposal for the eradication
of smallpox is presented.

2. TECHNICAL CONSIDERATIONS

Of all the infectious diseases, smallpox, in its epi-
demiological behaviour, lends itself uniquely to an
eradication effort. Directly transmitted from person
to person, without known insect or animal reservoirs,
rarely occurring in sub -clinical form, smallpox may
quickly be detected in any area. The victim of the
disease is generally incapable of transmitting the virus
for more than two weeks and is rendered essentially
permanently immune against a subsequent attack.
Since the disease has a two -week incubation period,
prompt identification of a case permits the initiation
of effective containment measures.

Eradication can be accomplished in a comparatively
simple and straightforward manner by rendering
immune, through vaccination, a sufficiently large
proportion of the population so that transmission is
interrupted. In a highly endemic area this requires
almost 100 per cent. coverage of the population.

Measurement of the proportion of a population
vaccinated may be useful as a guide with respect to
the conduct of a programme. However, it must be
kept in mind that such measurement represents a
guide only and the actual success of the programme
must be appraised in terms of the disappearance of
the disease. Although a certain high proportion of
the population may have been vaccinated in principle,
it must be recognized that substantially less are
actually successfully vaccinated. Further, an over-
all indication of coverage rate says nothing regarding

the distribution of vaccination. The Expert Committee
on Smallpox 1 stated that follow -up assessments
have shown that although the number of vaccinations
made represented 80 per cent. or more of a country's
estimated population, there were often sections of the
population where the proportion vaccinated was only
30 per cent.

In densely crowded areas where infected individuals
may contact a large number of persons, a very high
proportion of the population should be successfully
vaccinated to interrupt transmission. In sparsely
settled areas with comparatively little crowding the
disease may, in fact, spontaneously disappear until
imported subsequently from more distant infected
areas. More definitive studies of this phenomenon
are required.

Cities, towns and villages, although reasonably
accessible geographically for vaccination, appear to
represent the most important reservoirs of the disease
and sites of transmission. In large urban areas parti-
cularly, crowding is greatest and infected individuals
normally come into contact with the largest numbers
of persons. A fertile soil for the propagation of the
disease is provided especially in the lowest socio-
economic sectors, where response to vaccination
campaigns is normally poor, where unprotected
individuals from unvaccinated rural areas commonly
migrate, where maintenance vaccination programmes
are difficult to carry out, and where birth rates are
high.

1 Wld Hlth Org. techn. Rep. Ser., 1964, 283.
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From limited evidence it would seem probable that
intensive vaccination programmes in cities, towns and
villages throughout a country with the establishment
of active maintenance vaccination programmes, parti-
cularly for the new -born and migrants in the lowest
socio- economic strata, could effectively terminate
transmission.

2.2 Vaccine

The infinitely greater stability of freeze -dried
smallpox vaccine unqualifiedly recommends this
preparation over the glycerinated form in field vacci-
nation programmes, especially in tropical areas.
Although under some circumstances the glycerinated
vaccine is preferred because of lower cost and its
availability in single -dose containers, it is well recog-
nized that even with the best managed medical facilities
storage procedures are frequently inadequate.

Supplies of freeze -dried vaccine for the global
eradication programme have been inadequate to date
to meet immediate needs. Further, the quality, parti-
cularly the potency, of the vaccine has not infrequently
failed to meet recommended standards. As pointed
out in past reports to the World Health Assembly, the
production of freeze -dried vaccine demands high
standards of skill and responsibility in the professional
and technical staff employed. Routine assessment of
each lot of vaccine produced must be systematically
carried out.

The costs and difficulties involved in establishing
effective vaccine production facilities are considerable.
Further, the consultant staff available from established
facilities to render necessary assistance is limited.

These considerations dictate the necessity of limiting
the number of vaccine production facilities to a few
comparatively large, efficient institutions capable of
supplying several countries, rather than having many
small facilities the efficiency of which would be
dubious.

Because of the urgent and continuing need for large
quantities of vaccine of known high potency, a substan-
tial supply of vaccine from the non -endemic countries
by donation or on a bilateral assistance basis is required
on a yearly basis for the next three years at least.

2.3 Surveillance

It is necessary for the eradication programmes to
develop a systematic plan for the detection of possible
cases and concurrent investigation regarding the source
and site of acquisition of the disease, the establishment
of vaccination status and the prompt instigation of
containment measures. Detailed epidemiological
investigation of all cases to establish the reasons for

their occurrence and the means by which they are being
spread can be one of the móst effective instruments to
provide continuing guidance and direction in the
vaccination programme. In the simplest terms, each
case which occurs suggests the possibility of flaws
in the programme. An outbreak, however small,
demands a full critical review with appropriate
revisions of the programme.

The ultimate measure of any eradication programme
is its success in reducing the number of cases to zero.
So long as the disease is endemically transmitted, an
eradication programme has failed to achieve its goal
whatever the proportion of the population apparently
successfully vaccinated.

Even in countries with a limited local health struc-
ture, a systematic surveillance plan can and must
be developed as an essential component of the eradi-
cation programme. The simplest type of approach
might consist of a weekly report from each hospital
and dispensary noting whether suspect cases of small-
pox had or had not been seen. Simple basic informa-
tion should be requested for each suspect case, consist-
ing of name, age, sex, residence of patient and date
of onset of illness. Hospitals or dispensaries failing
to submit a report should be contacted promptly
to ascertain specifically whether or not cases have
been observed.

This portion of the surveillance activity should
be initiated concomitantly with the development of
any systematic vaccination programme. Even where
cases are comparatively few at the inception of the
programme, detailed investigative and containment
efforts should be initiated promptly. The discovery
of apparent indigenous transmission should be
accompanied by a two- or three -day intensive mass
programme of vaccination in the immediate area.
In highly endemic countries, such detailed field
appraisal may not be practical until a vaccination
campaign in the immediate areas has been completed.
It should not, however, be delayed until a country-
wide programme has been completed.

Accurate diagnosis of individual cases may prove
difficult in some instances. Not uncommonly, small-
pox cases are confused with varicella (chickenpox)
or disseminated herpes simplex, for example. To
facilitate accurate diagnosis, it is desirable that simple
pictorial field manuals pertaining to clinical diagnosis
be developed. Provision must be made for the estab-
lishment of a number of virus diagnostic laboratories
and the training of competent technical staff. Since
facilities and competence in virological diagnosis are
limited in many parts of the world, consideration
must be given to centralized facilities. The stability
of smallpox virus lends itself well to the utilization of
such centralized facilities. Specimens from lesions
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can be shipped without refrigeration with a high
expectation of recovering virus for indentification
even though many days have elapsed.

A regional surveillance programme is an important
component part of the eradication scheme. Increasing
facilities for travel plus continuing major population
migrations across national borders permit ready
dissemination of infection from country to country.
Strengthening of the advisory staff at regional and
national level to assist individual countries in the
development of adequate surveillance programmes,
able to render assistance promptly both in the field
investigation phases and in direct containment
operations and serving to integrate information
obtained from the separate countries, would ensure
greater success of the over -all programme.

It should be realized that the surveillance system
thus being developed will be utilized not only for
smallpox services but also to provide epidemiological
services for other communicable diseases.

2.4 Approaches to Intensive Country -wide Vaccination
Programmes

Several approaches to intensive vaccination pro-
grammes have been employed, namely: vaccination
conducted in established local health service dispen-
saries, etc.; vaccination on a systematic house -to-
house basis; and vaccination of large groups collected
at a series of different locations. Their relative merits
and demerits must be carefully weighed.

2.4.1 Vaccination conducted in Established Local
Health Service Dispensaries, etc.

Experience has shown that, although this system
is useful in providing protection to those willing or
able to avail themselves of existing facilities, only
limited coverage of the population can normally be
achieved by this approach, even in countries where
local health services are comparatively numerous.
The least well educated in the most densely crowded
areas normally respond poorly although, as previously
noted, it is in this group specifically that the highest
levels of immunity are required. Intensive utilization
of this approach should be explored and well organized
because the participation of the local health services is
essential to develop the systematic programme in the
most efficient way.

2.4.2 Vaccination on a Systematic House -to -house
Basis

Many campaigns have been and are being carried
out on a house -to -house basis. If done competently,
the over -all coverage which can be achieved is highest
by this method. A substantial number of personnel is

required, however, since experience shows that the
individual vaccinator normally can vaccinate by this
house -to -house method an average of only 50 to
70 persons per day in rural areas. It should be noted
that one of the main difficulties so far recognized in
the present projects is a serious shortage of field
personnel. If household rosters are obtained, they
should be simple and practical. Also, recording of
the field work should include the minimum items
necessary for the systematic operation. The mainte-
nance of detailed family rosters, although excellent
in principle, has proved difficult in practice, especially
in the areas where population movement is quite
rapid.

In brief, this system can provide more effective
total coverage if a large staff can be mobilized and
carefully supervised.

2.4.3 Vaccination of Large Groups collected at a
Series of Different Locations

Mass vaccination employing intensive publicity and
the establishment of vaccination sites on a village -

by- village basis, on street corners, in markets and
other places of congregation in major cities permits
a more efficient utilization of personnel. Simple
recording procedures, together with a concurrent
assessment scheme should be all that are necessary
for this campaign. One of the methods used is a
sample survey of the population seven days following
the campaign at which time those selected for survey
are asked whether they have been vaccinated and, if
so, their reactions are read.

In contrast with the house -to -house type campaign,
a more detailed planning scheme, including intensive
health education adapted to the individual area, is
required if the programme is to be fully effective.
This is particularly true in major population centres
with less cohesive social structures. Thus, somewhat
higher quality personnel are required. The operational
complexities arising from the large numbers of person-
nel necessary for the house -to -house type campaign
would be vastly simplified in this method. If fewer
vaccinators are needed higher quality staff may be
hired, thus ensuring a higher proportion of successful
vaccinations and more rigid adherence to procedures
required for vaccine preservation.

This type of campaign permits utilization of mecha-
nical jet injectors which have the capacity of vaccinat-
ing as many as 500 to 1000 persons per hour. Ade-
quate studies of two devices have been reported.
Successful vaccination rates with these have consis-
tently been 10 per cent. higher than those achieved by
trained vaccinators in the same area. Pilot mass
vaccination programmes in Brazil conducted in a
series of villages and towns with populations ranging
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up to 35 000 have demonstrated that population
coverage as measured by successful vaccination has
been approximately equivalent to that achieved by
trained vaccinators in a house -to -house systematic
programme. The costs, personnel and transport
required were less than 25 per cent. of those for the
house -to -house systematic programme.

2.4.4 Combined Programme

The combination of smallpox vaccination with
another programme employing systematic coverage
of a population in a vaccination programme or other
disease control activity has proved effective in some
intensified campaigns. Since the costs of personnel
and transport are normally major expenses in a mass
vaccination programme, the combination of several
activities has a great deal of merit. If, however, the
completeness of coverage must be compromised, the
economy of the procedure could well prove to be a
false saving necessitating a repeat programme.

2.4.5 Summary

It is apparent that each of the approaches outlined
has advantages and disadvantages suggesting that,
for most programmes, they should be combined in an
appropriate manner. Careful advance planning is
necessary, but it must be recognized that for a fully
effective programme continuing adaptation is impor-
tant. In addition, it should be stressed that the
development of general health services can provide
a valuable basis for the campaign and smallpox
services will be carried out as far as possible within
the framework of the general health services, which
would be strengthened where necessary.

Provision must be made for continuing assessment
of the completeness of vaccination coverage at
appropriate local or national levels by individuals
who are not themselves members of vaccination
teams. The assessment aspect is an integral part of
the programme and should serve to redirect operational
plans. As previously pointed out, epidemiological

investigations pertaining to the occurrence of smallpox
cases represent another form of assessment, and
similarly should serve to provide programme guidance.

23 Maintenance Programmes

Until all endemic countries have completed valid
eradication programmes and until at least a three -year
period has elapsed without cases being recorded
anywhere in the world, maintenance programmes of
vaccination will be required in all of these countries.
Methods for the conduct of maintenance programmes
are expected to vary widely from country to country.
Certain specific groups, however, will require particular
emphasis :

(1) urban populations, especially those in densely
crowded lower socio- economic areas;
(2) migrants who might be expected to transmit
the disease widely and those recently entering urban
areas from less well vaccinated rural districts;
(3) schoolchildren, among whom disease may pass
quickly and thence to the community at large;
(4) new -born babies: if they are not adequately
vaccinated, a large proportion of fully susceptible
individuals can accumulate in a community within
a comparatively short time;
(5) dispensary and hospital staffs, including
laundry personnel: the high risk of disease spreading
to these groups has been repeatedly demonstrated.

Some countries may elect to carry out intensified
programmes augmented by continuing vaccination
programmes in health centres and elsewhere; others
may incorporate vaccination into other types of immu-
nization and disease control programmes. Whatever
the approach, it is most important to reach specifically
the groups noted above and achieve as near total
coverage of the population as possible. Finally, it
should be noted that the development of the general
health services is of the utmost importance to carry
out an effective maintenance programme.

3. THE SMALLPDX ERADICATION PROGRAMME AT PRESENT

During 1959, when the global eradication pro-
gramme was initiated, 81 444 cases of smallpox were
reported (see Table 1). The number of cases reported
annually since 1959 has fluctuated, reaching a maxi-
mum of 99 599 cases in 1963, but declining to half
this number in 1964 and in 1965, according to pro-
visional figures. Eradication and control measures
have been partly responsible for this decline. However,

incomplete reporting in certain areas and delayed
reports of cases are known to have influenced these
figures. Further, a natural, long -term cyclical variation
in the incidence of smallpox is well recognized.

Eradication of the disease appears to have been
achieved in North and Central America, Europe,
North Africa, the Middle East and the Pacific coun-
tries, as well as in some countries in South America.
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TABLE 1. SMALLPDX CASES REPORTED,
BY CONTINENT, 1959 -1965

Continent 1959 1960 1961 1962 1963 1964 1965

Africa 15 781 16 127 24 182 24 837 16 723 12 362 15 882

The Americas . . . 4 899 5 531 8 168 7 860 7 126 3 051 1 529

Asia 60 749 39 251 53 217 49 579 75 621 34 543 33 145
Europe 15 47 27 137 129 - 1

WORLD TOTALS 81 444 60 956 85 594 82 413 99 599 49 956 50 557

- Nil.

Endemic areas now include six countries in Asia
(Afghanistan, Burma, India, Indonesia, Nepal and
Pakistan), essentially all African countries south of
the Sahara and three countries in South America
(Brazil, Colombia and Peru). Although the great
majority of cases are reported from the far more
populous Asian countries, the incidence of disease
is probably at least as high or higher in many areas
of Africa and South America.

Transmission of disease from the endemic countries
to smallpox -free areas remains a problem. Colombia
and Peru, for example, both previously freed from
endemic smallpox, have experienced the reintroduction
of the disease and the establishment of endemic foci.
Many imported cases continue to be reported annually
to WHO from various countries throughout the world.

At the present time, eradication and control pro-
grammes are at various stages of development in
Asia, Africa and South America with problems of
differing character in each of the areas.

Africa

In Table 2 is shown smallpox incidence in individual
countries. Smallpox control programmes of a more
or less intensive nature are now being conducted in
all of the endemic African countries.

WHO- assisted eradication or control projects have
been, or are being, carried out in eight African coun-
tries. Two of these countries report having completed
systematic mass vaccination campaigns.

In the Ivory Coast and Upper Volta, systematic
coverage of the total population has been achieved
by mobile teams. Reported cases in both countries
have shown a marked decrease. In the Ivory Coast,
4656 cases were recorded in 1961 and 8 cases in 1965;
in Upper Volta, 2360 cases were reported in 1961,
14 in 1965. To maintain immunity levels, repeat mass
vaccination campaigns every three to four years are
being considered. Population movement from adja-
cent endemic countries is a significant problem. The

TABLE 2. SMALLPDX INCIDENCE IN THE
CONTINENT OF AFRICA, 1961 -1965

1961 1962 1963 1964 1965

Algeria 8 1 - - -
Angola - 23 38 1 -
Basutoland 83 52 - - -
Bechuanaland . . . . 16 4 - 174 -
Burundi 26 3 - 1209
Cameroon 1 345 792 133 81 -
Central African

Republic - 57 3 - -
Chad 273 1157 10 5 73
Congo (Brazzaville) . 22 1 313 1 515 196 89
Congo, Democratic

Republic of . . . 2 251 3 785 5 496 2 302 3 643
Dahomey 119 124 228 703 167
Ethiopia 761 360 232 103 58
Gabon - 1 111 49 1

Gambia 12 4 52 6 6
Ghana 75 135 23 9 7
Guinea 96 2 948 224 300 69
Ivory Coast 4 656 2 066 219 11 8

Kenya 289 96 254 266 271
Liberia 1 119 323 57 128 40
Malawi 1 465 634 455 704 228
Mali 1 706 1 668 1 096 321 615
Mauritania 12 40 1 - -
Mozambique . . . 51 67 85 250 111

Niger 1 740 1 038 445 29 509
Nigeria 3 538 3 863 1 774 1 416 4 566
Portuguese Guinea . . 7 2 - - -
Ruanda Urundi' . 18

Rwanda 30 - - 5

Senegal 201 231 87 2 -
Sierra Leone . . . . 6 78 14 89 60
South Africa . . . 8 112 163 329 62
Southern Rhodesia 3 15 44 200 40
Sudan 104 70 26 - 70
Swaziland - - 182 517 89
Togo 281 572 274 21 13

Uganda 398 628 419 523 1 315
United Arab Republic 1 4 2 - -
United Republic

of Tanzania . . 925 973 837 1 405 2 016
Upper Volta . . 2 360 1 335 339 8 14
Zambia 233 210 1 882 2 214 528

TOTALS 24 182 24 837 16 723 12 362 15 882

- Nil.
1 Since July 1962 the independent States of Burundi and Rwanda.

surveillance systems in both countries need strengthen-
ing.

The projects in the remaining six countries have
encountered a variety of problems which have prevented
their effective development. In Liberia, the WHO -
assisted project was started in 1962 but so far
less than 20 per cent. of the population has been
covered. Shortages of field personnel and transport
are the main obstacles hampering the project.
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In Mali the WHO- assisted eradication project was
agreed upon in 1962. Serious shortages of transport
and field equipment, adverse weather conditions and
inadequate numbers of supervisory staff and field
personnel have permitted coverage of only one -third
of the population so far.

In Nigeria, Sierra Leone and Togo combined
projects of yaws control and smallpox vaccination
are now under way. However, with the possible
exception of the Togo project, the programmes are
not expected to effect eradication because of the
considerable time necessary to reach the entire popu-
lation. In Nigeria and Sierra Leone intensive mass
smallpox vaccination campaigns would be preferable,
but shortages of personnel, transport, vaccine and
field equipment have precluded this possibility.

In Sudan, the WHO- assisted project was started
late in 1962; half of the population has been vaccinated
so far. However, very few provinces included in the
campaign have shown satisfactory results and the
immunity level is decreasing rapidly. Planning,
supervisory staff and field personnel are required to
intensify the project.

In Zambia the smallpox programme is being
intensified. The Union of Soviet Socialist Republics
provided 2.5 million doses of freeze -dried vaccine for
the programme in the first quarter of 1966.

Freeze -dried smallpox vaccine production facilities
in Nigeria are partially operative but will require
additional direct and advisory technical assistance.
UNICEF /WHO assistance is being provided to Kenya
in the development of vaccine production.

In brief, lack of adequate technical assistance,
personnel, vaccine, equipment and supplies has
hampered most of the African programmes initiated
to date. Co- ordination of the programmes on a
regional basis has not yet been achieved; efficient
surveillance systems have not yet been developed.
It is felt, however, that the principal difficulties can
be remedied if the countries concerned place a greater
emphasis on the programme and if additional assis-
tance is provided in the form of WHO technical staff
at the country and regional level in addition to ade-
quate vehicles and supplies. If mass campaign tech-
niques employing mechanical equipment (jet injectors)
can be employed, a major difficulty -the lack of
sufficient local personnel -could largely be surmounted
in some of the programmes.

The Americas

In Table 3 is shown smallpox incidence in individual
countries. In the Americas, a regional eradication
effort was started in 1950 and eradication was achieved
in many countries. Recently, however, the disease has

TABLE 3. SMALLPDX INCIDENCE IN THE
AMERICAS, 1961 -1965

1961 1 1962 1963 1964 1965

Argentina 4 2 - 12 15
Bolivia - - - 4 -
Brazil 7 656 7 589 6 211 2 505 1 318
Canada - -
Colombia 16 41 4 24 146
Ecuador 491 205 45 42 -
Paraguay - - - 7 32
Peru - - 865 454 18

Uruguay 1 11 1 3 -
Venezuela - 11 - - -

TOTALS 8 168 7 860 7 126 3 051 1 529

- Nil.

become re- established in Colombia and Peru. Notably,
smallpox became endemic again in Peru eight years
following an effective eradication programme.

In Argentina, a national vaccination campaign
started in 1961 when 4 4 million vaccinations were
performed; 1.3 million, 0.6 million and 0.3 million
vaccinations were carried out in 1962, 1963 and 1964
respectively. Twelve cases occurred in 1964, and there
was an outbreak in the province near the border with
Paraguay in the latter half of 1965. Another national
vaccination campaign is planned and the surveillance
system will be strengthened.

Although reporting is incomplete in Brazil, it
would appear that smallpox is at present endemic
throughout the country. An eradication programme
was initiated in 1962 and more than 40 million persons
have been vaccinated during 1963, 1964 and 1965.
However, the programme has been hampered by the
topographical conditions of the country and by the
lack of communications and qualified staff. Three
laboratories in Brazil equipped by PAHO are pro-
ducing good quality freeze -dried smallpox vaccine in
quantities adequate for the programme. National
authorities are at present engaged in revising plans for
the programme and developing a more effective admi-
nistrative structure.

Colombia completed a well- organized eradication
programme in 1961 but experienced a reintroduction
of the disease, apparently from Brazil, in 1965. The
disease has once again become moderately widespread.
The Government is now considering a repeat pro-
gramme of mass vaccination to be completed over
a three -year period. External assistance will be
required.

Peru, free of endemic smallpox since 1955, reported
865 cases in 1963, a result of reintroduction of the
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disease in north -eastern areas bordering Brazil. A
mass vaccination programme has again been initiated,
and in 1964 more than three million vaccinations were
performed.

Bolivia and Paraguay, neither of which is at present
believed to be harbouring endemic smallpox, are at
great risk of reintroduction of the disease because of
their proximity to Brazil and relatively inadequate
vaccination status and surveillance programmes. A
vaccination programme in Bolivia is in progress with
assistance from a WHO health inspector, but a variety
of administrative, economic and political factors have
hampered the programme.

The need for a regional eradication scheme is only
too apparent in South America. The persistence of
endemic smallpox in Brazil has necessitated the
recommencement of national campaigns in adjacent
countries. Failure to establish adequate surveillance
schemes prevented Peru and Colombia from detecting
imported cases sufficiently early to permit containment;
maintenance immunization programmes were ineffec-
tive and widespread transmission soon resulted.

Of the principal endemic areas of the world, South
America could most easily achieve smallpox eradic-
ation. The key to the problem is Brazil. Some assistance
in the form of technical aid and equipment will be
required in several countries; and a vastly more effective
programme of surveillance, nationally and regionally,
will be required throughout the Americas.

Asia

In Table 4 is shown smallpox incidence in indivi-
dual countries. The status of smallpox eradication in
Asia is intermediate between the relatively advanced
situation in the Americas and the developing stages in
Africa. Most of the endemic countries in this continent
started mass vaccination campaigns between 1960 and
1962. However, progress has been irregular. Between
1959 and 1964 several countries, including Ceylon,
Malaysia, the Republic of Viet -Nam, Singapore and
Thailand, became free of smallpox. Six countries
remain endemic: Afghanistan, Burma, India, Indo-
nesia, Nepal and Pakistan.

In Afghanistan, although WHO -assisted projects
were started in 1962, a systematic programme has
not yet been developed. Only 20 per cent. of the total
population has been vaccinated. Principal difficulties
include the lack of national funds to provide sufficient
supervisory and field personnel and transport for the
project, difficult terrain, and problems in vaccinating
the comparatively secluded female population in
many areas. WHO and the Union of Soviet Socialist
Republics have supplied sufficient freeze -dried vaccine
for the project so far.

TABLE 4. SMALLPDX INCIDENCE IN ASIA,
1961 -1965

1961 1962 1963 1964 1965

Aden and Protectorate
of South Arabia . . 1 - - - -

Afghanistan 174 303 571 157 72
Burma 88 21 193 28 8

Cambodia I - - - -
Ceylon 34 12 1 - 1

India a 45 195 42 231 60 901 31 587 27 658
Indonesia 4 677 3 340 7 966 1 874 3 985
Iran 123 29 6 12 -
Iraq - - - - -
Kuwait - 1 - - -
Muscat and Oman . - 8 - - -
Nepal 5 ... 779 99 84
Pakistan:

East Pakistan . . . 421 523 3 724 43 259
West Pakistan . . 2 321 3 091 1 475 738 1 078

Portuguese India . 124
Qatar 1 - - - -
Republic of Korea . 1 - - - -
Saudi Arabia . . . . 17 1 - - -
Singapore - - - - -
Thailand 33 2 - - -
Trucial Oman . . . . - 17 - - -
Union of Soviet

Socialist Republics
(Asian region) . . . -

Yemen ... 5 5 -
TOTALS 53 217 49 579 75 621 34 543 33 145

a Based on the provisional figures in the Weekly Epidemiological Record.
Recently the Indian Smallpox Campaign Office stated that the number of
smallpox cases reported to them were: 45 380 in 1961; 55 579 in 1962; 83 423
in 1963; 39 886 in 1964; and 26 817 in 1965.

- Nil.
... Data not available.

Burma has conducted a successful campaign and
is expected to complete the mass campaign phase by
1966. The project is based mainly on existing basic
health services with a plan for coverage of the total
population once every three years. Twenty -eight cases
were reported in 1964 and eight cases in 1965. Vaccine
production is in the developing stage, with assistance
from UNICEF and WHO, and most of the vaccine
is still being supplied by the Union of Soviet Socialist
Republics and WHO.

India started a campaign in 1962 and hopes to
complete it by the middle of 1966. So far, 420 million
vaccinations have been performed. There has been
a downward trend in smallpox incidence during the
past few years. In November 1965, the Indian
Advisory Committee of the National Smallpox
Eradication Programme met and reviewed the pro-
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gramme in terms of progress of the campaign to date,
steps necessary to improve the regular coverage,
epidemiological criteria to permit the programme to
enter the maintenance phase, and the progress of
freeze -dried vaccine production. The committee
recommended a further study on the methods of
implementing the maintenance programme in relation
to the basic health services. The Union of Soviet
Socialist Republics has provided a large amount of
freeze -dried vaccine (over 400 million doses) for this
project on a bilateral basis and, in addition, vaccine
has been donated by other countries through WHO.
Four vaccine production plants were started in 1962
and 1963 with the assistance of UNICEF and WHO
and serious consideration is now being given to
developing production capacity sufficiently to meet
annual demands of the national programme (170
million doses).

In Indonesia an eradication plan has been drawn
up but the nation -wide programme has not yet been
implemented. Adequate freeze -dried vaccine is pro-
duced locally.

In Nepal, a WHO- assisted programme was started
in 1961 but the project was limited mainly to the
Kathmandu Valley. The project has been suffering
from a serious shortage of field personnel, lack of
transport under extremely difficult geographical con-
ditions, and some resistance on the part of the people
against vaccination. An intensive effort, supported
by substantial external assistance, employing mobile
teams with adequate transport, could probably
achieve proper coverage within a three -year period.
At present, the Government is considering intensifying
the project by vaccinating a population of two to three
million each year. Vaccine must be supplied from
outside sources.

East Pakistan completed a mass vaccination pro-
gramme in 1964, providing coverage to over 80 per
cent. of the population, and entered the maintenance
phase; 20 million and 15 million vaccinations were
carried out in 1964 and 1965 (up to September)
respectively. Reports of cases decreased substantially
from 3724 in 1963 to 43 in 1964. In 1965, however,
259 cases were reported. A repeat mass programme
may be necessary in some particular areas; at the very
least, an intensified maintenance and surveillance
programme must be developed. Adequate vaccine
can be produced locally. In West Pakistan, 12 million
and 10 million vaccinations were performed in 1964

and 1965 (up to September) respectively. The pro-
gramme is being intensified, but still a substantial
number of cases -1078 --were reported in 1965.

In Asia, vaccine must be supplied to all countries
for mass campaigns except Indonesia and Pakistan.
Within one or two years, however, local vaccine
production in India and Burma is expected to meet
national demands for maintenance vaccination pro-
grammes. Moderately substantial quantities of trans-
port and equipment will be required for all pro-
grammes. Supplementary technical personnel for
assessment, planning, supervision and the develop-
ment of surveillance are required to a greater or lesser
extent for all countries. Effective maintenance pro-
grammes and surveillance on a regional basis are
needed. Methods of achieving coverage of groups
resistant to vaccination in Afghanistan and Nepal
must be explored.

Europe

In Table 5 is shown smallpox incidence in Europe.
Several countries have reported imported or secondary
cases during recent years, but there were no imported
cases in 1964 and only one case in 1965.

TABLE 5. SMALLPDX INCIDENCE IN EUROPE,
1961 -1965

1961 1962 1963 1964 1965

Belgium 1 - - - -
Eastern Germany . . - - 1 - -
Federal Republic

of Germany . . . . 5 38 - - 1

Hungary - - 1 - -
Poland - 32 99 - -
Spain 17 - - - -
Sweden - - 27 - -
Switzerland - 1 1 - -
Union of Soviet

Socialist Republics
(Moscow) 1 - - - -

United Kingdom of
Great Britain and
Northern Ireland . 3 66 - - -

TOTALS 27 137 129 - 1

- Nil.

4. PROPOSED PROGRAMME FOR THE GLOBAL

4.1 General Considerations
Of the utmost importance and urgency is the deve-

lopment of eradication programmes in all endemic

ERADICATION OF SMALLPDX

countries at the earliest possible date. In some coun-
tries, eradication programmes have been or are being
completed, and maintenance programmes are in
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progress. Maintenance programmes, however, are
reasonably difficult to carry out effectively; each year
that they must be continued only serves to augment
the over -all costs of the global programme. At all
times during this period, of course, the possibility of
reintroduction and re- establishment of endemic small-
pox is real.

To initiate and execute the programme calls for a
maximum effort on the part of the individual endemic
countries, aided appropriately by technical assistance,
equipment, vaccine and other supplies. Of major
importance is the evolution of maximally effective
programmes for surveillance, field investigation and
disease containment.

To provide the necessary impetus, direction, co-
ordination and supervision requisite for a unified global
effort, strengthening of the headquarters and regional
staff is proposed. In addition, technical advisers at
the country level are considered necessary.

It is expected that early action will be necessary to
obtain the large amounts of freeze -dried vaccine
requisite for this major undertaking.

For purposes of over -all planning, it is necessary to
assume that support for an intensified global eradica-
tion effort will be forthcoming from each of the ende-
mic countries. A simultaneous intensified global
effort would be technically desirable although logis-
tically impracticable. It is proposed, therefore, that
eradication efforts be developed or continued in
selected countries during 1967, with the extension
of the programme to all endemic countries from 1968
onwards. Although in the smaller countries nation-
wide campaigns can sometimes be achieved in a single
year, it is believed that most countries, from the stand-
point of transport and personnel, will find it more
convenient to extend the intensified phase of the pro-
gramme over a three- to four -year period. Assuming
this phase to be successful, maintenance programmes
covering the new -born, migrants, specific age -groups,
etc., should follow each year thereafter.

Also, in the planning it is desirable to outline a
long -term programme over the next ten years in order
to envisage future development of the global eradica-
tion activities.

It is believed that in the Americas, Africa and perhaps
some countries in Asia intensified vaccination campaigns
will partly rely upon the jet injectors for vaccination,
supplemented appropriately by the multiple pressure
method, varying the extent of its use according to the
operation areas.

Since each country necessarily poses particular
problems regarding transport and resources of opera-
tional and field personnel, it is possible to estimate only
approximately the over -all costs required to supplement
the maximum effort in each country.

4.2 Proposed Programme for 1967

For the WHO assistance programme in 1967, as
mentioned above, attention has been directed to those
countries with programmes fully or partially operative,
those already prepared to embark on eradication
programmes, and selected countries strategically
located geographically. Proposed for assistance in
1967 are continuing programmes in Asia (Afghanistan,
Burma, India, Nepal and Pakistan); Africa (Ivory
Coast, Liberia, Mali, Sudan, Togo and Upper Volta);
and South America (Bolivia and Peru). In addition,
in South America, Brazil has indicated that it is plan-
ning to embark on a more vigorous programme;
for geographical reasons, programmes in Colombia
and Paraguay should parallel the Brazilian effort; in
Argentina re- establishment of the programme is
being considered. In Africa, Nigeria and Sierra Leone
have expressed interest in embarking on eradication
programmes at an early date. A geographically
continuous programme should be initiated in Africa
and all countries in that area should participate.

4.2.1 Vaccine Required

The three main sources of supply of freeze -dried
vaccine for the programme are local production,
donations through WHO, and contributions to coun-
tries on a bilateral basis. Vaccine is available in
ample quantity in all South American countries and
in Pakistan. It is hoped that the Union of Soviet
Socialist Republics will be able to continue its bilateral
assistance by providing requisite supplies of vaccine
to Afghanistan, Burma and India. Burma needs
7 million doses for the 1967 programme, India 170
million doses, and Afghanistan 3 million doses.

The needs of the remaining countries should be
estimated by taking into consideration the target
population coverage of individual projects, vaccination
for a maintenance programme, an additional stock
of vaccine for emergency use (epidemics and gaps
between regular supply), wastage of vaccine, etc.
It is assumed that approximately 55 million doses of
vaccine will be necessary during 1967 to supply other
countries from outside sources either through WHO
or on a bilateral basis, presuming that the existing
bilateral arrangements for vaccine supply will continue
in the future.

Freeze -dried smallpox vaccine for the eradication
programme should conform with the WHO require-
ments for biological substances. The requirements
were newly revised in 1965. In the new requirements 1
the potency of the freeze -dried vaccine should exceed
1 x 108 pock- forming units using chick embryo

1 Wld Hlth Org. techn. Rep. Ser., 1966, 323.
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(5 x 10' in the old requirements 1) and the total
bacterial content should not exceed 500 per ml of
reconstituted vaccine (1000 in the old requirements).
The new requirements for the vaccine will take effect
from 1967.

Part of the vaccine supply may be used in jet
injectors. Freeze -dried vaccine prepared for multiple
pressure use and that proposed for use in the jet injec-
tors differs in that the latter is supplied in quantities
in vials and, when reconstituted, results in a tenfold
more dilute suspension than that for multiple pressure
application. The bacterial content per ml should be
almost nil for the purpose of intradermal injection.
The rationale of a more dilute material for the
injectors is based on the fact that essentially all of the
virus particles are inoculated as contrasted to multiple
pressure or similar methods in which comparatively
few particles are actually inoculated with most of the
vaccine remaining on the skin surface. Experimental
studies have validated this assumption.

It is believed that this approach with a jet injector
is to be preferred for use generally in South America,
partly supplemented by multiple pressure vaccination
for " mopping -up " operations and for vaccination
in remote areas. In African countries, where pro-
grammes have been severely hindered by a lack of
personnel, it is likely that jet injectors are also to be
preferred, especially in densely populated areas. The
experience to date in mass measles vaccine programmes
in West Africa tends to substantiate this belief. In
Asian countries, variable use may be made of this
tool, depending on the results of evaluation studies.

4.2.2 Other Supplies and Equipment Needed

Requirements have been estimated on the basis of
information from a number of countries. They
include transport, refrigerators, jet guns, camping
equipment, vaccine kits, etc.

4.2.3 WHO Staff
Integrated, well co- ordinated programmes require

the formation of an adequately staffed headquarters
unit and regional offices. Three medical officers are
proposed for headquarters. Headquarters will be
expected to assume principal responsibility which
will include planning and continuous assessment of
the world -wide programme as a whole; co- ordination
of regional activities towards global eradication;
development of operational assessment, surveillance
and diagnostic standards for field use; and planning,
development and co- ordination of research pro-
grammes of interest to the continuing programmes.

It is planned to provide a regional adviser for each

3 Wtd Htth Org. techn. Rep. Ser., 1959, 180.

region (Africa, the Americas, the Eastern Mediterra-
nean and South -East Asia). In addition, it is proposed
to provide WHO technical personnel in the field.
Regional offices will take the responsibility for pro-
viding close co- ordination, consultation, supervision
and impetus for the separate programmes. As
mentioned above in chapter 2, since the method of
operation should be flexible enough to develop
reasonably efficient programmes in the different
epidemiological situations and health service structures
in each country or area, regional offices will assist
in the planning, implementation and assessment of
eradication programmes. The regional offices will
also assist in the establishment of a surveillance system
on a regional basis.

4.2.4 Consultant Services

Since particular difficulties have arisen in the
provision of adequate supplies of freeze -dried vaccine
of high quality -an essential key to the global pro -
gramme-it is proposed to provide substantial
consultant services to the several production facilities
in the endemic countries and a regular testing service
for vaccines produced.

Additional consultant services regarding the develop-
ment of virus diagnostic facilities, assessment methods,
surveillance procedures and planning will also be
required.

4.2.5 Training Courses

It is proposed to hold inter- regional training
courses in methods of operation, assessment, surveil-
lance and laboratory procedures for national and inter-
national staff.

4.2.6 Research Projects

A number of important technical areas demand
intensive study, the results of which should serve
further to guide the programme in the years immedi-
ately ahead. These should include epidemiological
studies to assess the circumstances and factors neces-
sary for the continued endemic propagation of the
disease and the duration of immunity conferred by
vaccination under circumstances of natural challenge;
comparative studies of strains from different areas,
and evaluation of chemoprophylactic agents. It is hoped
that total or partial financial support for many of these
projects will be provided directly to the responsible
investigators from national funds.

4.2.7 Fellowships

The principal training in operational and surveillance
procedures will be provided by WHO staff and consul-
tants at regional and national levels. Several fellow-
ships, however, will be required for the training of
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national personnel in vaccine production and virus
diagnostic work.

4.3 Assistance from the World Food Program

The World Food Program has expressed its interest
in collaboration with WHO health programmes,
especially in support of the smallpox eradication pro-
gramme. As the smallpox programme in endemic
countries is hampered by the shortage of field personnel
and inadequate financial provision for expanding such
personnel, it would be a great advantage if countries
could provide partial payment of salaries with food
made available by the World Food Program. The
possibility of using this assistance for the smallpox
eradication programme might be further explored.

4.4 Bilateral Assistance

In a number of West African countries the develop-
ment of a large -scale smallpox eradication programme

with bilateral assistance from the United States of
America is being proposed. The assistance to the
countries will include technical personnel, vaccine,
transport and other equipment. A country in East
Africa has similarly been assisted through bilateral
aid from the Union of Soviet Socialist Republics.

In accordance with its normal role, WHO will
assist the endemic countries in the planning of national
eradication programmes taking into account all
available resources within the country and from
outside and in the co- ordination and promotion of
inter- country collaboration on a regional basis. To
the extent that substantial bilateral assistance becomes
available for the endemic countries, acceleration of
the proposed global eradication programme could
be envisaged. Suitable adjustments in individual
country plans can be effected in accordance with
available resources to quicken the pace of implemen-
tation.

5. LONG -TERM PROGRAMME

A plan has been prepared for the development of
the smallpox eradication programme during the next
ten years, from 1967 to 1976.

There are several factors involved in this planning:
the continuation in the endemic countries of synchro-
nization of eradication activities over large areas, the
future assistance from non -endemic countries, the
development of an efficient surveillance system on a
regional basis, the development of basic health
services in individual countries, the progress of
technology to increase the efficiency of the pro-
grammes, the possibility of sudden severe epidemics
in large areas which may require modification of the
plan for the countries concerned, etc.

Obviously, many of these factors cannot be forecast
at present. Therefore, this plan only gives the tentative
phasing of the programmes in individual countries,
broad estimates of the population to be vaccinated
with assistance from outside sources, and general cost
estimates of the programme each year in the world
as a whole. It is hoped that the plan may supply
Member States with information on how to prepare
and proceed with the programme towards the ultimate
goal of eradication of the disease.

5.1 The Phasing of the Programme

A plan for phasing has been prepared mainly
on the basis of a reassessment of the material received

from the regional offices up to November 1965. It is
proposed that the campaign should start with the
three- to four -years' attack phase, followed by the
maintenance vaccination programme. The mainte-
nance phase should continue until the disease has been
eradicated. However, in this plan international
assistance for the maintenance phase is estimated to
last four years, because at the latter stage of the pro-
gramme the incidence of smallpox will be considerably
reduced and it is expected that the programme will
be carried out by the countries without substantial
material assistance from outside sources.

African Region

For the purposes of the programme the African
Region is divided into West Africa and East Africa.

West African countries

In Table 6 is shown the phasing of the programmes
proposed for West African countries. Dahomey,
Ivory Coast, Liberia, Mali, Nigeria, Sierra Leone,
Togo and Upper Volta are included with the countries
where the campaign will start with WHO assistance
in or before 1967. In these countries smallpox control
or eradication programmes are already under way
or are at preparatory stages at present. The duration
of the programme in individual countries will vary
depending upon the progress which has been made so
far.
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TABLE 6. PHASING OF THE PROGRAMMES : WEST AFRICAN COUNTRIES a

1967 1968 1969 1970 1971 1972 1973 1974 1975 1976

Cameroon * ** ** ** * ** * ** * ** * **

Central African Republic * ** ** ** * ** * ** * ** * **
Chad * ** ** ** * ** * ** * ** * **

Congo (Brazzaville) . . * ** ** ** * ** * ** * ** * **

Congo, Democratic
Republic of * ** ** ** ** * ** *5* * ** * **

Dahomey ** ** ** * ** * ** 5 ** *5*

Gabon * ** ** ** * ** * ** * ** * **

Gambia * ** ** ** * ** * ** * ** ;. **

Ghana * ** ** ** * ** * ** * ** ***

Guinea * ** *5* * ** * ** * **

Ivory Coast * ** * ** * ** *5*
Liberia ** ** ** * ** * ** *5* * **

Mali ** ** *5* * ** * ** * **

Mauritania * ** ** ** *** * ** * ** * **
Niger * ** ** ** * ** * ** * ** * **

Nigeria ** ** ** * ** * ** * ** * **

Senegal * ** ** ** * ** * ** * ** * **

Sierra Leone ** ** ** * ** * ** * ** * **

Togo ** * ** * ** * ** * **

Upper Volta * ** * ** * ** * **

a Excluding Angola, Portuguese Guinea and Equatorial Guinea, where it is anticipated that eradication programmes can
be carried out with national financing only.

* Preparatory stage or national control programme in operation.
** Attack phase.

* ** Maintenance phase with international assistance.

Relatively intensive smallpox control programmes
have been carried out, mainly by the Services des
grandes Endémies, in French -speaking countries, inclu-
ding Cameroon, Central African Republic, Chad,
Gabon, Guinea, Mauritania and Niger in recent years.
Some of these countries -for example, the Central
African Republic and Guinea -have already proposed

starting an eradication programme in 1966 or 1967. In
the Democratic Republic of the Congo it was proposed
that the pilot project should be carried out in 1966 and
the campaign should start in 1967 in provinces where
the situation is appropriate for commencement of
the programme. Little information is available from
Congo (Brazzaville), Gambia, Ghana and Senegal.

TABLE 7. PHASING OF THE PROGRAMMES : EAST AFRICAN COUNTRIES a

1967 1968 1969 1970 1971 1972 1973 1974 1975 1976

Burundi * ** ** ** * ** * ** * ** * **

Kenya * ** ** *9: * ** * ** * ** * **

Malawi * ** ** ** * ** * ** * ** * **

Rwanda * ** ** ** * ** * ** *5* * **

Uganda * ** ** ** * ** * ** * ** * **

United Republic of
Tanzania * ** ** ** * ** * ** * ** * **

Zambia * ** ** ** * ** * ** * ** ***

a Excluding Basutoland, Bechuanaland, Mozambique, Southern Rhodes'a, Swaziland and South Africa, where it is
anticipated that eradication programmes can be carried out with national financing only.

* Preparatory stage or national vaccination programme in operation.
** Attack phase.

* ** Maintenance phase with international assistance.
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TABLE 8. PHASING OF THE PROGRAMMES : REGION OF THE AMERICAS

1967 1968 1969 1970 1971 1972 1973 1974 1975 1976

Argentina ** ** * **

Bolivia ** ** **
Brazil ** ** ** * ** *** * ** * **

Colombia ** ** **
Paraguay ** ** **
Peru ** ** * **

** Attack phase.
* ** Maintenance phase with international assistance.

Assistance is proposed for all these countries from
1968 onwards, although some of them will start or
continue the programmes in 1966 or 1967.

East African countries

In Table 7 is shown the phasing of the programmes
proposed for seven East African countries: Burundi,
Kenya, Malawi, Rwanda, Uganda, the United
Republic of Tanzania, and Zambia. Uganda and
Zambia are preparing to intensify the programmes.
The projects are being discussed between governments
and WHO in Burundi, Kenya and the United Republic
of Tanzania. In this plan, assistance is proposed for
all these seven countries from 1968 onwards.

Region of the Americas

In Table 8 is shown the phasing of the programmes
planned for the Americas. Argentina and Peru are
expected to carry out a two -year mass vaccination
programme covering especially the population in the
border areas where there is a risk of introduction of
smallpox cases. In both these countries, after the
campaign a one -year programme for " mopping -up "

operations is proposed. In Bolivia, Colombia and
Paraguay a three -year attack phase programme is
proposed, starting in 1967. In Brazil a three -year
attack phase is planned to start in 1967 and the project
will be continued as a maintenance programme, as
Brazil is the principal endemic country in the Americas.

South -East Asia Region

In Table 9 is shown the phasing of the programmes
proposed for South -East Asia. WHO- assisted projects
started in Afghanistan in 1962 and in Nepal in 1961.
Since the period of the programme has been prolonged,
effective herd immunity has not yet been established
in the population. Therefore, it is proposed that the
attack phase should start in both countries in 1967
with three years' duration in Afghanistan and four
years in Nepal. Burma is expected to complete the
attack phase in 1966 and to start the maintenance
programme from 1967 onwards. In India, the attack
phase had been expected to be completed in 1966 but
it is assumed that the programme will have to be
continued in 1967 in the form of " mopping -up "

TABLE 9. PHASING OF THE PROGRAMMES : SOUTH -EAST ASIA REGION

1967 1968 1969 1970 1971 1972 1973 1974 1975 1976

Afghanistan ** ** ** * ** * ** * ** * **

Burma * ** * ** *5* * **

India ** * ** * ** * ** * **

Indonesia * ** ** ** * ** * ** * ** * **

Nepal ** ** ** ** *5* * ** * ** * **

* Preparatory stage.
** Attack phase.

* ** Maintenance phase with international assistance.
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TABLE 10. PHASING OF THE PROGRAMMES : EASTERN MEDITERRANEAN REGION a

1967 1968 1969 1970 1971 1972 1973 1974 1975 1976

Ethiopia « ** ** ** * ** * ** * ** * **

Pakistan:
East Pakistan * ** * ** * ** *5*
West Pakistan . . . ** ** * ** * ** * ** * **

Sudan ** ** *5 *5* *5* *5* *5*

a Smallpox vaccination programmes are in progress in Saudi Arabia, Somalia and Yemen. However, detailed information
is not available at present.

* Preparatory stage.
** Attack phase.

* ** Maintenance phase with international assistance.

operations. In 1968 India is expected to start the
maintenance vaccination programme. In Indonesia
the programme would be at a preparatory stage in
1967 and it is expected that Indonesia will start a
campaign in 1968 and complete the attack phase
within a three -year period in the framework of the
relatively developed health services. The maintenance
phase will follow.

Eastern Mediterranean Region

In Table 10 is shown the phasing of the programmes
proposed for the Eastern Mediterranean Region. In
Ethiopia the project is being discussed with the
Government. A pilot project is proposed for 1966 and
the campaign may start in 1967, but the main assis-
tance is proposed from 1968 onwards. Sudan has
been carrying out a vaccination campaign in recent
years. However, it is considered that a three -year
attack phase should be carried out, starting in 1967.
In both countries maintenance programmes will
follow. In East Pakistan a smallpox eradication
programme is in progress. In West Pakistan the attack

phase was initiated in 1964 and is gradually being
extended.

The phasing of the programmes in Ethiopia and
Sudan should be considered on the same basis as
the African programmes and the programme in
Pakistan on the same basis as the South -East Asia
programmes.

5.2 Broad Estimate of the Population to be Vaccinated

In Table 11 are shown broad estimates of the popu-
lation in the various regions to be vaccinated with
international assistance during the next ten years,
based on the phasing of the programmes in individual
countries.

The population in endemic countries is estimated as
1100 million in 1966, 1210 million in 1970 and 1350
million in 1974. It is planned to vaccinate approxima-
tely 220 million people in 1967 with international
assistance. The number of vaccinations proposed
will reach approximately 310 million in 1968. The
programme is phased to develop to its height in 1969,
when 350 million vaccinations are expected. From

TABLE 11. ESTIMATED POPULATION TO BE VACCINATED WITH INTERNATIONAL ASSISTANCE

(Population in millions)

WHO Region

Total population Estimated population to be vaccinated with international assistance

1966 1970 1974 1967 1968 1969 1970 I 1971 1972 1973 1974 1975 1976 Total

Africa 170 190 220 20 60 80 60 50 50 50 30 10 - 410
The Americas . . . . 140 160 180 40 60 60 30 30 30 30 - - - 280
South -East Asia . . . 650 710 780 130 150 170 170 150 40 40 30 880
Eastern Mediterranean 140 150 170 30 40 40 50 20 20 10 10 - - 220

TOTALS 1 100 1 210 1 350 220 310 350 310 250 140 130 70 10 - 1 790
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TABLE 12. GENERAL COST ESTIMATES

(Expressed in US $ millions)

1967 I 1968 I 1969 1970 I 1971 I 1972 I 1973 1974 1975 I 1976 Total

Total estimated cost
Share of international assistance

22.0
6.6

31.0
7.7

35.0
8.9

31.0
7.7

25.0
5.9

1970 the number of vaccinations will gradually
decrease since the programme will be completing
the attack phase and entering the maintenance phase.
In the latter stages of this ten -year period, the figures
for vaccination with international assistance would
be 250 million in 1971, 130 million in 1973 and 10
million in 1975.

5.3 General Cost of the Programme

Several attempts have been made to obtain specific
information on the cost of the programme. This
includes theoretical assumption of the cost in African
countries, revised information regarding the support
proposed from the present programme in such coun-
tries as Afghanistan, Burma, India and Nepal, and
also a review of the past experience of the programmes
of several countries in Latin America and parts of
Africa. It is reaffirmed that the cost of the campaign
should be broadly estimated on the basis of US $0.10
per vaccination; 70 per cent. of the general cost for
each campaign would be covered from national
sources and 30 per cent. from external technical
assistance (vaccine, transport, supplies and equipment).
Past experience indicates that a 30 per cent. share of
the general cost from outside sources would enable
the endemic countries to establish and implement
successful vaccination programmes. In addition it is
proposed that, although international assistance will
cease after a four -year maintenance programme,
surveillance activities and urgent containment mea-
sures during possible outbreaks should be supported
by international assistance on a global basis. For
this purpose, a certain amount of funds should be
provided each year from 1972 to 1976. The yearly
cost from outside sources could be reduced by taking
into consideration the fact that Burma, India, Kenya
and Nigeria may be able to produce the necessary

14.0
4.1

13.0
3.8

7.0
2.5

1.5
0.8

0.5
0.5

180.0
48.5

amount of vaccine for the campaign from 1968
onward.

The cost of the programme each year has been
estimated as shown in Table 12. During the ten years
it is expected that 1790 million vaccinations will be
carried out, covering the entire population of endemic
countries from the attack to the maintenance phase of
the campaign. The cost is estimated at US $180 mil-
lion, of which $22 million in 1967, $31 million in 1968
and $35 million in 1969. From 1970, along with the
decrease of the number of vaccinations, the cost will
decrease as indicated: $25 million in 1971, $13 million
in 1973 and $1.5 million in 1975. International
assistance, including that of WHO, is estimated alto-
gether as $48.5 million during the ten -year period,
consisting principally of 30 per cent. of the general
cost and costs for surveillance activities in the latter
stage. This $48.5 million will be distributed as
$6.6 million in 1967, $7.7 million in 1968 and $8.9 mil-
lion (maximum) in 1969. From 1970 the cost will
decrease to $5.9 million in 1971, $3.8 million in 1973
and $0.8 million in 1975.

With regard to the $6.6 million from outside sources
in 1967, an amount of $2.4 million has been included
under the Special Account for Smallpox Eradication
to meet the first year's costs, as presented in Annex
3 of Official Records No. 146 (pages 521 -527); and a
further amount of approximately $0.2 million is
expected to be provided from other funds administered
directly or indirectly by the World Health Organiza-
tion; the balance of $4 million is expected to be
covered on a bilateral basis or by other international
agencies.

Finally, it can be stated that if the implementation
of the programme is delayed or prolonged a further
increase of the over -all cost of the programmes will
result, since a greater number of the population than
here estimated would need to be vaccinated.
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Classification of Diseases, International, Eighth Manual of the International Statistical Classification

Revision, 21 WHA19.44 of Diseases, Injuries and Causes of Death, 21 WHA19.44
Committee on Credentials, composition, 27 (i) Medical degrees, study of criteria for assessing
Committee on Nominations, composition, 27 (ii) equivalence in different countries, 26 WHAI 9.53
Committees, officers, 28 (v) Medical education and training, revolving fund for
Community water supply programme, 24 WHA19.50 teaching and laboratory equipment, 3 WHA19.7
Contributions, Members in arrears, 12 WHA19.29 Narcotic drugs, single convention, 1961, 22 WHA19.46

status of collection, 2 WHA19.6 Nomenclature Regulations, WHO, revision, 22 WHA19.45
See also Assessments Nominations, Committee on, composition, 27 (ii)

Credentials, Committee on, composition, 27 (i)

verification, 27 (iii) Officers, of Health Assembly, 28
of main committees, 28

(iv)
(v)

Director -General, Annual Report for 1965, 10 WHA19.22
salary, 2 WHA19.4 Pension Board, United Nations Joint Staff, annual

Dr A. T. Shousha Foundation, establishment, 10 WHA19.21 report for 1964, 11 WHA19.26
Drugs, international monitoring of adverse reac- Pension Committee, WHO Staff, appointment of

tions, 16 WHA19.35 representatives, 11 WHA19.27
narcotic, single convention, 1961, 22 WHA19.46 Pharmaceutical preparations, quality control, 22 WHA19.47
See also Pharmaceutical preparations See also Drugs

Population, programme activities in health
Education and training, revolving fund for teaching aspects, 20 WHA19.43

and laboratory equipment, 3 WHA19.7 Programme and budget estimates, form of
See also Medical degrees presentation, 20 WHA19.42
Emergency supplies, provision, 9 WHA19.17
Executive Board, election of Members entitled to Radiation, atomic, effects, 18 WHA19.39

designate a person to serve on, 8 WHA19.14 Regional Committee for Africa, resolution AFR/
thirty -sixth and thirty- seventh sessions, reports RC15 /R2, 13 WHA19.31

on, 10 WHA19.23 Rehabilitation, 17 WHA19.37
Expert committees, reports, 25 WHA19.51 Research, extension of WHO activities, 16 WHA19.34
External Auditor, appointment, 9

expression of appreciation to retiring External
WHA19.19 on cancer, international agency for, 23

agreement between Government of France
WHA19.49

Auditor, 9 WHA19.18 and WHO, 10 WHA19.24
report for 1965, 2 WHA19.5 on cardiovascular diseases, 17 WHA19.38
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Revolving fund for teaching and laboratory equip-
ment for medical education and training, 3

Salaries and allowances, Director -General, 2
staff in ungraded posts, 1

Seafarers, health problems and services, 23
Shousha, Dr A. T., establishment of Founda-

tion, 10
Singapore, assessment for 1966, 5
Single Convention on Narcotic Drugs, 1961, 22
Smallpox eradication programme, 8
Specialized agencies, decisions affecting WHO,

administrative, budgetary and financial mat-
ters, 13

programme matters, 26
Staff, ungraded posts, salaries, 1

Staff Pension Committee, appointment of represen-
tatives, 11

Supplementary budget estimates for 1966, 3

Traffic accidents, prevention, 16
Travel standards, 6
Twentieth World Health Assembly, place of

meeting, 12

Resolution No.

WHA 19.7
WHA19.4
WHA19.3
W HA 19.48

WHA19.21
WHA19.10
WHA19.46
WHA19.16

WHA19.30
WHA19.54
WHA19.3

WHA19.27
WHA19.8

WHA19.36
WHA19.12

WHA19.28

Twenty -second World Health Assembly, place of
meeting, 4

United Nations, decisions affecting WHO, admi-
nistrative, budgetary and financial matters, 13

programme matters, 26
United Nations Joint Staff Pension Board, annual

report for 1964, 11
United Nations Relief and Works Agency for

Palestine Refugees in the Near East (UNRWA),
extension of agreement, 11

Voluntary Fund for Health Promotion, programme
and budget estimates for 1967, 19

world health foundations, 9

Water supply programme, 24
Working Capital Fund, advances for emergency

supplies to Member States, 9
status of advances, 2

World Health Assembly, Twentieth, place of
meeting, 12

Twenty -second, place of meeting, 4
World health foundations, 9
World health situation, third and fourth reports

on, 25

Resolution No.

WHA19.9

WHA19.30
WHA19.54

WHA19.26

WHA19.25

WHA 19.40
WHA19.20

WHA19.50

WHA19.17
WHA19.6

WHA19.28
WHA19.9
WHA19.20

WHA19.52


