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The Inter-Regional Technical Ueetlng on Malaria "Iradication was held at the 

Students1 Club of the Vniversity, Teheran, Iran, from 1-7 May 1962. His Excellency 

Dr Ebrahim Riahi, Mmister of Health of the Imperial Government of Iran, presided. 

In his address to the meeting, he emphasized the lmportance of eradicating malaria 

from this modern progressive world, and the progress which has so far been acnieved, 

Re referred to the malaria programme in Iran, and the keen interest of the Imperial 

Government of Iran in eradicating malaria from the country, a feat whlch he was glacl 

to say would reach completion ln the foreseeable future. 

Dr A. H. Taba, Reglonal Dlrector of the Eastern Mediterranean Region of WHO, 

expressed his gratitude to the Imperial rGovernment of Iran f?r havlng klndly agreed to 

allow the meeting to convene in Teheran, and tc the partlclpants for their co-operation. 

He spoke of the role of WHO in the world-wide programme of malaria eradication, and 

lald stress on the Importance glven by the Organization ta the trainlng of natlonal 

personnel of all categories. Dr Taba also referred to the Items of the provisional 

agenda, and emphasized the mportance of the development of basic rural health services 

especially during the maintenance phase of eradication programmes, and the need for 

the full cc-operation of nelghbouring countries especially In regard to border areas, 

as well as In the exchange of ~nformation on the progress of them programmes. 

M r  V;. G. Mlddelmann, Resldent Dlrector, United Nations Children's Bmd, Eastern 

Mediterranean Area, and Dr Robert Bey, Dlrector, Unlted States Agency for International 

Development Mission in Iran, expressed their apprecletion for being invited to such an 

Important meeting dealing .nth one of the biggest lnternatlonal health undertakings. 

They gave assurance of the actlve participation of their respectxve agencies. Dr E. B. 

Weeks, Chief Programme and Plannlng of the Divlslon of Malarla Eradication, WHO, Geneva, 

conveyed the greetings of the Director 3f the Division, Dr C. A. Alvarado, and mentioned 

the importance given, and the contributions expected, by all malarla eradicat~on workers 

in the world. Dr Ch. Mofidl, Director of the Institute of Parasitology and Malariology 

of the University of Teheran, Iran, welcomed all the partlcipants on behalf of the Dean 

of the University of Teheran and referred to the role of the Institute of Parasitology 

and Malariology in the Iranian malaria eradication progrannne. 



Representatives from the following countries were present: Afghanlstan, India, 

Iran, Iraq, Pakistan, Syrlan Arab Republic, Turkey and the USSR. 

Dr P. Khabir, Director-General of the Cepertment of Environmental Health and Malnrlr., 

Iran, Dr Goekberk, Dlrector of the Malaria Institute of Adana, Turkey, and Dr A. D. Ray, 

Director of the Natlonal Malarla Eradicatlon Progrme, Indla, were elected Chairman, 

TTlce-Chalrman and Rapporteur respectively. 

The provisional agenda prepared by the Conference Secretarlat was adopted u~anlmously 

It was declded to hold morning 2nd afternoon sesslons, the mornlngs being devoted to 

plenary sessions and the afternoons to both plenary sesslons and working group committees. 

A fleld trip was undertaken or 4 my and 5 May to Gllan Rovince along the Caspian Sea, 

to observe the malarla eradicatlon actlvltles that are under way In thls Province. 

The Meetlng closed on 7 May after having approved the recomendatlons prepared by 

the drafting committee, and after hearing the appreciation of all partlclpants on the 

usefulness and contributions of such meetings. 

2. REPORT ON DEBATES 

2.1 Progress of Malaria Eradicatlon mth Particular Reference to Border Areas 
(~genda Item 1 .) 

A summary of the malaria eradlcatlon programmes In the participating countries, 

stressing the epidemiological activities In border areas 1s glven In t?-e .'?%ex 

2.1.1 Afghanistan 

In Afghanistan the natlonal malaria control programme was converted lnto a malarla 

eradication progrme In 195.5. The progrme vlll attaln total coverage in 1962 with 

the inclusion of an addltlonal 5 0 C  OCO people In Badakshan Province, as well as those 

provinces bordering Pakistan and Iran. 

Durlng 1961, in order to ensure more effective supervlslon, the country has been 

divided into three regions, each In the ckarge of a reglonal malarlologlst. These 

reglons are in turn divlded Into units, each coverlng on the average 200 000 population. 

WHO advlsory assistance 1s provided at country and regional levels In Afghanlstan. 

There were no serlous technical or operational problems faclrg the programme. The 

malarla eradicatlon programme In Afghanlstan 1s run by stages and is expected to be 

completed by the end of 1969. 



Mghanlstan has common borders with the USSR, Iran and Pakistan. In 1961 surveys 

were carrled out In Badakshan Provlnce borderlng the USSR. Most of this border 

consists of hlgh mount&ln raages without human habltatlcn. The populatlon in the 

remaining part of the border area shows a spleen rate ranging from 4 to 13 per cent., 

and a paraslte rate between 1.5 to 20 per cent. These areas will be lncluded In the 

1962 spraying operations. 

Between Afghanistan and Iran, the boreer runs through desert end it 1s reported 

that there 1s very llttle rrovement of population across thls border. As the Pakistan 

programme is llkely to take some time to reach the ~fghanlstan/~akistan border, 15 may 

be necessary on the llfghanistan side to contlnue spraying along the points of l~ter- 

country cormrmnicatlons. 

Up to 195€!, when the eradicatlon progrme started, 200 milllon people were belng 

afforded protection under a natlon-wlde malaria control campaign. Consequent to the 

swltch-over to eradicatlon, the entlre populatlon, estlmted at 390 mllion (based on 

the mid-decennial census) had to be covered. However, the 1961 decennial census and 

the malaria eradlcatlon survelllance enumeration carried out in 1960-1961 showed that 

the population in Indla was In the region of 438 nullion. Thls has necessitated a 

proportionate augmentation of staff in the malarle eradicatlon organlzatlon. 

By 1960, all 390 unlts had been fully established, each designed to cover a 

mllion populatlon. Besldes spraying operations, survelllance was initiated In 34& 

units in 1960 and In 20.5 1n 1961. In those areas borderlng nelghbouring countries 

25.5 units, covering about 25 mlllor, people carrled out spraylng operatlons only 

and survelllance operatlons were p l L ~ e d  to be started after the neighbouring countries 

had reached an advanced stage In then eradlcatlon programmes. The progrme in India 

recelved some assistance frcm US/PID an& VmO. The number of medlcal offlcers worklng 

in the programme 1s about 450, In addition, there are about 100 entomologists and 
science graduates who m y  also be placed In charge of malarxa eradlcatlon units. 

At present there are about 48 000 technical and sub-professional staff, but taklng 

into consideration the spraylng squads as well, the strength of the persomeldeployed 

in the malaria eradication programme would be In the reglon of 150 000. 



M t e r  four  yea rs '  cperat lons,  t h e  Gcvernment of India  appointed SIX independelt 

appra l se l  teams and th ree  consultants  t o  study t h e  progress of the  programme f o r  t h e  

purpose of recommending opray mthdrawal.  Ouring t h e  appraisal, t h e  c r i t e r l a  as l a l d  

down I n  t h e  Elghth Report of t h e  r'M0 Expert C o m ~ t t e e  on Malarla, were s t r l c t l y  follawe 

and t h e  teams had made recommendations f o r  140 u n l t s  coverlng a populatlon of 147 

mll l lon t o  en te r  l n t o  t h e  consolidat lon phase. This was f l n a l l y  approved by t h e  

consultants .  Thus, more than one-thlrd of t h e  populetlon i n  Indla has now In  19.62 

entered t h e  consolldat lon phase. 

For 1963 it IS planned t o  withdraw spraying from a f u r t h e r  174 u n l t s  and lt 1s 

expected t h a t  a l a r g e  majori ty cf them v n l l  be a b l e  t o  f u l f i l  t h e  c r i t e r l a  f o r  such 

mthdrawal.  Although r t  1s d l f f l c u l t  t o  fo recas t  I n  a b lo log lca l  programe of t h l s  

na ture  t h e  exact fu tu re  development, ~t 1s expected t h a t  about 280-300 units would be 

I n  t h e  consolldat lon phase I n  1963 and a f u r t h e r  a rea  m t h  70 mi l l lon  people would be 

ready t o  meet t h e  c r l t e r l a  f o r  malarla eradlcat lon by t h e  end of t h a t  year.  

Durlng t h e  f l r s t  th ree  years  of t h e  eradication progranme, an amount equivalent 

t o  about USr. 97 m l l l o n  has been spent .  An mount egulvalent t o  about US$ 115 rmlllon 

has been planned t o  cover t h e  next f l v e  years (1961/1962 t o  1965/1966). 

With regard t o  ~n te r -coun t ry  malaria co-ordlnatlon meetmngs, Indla has had t h r e e  

such sess lons  vnth Burma and two n t h  Emma and Pakistan jo in t ly .  Durlng these  

meetings, problems of mutual l n t e r e s t  were discussed, wlth particular reference  t o  

operat lons I n  border a reas  of t h e  th ree  different countries. Besldes, methods were 

evolved f o r  speedy operation on e l t h e r  s lde  of the  border, as f a r  a s  poss ib le  on a 

common pa t t e rn .  d s i m l a r  meetlng was held wlth Nepal I n  1961. 

2.1.3 Iraq 

The malarla control  progrvnme whlch was l n l t l a t e d  I n  1952 was smtched  over t o  

one of eradlcat lon I n  1957 wlth t h e  ass i s t ance  of WHO and UNICEF. The programme 

w a s  e q e c t e d  t o  be completed I n  1964. Out of a populatlon of 4.5 rml l lon estimated 

t o  be a t  r l s k ,  1.3 n u l l i o n  a r e  now I n  t h e  a t t a c k  phase, and 3.2 mi l l ion  In t h e  

consolldat lon phase. V h l e  a c t l v e  survel l lance  operat ions a r e  well  established, 

passlve survel l lance  operat lons a r e  not yet  f u l l y  organized. 



The maln vectors In the northern and central reglons are A. superpictus and 

A. sacharovl wbch SO far contlnue to be susceptible to DDT even after seven years of 

spraying. A. stephensl 1s the main vector In the southern reglon. In the psst ~t 

had been reported as far north as the border town of Xhanaqln and high densltles 

occurred there after floods causing epidemics. After the flrst application of dleldrin 

In 1958 against A. stephensl, the species disappeared and no specimens were found for 

nearly three years. In 1961, when dieldrln spraylng was discontinued, A. stephensi 

reappeared (~ugust 1961) znd since then continues to be present In fan denslty. 

The specles IS now resistant to dleldrln and has a hlgh tolerance to DDT. 

Durlng 1961 there were 613 malaria cases recorded from all over the country, out 

of which 740 cases were reported from Sulaimaniya and Erbll Llwas. Since November 1961 

to date, no more cases have been reported from Tdosul Liwa but continued transrmsslon 

of nalarla st111 exists in two mountainous Nahiyas in the two above-nentioned Llwas 

as a result of incomplete coverage In resldual spraylng, due to the practlce of temporary 

population movement to crop huts and outdoor sleeplng during swer. 

The Malaria Control Programm~ lnitlated In 1949, was converted to one of erndicatlon 

in 1957. The programme 1s asslsted by 1a0, UNICEF and US/AID. For the purposes of 

the programme, the country was demarcated lnto four areas and the programme was to be 

so phased as to expand by one area each year. The operation was started In the northern 

sector including the provinces of Gllan, Mazanderan and West Azerbaijan. Thls pa s  

followed the next year by extension to the southern provlnce and the follomng year to 

the central province. The progrme In the northern sector coverlng a populatlon of 

six mlllon, is well advanced and has been under the consolidation phase for three years. 

Focal spraying has been found necessary In certain parts on account of Imported labour. 

The central sector, even in splte of a multiplicity of problems, is In an advanced 

stage of attack phase. However, on account of the development of resistance in 

A. stephensi to DDT and later to dleldrln In the south and south-western sectors, the 

operations here have not progressed ss rapldly as was expected. In this area, certain 

chemotherapeutic measures, lncludlng the use of medicated salt in specially selected 

parts, has been adopted in preference to spraying operations. As the population involved 

1s about three nnlllon, thls 1s a formidable problem. The other difficulty which the 

country 1s faclng In thls area is the problen of movlng populatlon. 



Epidemiologically, the country may be divlded lnto three zones: the Caspian, 

Central and Southern, including the alluvlal plalns of Khuzlstan. In the Caspian 

zone the vector is A. maculipennis. Malaria 1s ~homo$eneously unstable in this region, 

having an epldermc cycle at five to six year intervals. In the second region, the 

disease is unstable and in certain parts-it-1s meso-endermc. The vectors are 

A. superpictus and In certain parts A. sacharovi. In the southern part the main 

vectors are A. stephensi and A. culiclfacies, and tne transmission season is usually 

long. Besides high endemicity in certain parts, the area is subject to periodic 

epidermcs. Along the Zagros range A. fluvlatilis In combmation mth the Palearctic 

vectors maintain an intermedlate state of malaria. 

According to the present plan, emphasls is being placed on completion of eradicatic 

activities In the northern sector mthin the next few years. 

The border problems are insignificant in areas adjacent to Afghanistan and Palcistar 

Effective co-ordination in malaria eradication activities along 1ran/1raq borders 

exlsts through a bilateral agreement between the two countries. 

2.1.5 Pakistan 

Pre-eradication surveys were conducted in each of the two provinces mth the help 

of two WHO teams in 1960. In West Pakistan malaria is widely prevalent with the highes 

incidence in the former provlnce of Punjab where both P. vivax and P. falciparum are 

prevalent. Parasite rates range from 20 per cent. to 60 per cent. in some areas, 

particularly along the Indian border. In the former province of Sind the parasite 

rates range from 10 per cent. to 30 per cent. In the northern reglon along the north- 

west frontler and In Baluchlstan, malaria is hyp+enderoic. The vector in the plains 

is A. culicifacies, whereas in the foot-hills it is A. fluviatilis. In sotne parts, 

A. stephensi has been suspected as a vector. 

In East Pakistan, malarla is prevalent In the d r y  elevated parts and is of 

relatively rmnor importance in low-lylng flooded districts. The disease is hyper- 

or meso-endemic In the north-west and hypc-endenc In the central part nf the province. 



There is a high Incidence of malaria in the south-east. In most parts of the province, 

A. philipplnensls and A. sundalcus are the vectors and malaria in these areas is unstable. 

In hllly areas A. m~nmus 1s the vector and here malarla reaches a condition of stability. 

All the three parasites, P. vlvax, P. falclparum and P. malarlae are encountered, though 

the former two species are more common. 

A detailed plan of actlon has been drawn up and the Government has undertaken to 

implement it. It is a staged progrme extending over a perlod of 14 years rnth the 

expenditure of Rs 520 TAllion (US% 109 316 797) out of which Rs 193 737 032 
(US$ 40 786 743) represents external expenditure. The whole country, mth a populatlon 

of 90 nnlllon, is planned to come under attack phase by 1967. The operations are planned 

to commence from border areas with high endemicity and to extend inwards. 

The plan 1s belng implemented by an autonomous Malarla Eradication Board presided 

over by the knister of Health. The Board 1s vested mth complete financial and 

administrative autonomy and has ~ t s  own financial regulatlons and servlce rules. 

All personnel In the project are employees of thls Board and are governed by ~ t s  rules 

and regulatlons. Two provincial subsidiary boards have been formed, responsible for 

execution of the scheme in the two provinces. Legislailon has been enacted to give 

the autonomous character to the Malaria Eradication Board and to glve the Board powers 

to enforce malaria eradication measures. 

West Pakistan, mth 41 rmllion populatlon, has been divlded Into four regions 

and 35 zones (each zone having a populatlon of roughly one nullion). East Pakistan, 

with 51rmllion populatlon, has been dlvlded lnto three regions and 31 zones. Each 

zone is an independent operational unlt. 

In 1961 operations were conducted to protect over one mlllon populatlon in 

West Pakistan and over 370 000 population In East Paklstan. These areas are In the 

border districts of Shelkhapura In West Paklstan and Dlnajpur In East Pakistan. During 

1962 2.5 nnlllon populatlon In West Pakistan and 1.7 rmllion In East Pakistan wlll be 

protected mostly in the districts lylng along the Indlan border. 



Syrla has boundaries with Turkey, Iraq, Jordan, Israel and Lebanon. The frontier 

with Turkey In the north extends over 808 km. The total number of nllages in the are 

Involved is 3362, of which 1431 are at rlsk. Three hundred and seventy-one of these 

are under attack phase, whlle 1060 have entered the consolldatlon phase. The boundarj 

with Iraq in the east and south-east is over 608 km. Only In the northern-most area 

dld malarla pose any problem. A total of 174 vlllages are lnvolved In this region 

and of these 117 are in the attack phase, whlle 57 are under consolidation. The 

frontiers with Jordan extend for about 352 km. Out of 179 vlllages In thls sector, 

145 are at risk. Seventy-eight of these are in the attack phase, while 67 are In 

the consolidatlon phase. The number of vlllages at rlsk In the Palestrne border area 

is 237, of whlch 162 are In the attack phase, whlle 75 are ln the consolidatlon phase. 

In the Lebanon border area there are 561 vlllages along a length of 278 Irm. Of these 

513 are under the programme - 183 1n the attack and 330 In the consolidatlon stage. 
The main emphasls is being laid on a network of detection posts under the 

surveillance operation. These posts are belng run through voluntary collaborators 

and 2014 collaborators were asslstlng the programme by the end of 1961. There were 

685 medlcal staff who cc-operated at different levels. Altogether 77 positive cases 

were detected In Syria in 1961. Of these 19 were from border areas, and 17 of these 

were of indigenous orlgin, one was imported and the other was a case of relapse. 

Of the 58 others In the rest of the country, 16 were of indigenous orlgin, 26 Imported 

two relapse cases and 15 unclasslfled. Actlve case detectlon was not sufficiently 

established and therefore the maln emphasis has been laid on passlve detection. 

As to the merlts of active and passive case detectlon, ~t was generally agreed 

that, depending on local conditions, both were necessary. One should complement the 

other. Actlve detection 1s extremely important, In many parts, especially In less 

developed areas. At the same tune, passlve detection through the rural health centre 

and, where possible, through voluntary collaborators, 1s very helpful. 



2.1.7 Turkey 

The malarla eradication programe was lnltlated in 1957, supported by UNICEF 

and WHO. From the beglnnlng, in vlew of the epidemiological findings, half the 

country was placed under consolidation and In thls half, spraying operatlons were 

restrlcted to focl only. Total coverage was carrled out In the rest of the country. 

Active case detectlon procedures were planned from the beginning In all riilarlous and 

potentially malarlous areas. Durlng 1961, 2479 blood films were found positlve out 

of 1.98 rmlllon examlned (0.12 per cent .). 

The country has common borders with Bulgaria, Greece, Iran, Iraq, Syria and the 

USSR. No lmported cases have been detected fromthese countries during the past two 

years. Whlle the posslbll~ty of Imported cases exlsts, the problem 1s not considered 

to be serlous. As there was llttle traffic between the USSR, Bulgaria and Turkey, 

no special measures were adopted, there has been an agreement from 1955 between Turkey 

and Greece for joint operations along the common frontier. As there are high mountains 

between Turkey and Iran, movement of population 1s restrlcted, both spraying operations 

and active case detectlon operatlons are in progress In these parts. However, the 

picture is different along the frontler with Iraq on account of the movement of nomads. 

Active detectlon here was planned to be lnltlated from 1962. There is no speclal problem 

In the frontier area borderlng Syrla. 

m k e y  intends to retain a central malaria servlce in the Department of Preventive 

Medlcine of the ErIlnlstry of Health. 

2.1.8 The USSZ 

In most parts of the country malarla has been eradicated. There were very many 

parts where no malarla cases have been detected for several years. The total number 

of cases reported In 196~was 496, of which only 176 were from areas borderlng nelghbour- 

ing countries, the greatest number belng from areas adjacent to the US~R/Mghanistan 

border. Uass blood survey carried out In 1961 showed 138 posltlve cases out of five 

million smears exanuned. Invtstigatlon proved that most of the cases were imported. 



Ever slnce 1920 malaria control measures In the USSR combined measures for detection, 

reglstratlon and treatment of malaria patients. Rural medical institutions participate 

in this programme by carrylng out surveys of the population for treatment of all malarla 

patlents detected and then follow up. All rural hospitals are fully equlpped mth 

laboratories which carry out blood analysis for all fever cases, malaria and otherwise. 

One hundred per cent. hospitalization of all detected malarla patlents is available for 

the whole perlod of treatment. In splte of the fact that In 1960, 401 612 physlclans 

and 1 388 300 paramedical personnel were enlisted for malaria control work, ~t is planned 

to develop the rural public health network even further and equlp them wth fully and 

hlghly quallfled physlclans In all fields. 

2.2 Role of Inter-Governmental Malaria Co-ordination Cormttees (Agenda item 5) 

The importance of co-ordlnating malaria eradlcation activities along both sides 

of international borders is well appreclated by most countries engaged In the task of 

malarla eradlcation. Two conferences had oeen held between Iraq and Iran, the flrst 

In October 1961 and the second In Uarch 1962. These meetings helped considerably 

ln the exchange of lnformatlon on the actlvltles in each of the countries vnth particular 

reference to border areas. Having revlawed the programme on both sldes and realizing 

the necessity of frequent contacts, the two countries had declded (a) to arrange such 

meetlngs every six months, (b) in urgent cases direct contacts were to be established 

between the local border representatives. The meetings also stressed the urgency of 

detalled entomological studles, especially In areas where A. stephensi - had developed 
resistance. Further, it was appreclated by representatlves of both countries that 

besldes lntenslficatlon of actlve surve~llance operations, due Importance was to be 

attached to case detection through health unlts, voluntary collaborators, prlvate 

practitioners, etc. Several special ~nvestlgatlons were also to be undertaken. 

There had been three lnter-country border meetings between Indla and Burma, the 

flrst one belng held in 1957, even prior to the commencement of the malaria eradlcation 

programme in India. Slmllar meetings were held tmce between Indla, Burma and Pakistan 

These meetings provlded ample opportunltles to the representatlves of the respective 

governments to obtaln a knowledge of the activities under the progrme In each country. 



In these meetings, valuable lnfomnation could be exchanged about the problems in border 

areas and the manner in which they were tc be solved. All countries are preparing 

detailed border maps up to a depth of 20 rmles and these mll be sent to the World 

Health Organlzatlon by the respective governments. One of the posltlve results of 

these contacts has been the synchronlzatlon of spray operatlons on both sldes of the 

border. As an ~llustratlon, lt was mentioned that India had modlfied the pattern of 

actlvltles In the Indo-Burma border so that the operatlons In thls area were in conformity 

with those in the Burma border area. Slrcllar synchronlzatlon of actlvltles had been 

consldered durlng the last meetlng between Indla and Pakistan. The meetlngs also 

consldered the questlon of dlrect exchange of technical lnformatlon between the programme 

directors in the three countries, partlcularly relatlng to urgent matters requiring 

prompt attention. Annual reports are being exchanged. 

Another border meetlng was held between Indla and Nepal In 1961 and the second 

one is due 1n 1962. 

In connexlon with dlrect contacts between workers on both sldes of the border, 

the possibility of meetlngs at customs posts was consldered. It was reported that 

no dlfficultles were experienced by the workers In Indla and Burma In the border area 

in effecting frequent contacts for the exchange of information and co-ordination of 

operations. As to operatlons In the Indo-Paklstan border areas, partlcularly in 

respect of large enclaves, concrete proposals had been subrmtted to the respective 

governments based on the recomendatlon of the border conference. 

A cc-ordinated plan for malarla eradlcatlon m continental Europe was presented, 

and the advantages of having such a plan endorsed by the respcctlve reglonal comttees 

were mentioned. Such a plan should apply to a large geographical area, as homogeneous 

as possible In terms of epidermologlcal condltlons, soclal and econmc development, 

stage of advancement of malarla eradication programmes, geographic, cultural and 

administrative patterns. In additlon to a detalled evaluation of the epldermologlcal 

situation emsting In each country partlclpating In the plan, together mth detalls 

of staffing, financing, supporting leglslatlon and organlzatlon of the lndlvldual 

eradication programmes, Including lnternatlonal or bilateral assistance, the follouvlng 

main ltems should constitute the basls of the plan of actlon: an agreement on the 

standardlzatlon of the operational methods, and on the methodology to be employed for 



the co-ordlnatlon and co-operation of the lndlvldual programmes, a calendar with 

detailed forecasts of the time when the various phases of the eradication progranune 

wlllbe reached in each country or group of countries; and, details of the method of 

assessment and evaluation of the plan durlng its operation, Including the role that 

m l l  be assumed by ViHO In thls respect, particularly as far as the final evaluation 

of achieved eradlcatlon 1s concerned. 

2.3 Geographical Reconnaissance and ~ t s  Importance In both Attack and Consolidae 
Phases (~gsnda item 2) 

Various practical dlfficultles and problems are encountered in the absence of 

proper geographical reconnaissance, as for instence, when unsprayed villages are 

detected In the operational areas or when focl of persistent transfilsslon need to be 

clearly demarcated so that remedial measures may be taken. Such difficulties could 

have been avolded if geographical reconnaissance had been undertaken In the preparato~ 

phase of the eradlcatlon programme as well as at periodlc intervals subsequently. 

In Iran, in areas under attack, where no geographlcal reconnaissance had been previous 

carried out, such action is now undertaken every year using surveillance staff during 

the mnter for a perlod of two rconths. 

The varlous actlvitles to be undertaken In miking a geographical reconnaissance 

include the preparation of maps of villages, numbering of the houses, provision of 

house cards, etc. The possible routes taken by nomadlc trlbes or mass transhumance 

should also be shown on maps. 

The value of geographlcal reconnaissance In any rural health actlvity was stresse 

and it was felt that the subject should be Included In the syllabl for the training 

of all publlc health officers, vlsltlng nurses and sanltarlans who are engaged in rmre 

health programmes. 

As to the various modlficatlons and slmpllflcatlons of the procedure, each count1 

should formulate its own plan, taking loczl factors Into consideration. 



2.4 Technical and O p e r a t z n a l  ?roSlerLm 

2.4.1 Nomadlsm and o the r  opera t lonal  d i f f l c u l t l e s  

(a)  r.Jomadlsn 

It vms appreciated by some countr ies  t h a t  nornadlsm and other populatlon 

movements pose a ser lous  challenge t o  t h e  e a r l y  success of malarla eradicat ion.  

However, many of these  operat lonal  problems z r e  comon t o  a l l  countrles and have 

t o  be solved a s  and when they a r l s e .  a u t  t h e  nomadlc problem d l f f e r s  I n  every 

country la  t h a t  l l t t l e  1s knorm regardl rg  ~ t s  lmplicat lons I n  country-wlde malarla 

eradication prograwnes. It was em~haslzed t h a t  f u r t h e r  s t u d l e s  should be ca r r l ed  

out I n  each country In  order t o  assess  t h e  problem, a d  reconmend t h e  appropriate 

measures t o  deal  wlth it. 

I n  I r a n  an attempt 1s b e l x  made t o  solve many of t h e  aspects  of the  problem 

of nomadlsm by t h e  use of medicated s a l t .  I n  vlew of t h e  d l f f l c u l t l e s  experienced 

by t h e  t r l b a l  people t o  procure s a l t  f rok  d l s t a n t  places,  tney  read l ly  accept 

t h e  nedlcated salt which IS supplled f r e e .  In p i l o t  p ro jec t s  amongst a group 

of nomads using medicated s a l t  no pos l t lve  cases were found f o r  a year and a h a l f ,  

as agalns t  a comparison group not  uslng medicated s a l t  where t h e r e  were m n y  

p o s i t i v e  cases. 's t o  spraylng operations, ~t seems t h a t  a t  l e a s t  t h r e e  rounds 

have t o  be applled I n  order t o  be effective, but t h e  r e s u l t s  have t o  be f u r t h e r  

assessed.  I n  view of t h e  nature  of t h e  surface  t o  be t r e a t e d ,  a s t l ck lng  agent 

i s  ~ncorpora ted  I n t o  t h e  l n s e c t l c l d e  fornulation. 

Experience I n  Sudan Indicated t h a t  a study of t h e  movement p a t t e r n  of t h e  

nomads i s  of ten  he lp fu l .  The oroblen of movlng populatlon 1s q u l t e  considerable 

i n  t h e  Afghanistan and Pakistan frontiers. About 0.5 m l l l o n  nomads move out of 

Afghanistan every year and pass  through Pakistan. As t h ~ s  movement t o  Pakistan 

t akes  place over a very l l rmted tlme, t h e  quest ion of deallng m t h  such a l a rge  

number of movlng populatlon should be tal-en up a t  an e a r l y  d a t ~  by both countrles.  

It was mentloncd t h a t  c e r t a l n  countr les  confronted ; n t h  l a r g e  nomadlc problems 

may ask WHO f o r  assistance I n  carrying out the  necessary s tud les  as p a r t  of t h e  

V J O  research grogramme. 



(b)  General operat lonal  d l f f l c u l t l e s  

I n  t h e  discussion on t h e  problems r e l a t e d  t o  opera t lonal  f a c t o r s ,  lt was 

genera l ly  agreed t h a t  comunlcatlon d l f f l c u l t l e s  should not  be dllowed t o  stand 

I n  t h e  way of an eradlcat lon programme. It 1s t r u e  t h a t  t h e  programme would be 

slowed up I n  a reas  wlth a lack of corrmrunlcation facilities as compared t o  a reas  

where adequate f a c l l i t l e s  e x l s t .  I n  n e w  of t h l s ,  ~t 1s necessary t h a t  su i t ab l t  

s t a f f  provision be nade t o  meet t h e  work-load both I n  respect  of s p r a p n g  and 

survel l lance  operat lons.  It is a l s o  necessary t o  plan ahead f o r  contingencies 

such a s  f loods,  e t c .  An adequate supply of l n s e c t l c l d e  1s a p r m a r y  necessity; 

it i s  most e s s e n t i a l  t h a t  t h e  mater la l  should reach t h e  periphery I n  tlme f o r  

t h e  spraylng operat lons t o  be commenced accordmllg t o  the  tlme schedule. The 

spraylng programme has t o  be tlmed I n  accordance vnth  t h e  r e s u l t s  of epidemologl 

~ n v e s t i g a t i o n s  so t h a t  it m11 be l n ~ t l a t e d  and completed before t h e  malarla 

t r a n s m s s l o n  season. Resistance f r o m t h e  people t o  accept s p r a p n g  operat ions 

on account of a number of f a c t o r s  may r m l l t a t e  agains t  t o t a l  coverage. However, 

it 1s t h e  general  experience t h a t  most of these  problems can be solved by a 

s u i t a b l e  approach not only by spec la l  hea l th  education s t a f f  but by t h e  personnel 

of t h e  malaria organization. I n  recent  years  an Increase i n  bed-bugs has been 

associa ted  i n  people's m n d s  wlth lnsec t l c lde  s p r a p n g  operat lons.  While it 

vms t r u e  t h a t  i n  some a reas  bed-bugs had a c t u a l l y  developed resistance t o  

insecticides, lt was a l s o  t r u e  t h a t  I n  many a reas  l n s e c t l c l d e  app l l ca t lon  had 

been refused over a number of years  a s  t h e  people notlced t h a t  ~t 1s no longer 

glving them t h e  same r e l l e f  from other nulsance Insec t s  as they used t o  enjoy 

e a r l i e r .  According t o  some observers, t h e  problem of bed-bugs was more assoclal  

m t h  poor spraying than r n t h  t h e  appl lca t lon of a heavy dose. There was no doul 

t h a t  t h e  spraylng and survel l lance  s t a f f  were t h e  most obvious personnel t o  

disseminate adequate knowledge t o  t h e  benef lc la r l e s  of t h e  programme. 

2.4.2 Asymptomatic malarla cases and t h e n  detec t lon 

The exis tence  of pos i t lve  cases m t h o u t  symptoms such as fever  has been reported 

by a number of workers. Slnce surver l lance  operat lons a r e  based primarily on t h e  

co l l ec t ion  of blood smears from fever  cases f o r  t h e  detec t ion of malaria pa ras i t e s ,  

asymptomatlc cases t v l l l  escape detec t lon.  However, s lnce  asymptomatlc cases were 



genera l ly  due t o  old infections and a s  the  establishment of t r a n s m s s i o n  through such 

cases alone was uncommon, asymptomatic cases were un l ike ly  t o  pose a ser lous  challenge 

t o  t h e  e a r l y  success of t h e  operat ion.  I n  t h i s  connexlon it was mentioned t h a t  

asymptomatic cases usua l ly  a r l s e  from lack of t o t a l  coverage of t h e  spraying operat ions 

during t h e  a t t a c k  phase. However, some observers thought t h a t  t h e  genesis  of these  

cases should be f u r t h e r  s tudied.  I n  any case it would be poss ib le  t o  de tec t  t h e  

secondary cases from asymptomatic p a t i e n t s  a s  they would be l l k e l y  t o  show symptoms. 

It was a l s o  believed I n  many quar te r s  t h a t  very thorough and systematic inquiries may 

revea l  a f a i r  nunher of cases wlth very rmld symptoms. I n  t h l s  connexlon, it has been 

suggested t h a t  t h e  g r e a t e r  t h e  frequency of v i s l t s  of t h e  survei l lance  workers, the  

more r e l i a b l e  would be t h e  da ta  as any symptoms, even comparatively rmld ones, would 

be remembered more e a s i l y .  

2.4.3 Radical cure of malaria and opera t ional  difficulties 

A r e n e w  of t h e  p a t t e r n  of r a d l c a l  treatment followed i n  t h e  different countr ies  

furnished t h e  following information regarding t h e  adu l t  dosage schedule. 

( a )  Jordan 

For P. vlvax and I?. malarlae 

1 s t  day 

2nd and 3rd days 

4 t h  t o  14th  days 

(b)  Iran 

For P. falclparum 

For P. vivax and P.  malarlae 
(under hosp l t a l  condlt lons)  

Chloroquine - 600 mg 
Prlmaqulne - 15 mg 

Chloroqulne - 300 mg 
Primaqulne - 15 mg 

1500 ng chloroqulne adnunlstered 
I n  3 d a l l y  doses of 900, 300 and 
300 mg along wlth 45 mg primaqulne. 

1st day Chloroqulne - 600 ng 
Prlmaqulne - 15 mg 

2-14 days 



For P. vlvax and P. rnalarlae 
(under f l e l d  conditions) 

1st day - Chloroquine 600 mg 
Prlmaqulne 45 mg 

followed by 45 mg primaquine and 
300 mg chloroquine weekly f o r  e lght  
weeks. In addl t ion each pos i t lve  
case 1s given 45 mg prlmaquine week1 
plus 600 mg chloroqulne weekly f o r  
four weeks a s  antl-relapse treatment 
In  t h e  subsequent year. 

(c)  India 

The regime 1s the  same fo r  a l l  th ree  parasites 

1st day 

2nd t o  5th days Primaqulne - 15 mg 

The pa t te rn  1s the  same a s  In  Iran.  

Sens l t l v l t y  t e s t s  t o  primaqulne carr led out i n  I r an  had shown t h a t  t he  proportion 

of s e n s i t l v l t y  was high amongst the  t r l b a l  population whlle belng low amongst t h e  r e s t  

In t he  dosage schedule followed, no serlous tox lc  manlfestatlons o r  adverse s ide  

e f f ec t s  had been reported by any of t h e  countries. 

With regard t o  d l f f l c u l t l e s  encountered during t he  adrmnlstration of t h e  drug, 

it was reported t h a t  qu i te  often co-operation was lacking pa r t i cu l a r l y  from people 

who were a f eb r l l e .  Some d l f f l c u l t i e s  were a l so  experienced I n  t rea t ing  small childrc 

and women. It was t he  general experience t h a t ,  whlle a 14-day reglmen with prlmaquii 

had proved hlghly effective, the  adrmnlstratlon of the  drug f o r  L!, days of ten posed 

ser ious  problems. When admitted t o  hosp l ta l  it meant l o s s  of wages f o r  t he  workers 

who prefer  t o  go back t o  work. It was noted t ha t  i n  Venezuela hosp l ta l  pa t len t s  werc 

compensated f o r  l o s s  of wages. I n  t he  f l e l d ,  a much la rger  number of people would 

be requlred t o  adrmnlster the  drug than normally prcrvlded a t  present.  Thus, t h e  

cost  of administration would be hlgh i f  t h e  14-day reglmen were followed. On the  

other  hand, t he  cost would be l e s s  m t h  a weekly reglmen, though occasionally it was 

d i f f i c u l t  t o  t r a c e  t he  case a f t e r  a few doses. Operationally t he  reglmen adopted I n  

Indla  and t h e  machinery provlded t o  adrmnister the  drug seemed t o  be adequate under 

conditions In  t h a t  country and met t he  d l f f l c u l t l e s  referred t o  e a r l i e r .  



It was however felt that close observatlon and systematic follow-up of posltlve 

cases were necessary. In some countrles in the European Region, all cases treated 

radically were glven slmlar treatment In the two following years as well. 

2.4.4 Entomological factors In perslstent malarla transmission 

In revlewlng the problems related to the perslstence of malarla transrmssion 

due to entomologlcal factors, the consensus of oplnlon was that the blonormcs of the 

vector specles played an important role. Studies on the house-hauntlng and resting 

hablts and man-bitlng behaviour should be made durlng the pre-spraylng perlod wherever 

posslble to serve as basellne data for comparison of studles undertaken, as well as 

after mass house-spraylng canpalgn to detect any changes In vectors' behavlour and 

hablts Induced by the lnsectlclde and their slgnlflcance In lnterpretlng perslstent 

malaria transrnisslon . 
Viille anophellne vectors can be considered as exophagous or endophagous, thls 

classiflcatlon 1s actually llnired m t h  ran's habits of restlng indoors or out of 

doors durlng the vectors' bltlng. Exophaglc behavlour coupled m t h  exophlllc tendency, 

natural or Induced (due to lrrltablllty to lnsectlclde residues) may partly or totally 
spoll the protection rendered by the spraylng operation. 

In connexlon m t h  the question of vector resistance to ~nsectlcldes, ~t vras 

emphasized that it ryas of prlmary importance to ensure beforehand that the domiciliary 

spraying campaign is well executed (as regards timing, total coverage, and adequate 

dosage of insectlclde). Any indication detected as to the perslstence of transrmssion 

due to an inclplent or Intermedlate reslstance to lnsectlclde on the part of local 

vectors may necessitate the lntroductlon of supplementary antlmalarla measures durlng 

the attack phase wlth a vlew to shortening ltn perlod so that ~t niay be completed 

before full reslstance to the lnsectlclde appears. 

In revlervlng existing entomologlcal techniques In detecting the posslble factors 

responsible for non-lnterruptlon of transrmssion In splte of adequate spray coverage, 

a need was felt to develop more practical and easy methods for routine entomological 

evaluation of the degree of contact between the vector specles and sprayed surfaces 

and between the vector and man. The methodology now employed for man-bltlng rate 

observatlon, for example, on account of its tedlous nature and the lnconslstency of 

data ylelded (due to non-unlfornuty of sampling techniques and other human factors) 

was used on a very llmted scale by most of the pnrtlclpatlng countrles. 



2.4.5 The problem of human resistance 

The hwnan f a c t o r ,  producing operational problems, has been recognized by a l l  

countr les .  Most of these  problems r e l a t e  t o  hab l t s ,  customs, r e l l g l o u s  b e l l e f s ,  e t c . ,  

a s  well  a s  t o  Ignorance about t h e  programe. I n  some countrles,  ent ry  t o  houses e l t h e r  

f o r  spraylng o r  survel l lance  operat lons poses some problems on account of l o c a l  customs. 

However, they  have t o  be surmounted by contact !nth t h e  l o c a l  people whlch is  a 

p re requ l s l t e  f o r  an operat ion of t h l s  nature.  I n  some areas ,  t h e  employment of women 

survei l lance  s t a f f  solved m c h  of t h e  d l f f l c u l t y .  It was genera l ly  f e l t  t h a t  hea l th  

education a c t l v l t l e s  and t r a l n l n g  of survel l lance  s t a f f  t o  deal  tvlth the  l o c a l  people 

I n  the  proper manner would go a long way t o  s o l v ~ n g  the  varlous problems. Contacts 

m t h  l o c a l  leaders  and a ss i s t ance  through these  agencles would be extremely helpful .  

Above a l l ,  ~t was essential t h a t  t h e r e  be constant contact m t h  t h e  people and t h a t  

every s t a f f  member of t h e  Yalarla Eradlcat lon Servlce should know t h a t  he  has  an 

obl lgat lon t o  dlssermnate hea l th  education t o  t h a t  pa r t  of t h e  community m t h  which he 

comes i n t o  contact from t h e  hlghest  t o  t h e  lowest l e v e l .  

2.5 TheRole of t h e  Rural Health Services i n  the  Tarlous Phases of t h e  Rlalaria 
Eradlcat lon Programme (Agenda 1 tem 4) 

Several  countrles have reached an advanced s tage  I n  t h e n  malaria eradicat ion 

progrannnes and r e a l l z e  t h e  urgent need f o r  adequate hea l th  se rv ices  t o  meet t h e  

requirements of t h e  programme durlng t h e  maintenance phase. Moreover, h e a l t h  se rv ice  

f a c l l l t l e s ,  such a s  r u r a l  heal th  cent res ,  could play a very Important r o l e  i n  passlve 

case detection operat lons both I n  t h e  l a t e  a t t a c k  and consolidat ion phases. Some 

countries a r e  a l ready u t l l l z l n g  t h e  scrvxces of these  cent res  f o r  this purpose. They 

would be of particular value I n  problem areas .  Where necessary, t h e  na t lona l  malaria 

eradication se rv lces  a r e  assisting these  cent res  by provldlng s t a f f  f o r  t h e  co l l ec t ion  

of blood smears from fever  cases and a l s o  by extending f a c i l l t l e s  f o r  mcroscoplc 

examinatlon of these  smears, However, a t  the  end of t h e  consolidat ion phase, t h e  

pos l t lon  would be changed considerably as t h e  Malaria Eradlcat lon Organization i n  ~ t s  

present  form would cease t o  e x l s t .  Obviously t h e  g r l n c l p a l  a c t i v i t i e s  I n  t h e  m n t e n a n c l  

phase such a s  vigilance operat lons,  w l l l  be taken over by t h e  general  hea l th  services ,  

particularly by t h e  r u r a l  heal th  s e m c e s  of t h e  country. 



After  a r e n e w  of t h e  hea l th  se rv lce  developnent plan I n  varlous countr les  and t h e  

extent  of coverage of t h e  population envisaged a t  d r f f  erent  periods , t h e  conference 

was of t h e  oplnlon t h a t  the  development of the  baslc rural hea l th  servlces  on a t o t a l  

coverage b a s i s  was of t h e  g r e a t e s t  importance f o r  t h e  success of malaria e rad lca t ion  

programmes. Such hea l th  se rv lces  should be adequately s t a f f e d  t o  undertake t h e  

necessary a c t i v i t i e s  requlred under t h e  eradlcat lon programme durlng different phases 

of t h e  programme. Where poss lb le ,  t h e  basic hea l th  servlces  should be introduced 

i n t o  t h e  over-al l  planning of t h e  Malaria Eradication Programme a t  t h e  e a r l l e s t  s tage  

poss lb le  a s  an I n t e g r a l  p a r t  of t h e  p l e r  of operation. I n  those countr ies  where the  

eradication programme has reached an advanced &age and y e t  where t h e  r u r a l  hea l th  

se rv ices  a r e  not  adequately o r  npproprlately s t a f f e d  o r  wel l  d l s t r l b u t e d  on a t o t a l  

coverage b a s l s  t o  c a t e r  f o r  t h e  bas lc  hea l th  aeeds of t h e  country, t h e  governments 

mst expedlte a c t l o n  t o  bulld up such r u r a l  hea l th  servxces and accord t h e  necessary 

p r l o r l t y  t o  those  a r e a s  where t h e  programme has reached a very advanced s tage .  Slnce, 

I n  t h e  absence of adequate bas ic  hea l th  seroiccs ,  t h e  programme cannot en te r  ~ n t o  t h e  

maintenance phase, t h e  need f o r  prolongmg t h e  consolldat lon phase and t h e  cos t  lnvolved 

should be f u l l y  appreciated I n  a l l  quar ters .  The governments of t h e  various countr ies  

should t ake  t h l s  situation In to  consideration and the re fo re  t ake  prompt a c t i o n  f o r  t h e  

e a r l y  establishment of t h e  hea l th  se rv lces  where they do not e x l s t .  

2.6 The Mechanism of Gradual I n t e g r a t ~ o n  of t h e  S t a f f  and Functions of t h e  W a r l a  
Eradlcat lon Service m t h  t h e  Publlc Health and Environmental S a l t a t i o n  
Servlce (Agenda item 6) 

Large-scale malaria eradlcat lon a c t l v l t l e s  had been initiated i n  some countr les  

where bas lc  heal th  se rv ices  have not been developed, I n  o ther  countr les  malaria 

eradlcat lon a c t l v l t l e s  a r e  I n  progress par1  passu t h e  development of hea l th  se rv ices  

in  various s t ages ,  and t h e r e  were a l s o  couat r les  where t h e  general  hea l th  servlces  

a r e  well  organized, and t h e  malarle eradlcat lon operat ion 1s an i n t e g r a l  p a r t  of t h e  

hea l th  servlces .  

I n  some countrles,  t h e  malaria eradlcat lon organlzat lon has been b u l l t  up a t  

enormous cos t  over a perlod of many years .  Large numbers of technical and sub- 

profess ional  s t a f f  have been recruited and t r a lned ,  and these  personnel have gamed 

considerable experience, some I n  f l e l d  du t i es ,  dormclliary hea l th  v l s i t s ,  hea l th  

education, others  i n  labora tory  servlces ,  epidermologlcal s tud ies ,  e t c .  As long as 

tlle malaria eradlcat ion programne continues, 1 .e .  up t o  t h e  end of t h e  consolldat lon 

phase, t h e l r  servlces  would be indispensable t o  t h a t  programme. A t  t h e  same time, 



t h e  Conference rea l l zed  t h e  necessity of u t l l l z l n g  t h e  se rv lces  of such t r a ined  

personnel f o r  the  development and expansion of varlous other p u b l ~ c  hea l th  a c t i v l t l e s  

of ~mportance.  There a r e  a number of developing countr les  where t h e r e  IS an urgent  

need f o r  t h e  Improvement of envlronmental s a n l t a t l o n  besldes control  of varlous 

communicable d iseases ,  such as sch l s tosomas l s ,  a n c y l o s t o ~ ~ a s l s ,  trachoma, onchocerclar 

and trypanosomiasis. There a r e  a l s o  areas  where, a f t e r  t h e  withdrawal of spraying 

operations m d e r  t h e  eradication programme, many c o l l a t e r a l  benef l t s  l l k e  t h e  control  

of plague, l e l shnan ias l s ,  e t c . ,  now enjoyed would be mthdrawn. Attention would need 

t o  be d l rec ted  t o  these  f l e l d s .  

Havlng considered a l l  t h e  various aspects ,  t h e  Conference was of t h e  opinion 

t h a t  t h e  government of each country should g lve  t h e  necessary importance t o  the  

gradual In tegra t ion  of t h e  experienced s t a f f  of t h e  malarla eradlcat lon programme 

when enterlng t h e  maintenance phase, In to  t h e  general  heal th  servlces  and could a lso ,  

where necessary, u t l l l z e  some I n  specla1 hea l th  programmes whlch may be ~ m t l a t e d .  

For t h i s  purpose, a co-ordlnztlng executive c o ~ m t t e e  l n  t h e  WLnlstry of Health 

should be formed t o  devlse t h e  mechanism and guide t h e  progress of t h e  above i n t e g r a t i  

A l l  countrles should accord hlgh p r l o r i t y  t o  t h l s  aspect  I n  order t o  plan ahead f o r  

t h e  u t l l l z a t i o n  t o  t h e  m a x i m  of t h e  services of a l l  publlc heal th  workers engaged 

i n  malaria eradlcat lon programmes I n  o ther  hea l th  and envlronmental s a n l t a t l o n  

a c t i v i t l e s  . 
2.7 Traimng of Personnel l e l a r l a  Eradlcat lon Pro jec t s  (Agenda Item 7) 

A c o m t t e e  responslble f o r  t h e  de ta l l ed  plannlng of varlous t r a i n l n g  a c t i v i t i e s  

and schedules should be developed I n  each country and should be responslble f o r  

deterrmnlng t h e  t r a l m n g  needs of t h e  varlous categories of personnel I n  t h e  country. 

The t r a l n i n g  programme should be s o  scheduled a s  t o  be a b l e  t o  meet t h e  demands of 

t h e  programme a t  the  different phases. Budgetary provlslons,  teachlng staff f o r  

t r a l n l n g  centres ,  equipment aad suppl les  needed, o f f l c e  accommodation f o r  the  s t a f f  

and h o s t e l s  f o r  t h e  students a s  wel l  a s  f a c l l l t l e s  f o r  f l e l d  t r a l n l n g  i n  a reas  

preferably  close t o  the  cent re  should a l l  be planned f o r  by t h e  c o m t t e e .  As mentio 

I n  t h e  Slxth  Report of the  Expert Conmlttee on Malarla 

"The recnutment  and t r a l n l n g  of personnel ought t o  be ca re fu l ly  co-ordlnated 
a t  a l l  l e v e l s ,  t o  avold l o s s  of tlme and waste of money." 



The connuittee should r e n e w  t h e  p lan  f o r  traalnlng year ly  i n  t h e  l l g h t  of experlence 

gained and according t o  modifications t h a t  may be Introduced t o  programme requirements 

of t r a lned  personnel.  

The importance of selection of teachlng s t a f f  f o r  t r a l n l n g  I n  malarla eradlcat ion 

was s t r essed .  Teachlng s t a f f  should have wlde f l e l d  experlence whlch m l l  enable them 

t o  emphasize t h e  practical aspects  requlred f o r  malarla eradlcat lon work. Tralnlng 

centres  should basically be s t a f f e d  m t h  ful l- t ime teachers and assisting s t a f f ,  I n  

addi t lon  t o  part-tlme l e c t u r e r s  and i n s t r u c t o r s  vcho could be asslgned f o r  shor t  perlods 

from t h e  na t lona l  malarla eradlcet lon se rv lce  a s  well  a s  from host  ~ n s t i t u t l o n s .  

The importance of lnter-country v l s l t s  of teachlng staff of na t lona l  and regional  

cent res  t o  l n s t l t u t l o n s  of s l rmlar  nature was mentioned. Thls could be supplemented 

by exchange of l e c t u r e  notes,  f l lms,  e t c .  The programme should envisage t h e  t r a l n l n g  

of both junlor and senlor  ca tegor les  of personnel and t h e  curricula should Include 

bas ic  t r a l u n g ,  t o  he supplemented by reor len ta t lon  and re f resher  courses as t h e  

programme advances. Provlslon should a l s o  e x l s t  f o r  spec la l  t r a l n l n g  programmes f o r  

c e r t a l n  ca tegor les  of personnel such a s  entomologists, those engaged I n  e p ~ d e m o l o g i c a l  

~ n v e s t l g a t l o n s ,  san i t a ry  engineers, m c r o s c o p l s t s ,  e t c .  It was a l s o  recomrfiended t h a t ,  

a s  t h e  programe reaches a f a l r l y  advanced s tage  (consolidation phase) I n  countrles,  

emphasis should be l a l d  on n~ore ln tens lve  and re f lned  t r a l n l n g  i n  epldermology. 

At tent ion needs t o  be focussed on problem a reas  particularly r e l a t l n g  t o  persistent 

transmission. 

There 1s a consensus of o p n l o n  t h a t  t r a l n l n g  fu tu re  malaria eradlcat lon workers 

is  a v i t a l  undertaking and should recelve  p r l o r l t y  I n  planning and l n  a ss i s t ance  by 

iiB0 and bilateral agencies, wherever lmplementatlon of a malarla eradlcat ion programme 

is contemplated. L H O  assistance i n  organizing and standardlzlng such t r a l n l n g  through 

study tours  of na t lona l  ep ldemolog i s t s  t o  countr les  havlng advanced pilases of malaria 

eradlcat ion o r  t o  a reas  of cpidermologlcal i n t e r e s t  was discussed. Varlous suggestions 

as t o  t h e  r o l e  of VIHO I n  a s s l s t l n g  and co-ordlnatlxg the  activities of t h e  malaria 

eradlcat lon t r a l n l n g  centres  were made. 



Co-ordination of the actlvlties of natlcnal tralnlng centres 1s of the greatest 

importance and 1s at present elther lacklng or very llrmted. Thls co-ordlnatlon may 

be established through exchange of tralmng ~nformatlon as mentloned above. Meetlngs 

between key personnel of tralnlng centres to exchange news and co-ordlnate efforts 

could prove useful. Exchange of lecturers was also discussed as well as the tralnlng 

In public health actlvlties of malaria personnel durlng the perlod when a programme 

approaches the maintenance phase. 

The role of WHO In evaluating the work of each natlonal trainlng centre in order 

to asslst and strengthen 1tJ was also mentloned. Thls may be carrled out by promoting 

technical and materlal assistance, revlewlng of curricula and lntroduclng improvements 

In training procedures vnth a new to standard~zlng basic requirements for a unlform 

trainlng technique which can be gulded by WHO. WHO could also circulate lnfonnation 

on plans of each training centre. In addltlon to the above, the grantlng of WHO 

fellwshlps, exchange of lecturers and short-term consultants were mentloned. 

3.1 Progress of Malaria Eradlcatlon mth Partlcnlar Reference to Border Areas 
and Role of Inter-Governmental Malaria Co-ordination Comttees 
(~genda Item 5) 

The Inter-Reglonal Technical Meeting on Malarla Eradication, 

Noting the progress reports on the malaria eradication programmes of 

Afghanistan, Indla, Iran, Iraq, Pakistan, Syrlan Arab Republic, Turkey and the 

ma, 

Recognlzlng the inadequacy of the exchange of detalled epldemological 

and operational lnformatlon on malarla in frontler areas, especially when these 

areas are sltuated In countrles belonging to different IVHO regions, 

Appreclatlng the value of developing a co-ordlnated plan of operation for 

neighbouring countrles, as developed In continental Europe, 

RECOIINENDS that 

(a) countries carrying out malarla eradlcatlon progrmes progressively by stage: 

speed up their programmes as much as posslble and glve prlorlty to the lmplementati 

of actlvlties in frontler areas, so as to rmnlmze the rlsk of re-introduction 

of malaria Into frontler areas of nelghbourlng countrles whlch have already been 

freed from this dlsease, 



(b ) neighbourlng countr ies  vvlthln a region e s t a b l i s h  border co-ordination 

c o m t t e e s  t o  meet periodically I n  order t o  exchange lnformatron and reconnuend 

ac t ion  t o  be taken along frontiers, 

( c )  countr les  e s t a b l i s h m g  t h e  above-mentioned committees exchange maps of 

border a r e a s  shomng loca t lon  of border u n l t s ,  and exchange quar te r ly  repor t s  

according t o  an agreed proforma shomng epldemologlcal  and entomological da ta ,  

movements of population across  f r o n t i e r s  and operat ional  activities i n  a 10 km 

b e l t  on e l t h e r  s l d e  of t h e  frontier, 

(d)  nelghbourlng countr les  vvlthin one region,  which a r e  advanced I n  t h e l r  

malarla eradication p r o g r m e s ,  develop a co-ordlnated plan t o  be subrmtted t o  

t h e  reglonal  committee f o r  endorsement, and suggests t h a t  WHO e s t a b l i s h  a protocol  

f o r  t h e  development of sinular plans involvmg nelghbourlng countr les  belorylng 

t o  two o r  more regions ,  

(e)  upon request  of two neighbouring countrles belong~ng t o  t h e  same o r  different 

regions, VJH0 establish a malarla f r o n t i e r  inspection team composed of a WHO 

epldemologls t  and one o r  two membars from each of t h e  two neighbouring countr ies  

t o  v i s i t  border problem a reas ,  and t o  suggest ac t lon  t o  be taken, and t h a t ,  

f o l l o m n g  t h e  v i s i t  of t h i s  team, each country s u b m t  biannual progress repor t s  

t o  t h e  respect ive  reglonal  o f f i c e  o r  o f f l c e s  on the  implementation of t h e  team's 

recomendatlons,  

(f) countr les  u t i l x z o  a s  much a s  poss lb le  t h e  servlces  of WHO reglonal  o f f l c e s  

t o  s t imula te  co-ordlnatlon, and t o  o f f e r  f a c l l l t l e s  f o r  exchange of ~nformat ion .  

.2 Geographical Reconnaissance and ~ t s  Importance i n  Both Attack and Consolidation 
Phases 

The Inter-Regional Technical Meeting on Malaria Eradication, 

Reallzing t h e  ~ r i t a l  importance of geographical reconnaissance I n  both 

a t t a c k  and consolldat lon phases of malaria eradication p r o g r m e s ,  

Notlng t h a t  t h l s  s c t l v l t y  has t o  be malntalned throughout both these  phases 

I n  order t o  keep t h e  records up t o  date ,  



(a) STF3SSES that malaria eradication services should be aware that geographical 

reconnalssance is a prerequlslte for effecting total coverage elther In the 

spraylng or surveillance operations mthout undertaking geographlcal reconnaissanc 

and that no extension of such operations In stage-mnse programnes can be made 

unless geographical reconnaissance has been completed, 

(b) RECOMMENDS that, in countrles where the attack phase was launched mthout 

undertaking geographical reconnalssance, actlvlties meeting the objectives of 

geographlcal reconnaissance should be undertaken wlthoxt further delay by sprayiq 

teams or by surveillance agents, and should Include as far as posslble routes 

taken by nomadlc trlbes or mass transhumance, 

Recognlzlng that geographlcal reconnalssance as developed by malaria 

eradication workers forms an essential basls for any publlc health work, 

(c) RECOMMENDS that thls subject be Included not only in the syllabus of every 

malaria eradlcatlon course, but also In the syllabi for training public health 

officers, home-vlsltlng nurses and sanltarlans employed in rural health units. 

3.3 Technlcal and Operatlcnal Problems 

The Inter-Reglonal Technlcal Meetlng on Malarla Eradication 

Presents ~ t s  news and recommendations on the technlcal and operational 

problems encountered In the malaria eradlcatlon programmes of the participating 

countrles, under the follcmrg sub-titles: 

3.3.1 Nomadlsm 

The Int er-Reg~onal Technlcal Neeting on Ma1 arxa Er8d1 cation, 

Recognlzlng the Importance of technical and operational problems due to 

nomadlmn and the dlfflculty of then solution, 

Appreclatlnf, the studles performed In some of the partlclpatlng countrles 

and the valuable contrlbutlon they have made to the epldermology of malarla 

related to nomadism, 



Recognizing the value of the attempts made for the eradication of malaria 

amongst nomads In Iran by means of lnsectlcidal treatment of tents durlng the 

transhumance and of the use of medicated salt where circumstances favoured 

~ t s  acceptance, 

Noting that the problems of nomadism differ in every country and that 

much more needs to be known before effective methods for the eradication of 

malaria among nomads can be developed and the danger of the re-introduction 

of malarla by them can be ellmnated, 

RECOhMENTDS that 

(a) the governments concerned undertake further studles to detemne the areas 

affected by nomadlc movements and thelr epldemlologlcal impllcatlons, setting up, 

where necessary, plot projects for the testlng of appropriate methods, 

(b) iVH0 provlde or co-ordlnate such technical and raterla1 support as may 

be required. 

3.3.2 Asymptomatic malarla cases 

The Inter-Reglonal Technical Meeting on Malaria Eradlcatlon, 

Recognlzlng that asymptomatlc malaria cases can only be detected through 

mass blood surveys (through the appearance of synptomatlc secondary cases) or 

through epidemologlcal investigations carried out on symptomatic secondary 

cases in a locallty where a positive case has been found, 

Noting that the occurrence of asymptomatic as well as symptormtlc cases 

1s often associated m t h  Imperfect spraying operatlons or wlth incomplete 

radlcal treatment, 

'CJotlng that more knowledge is req~lred as to the role of asymptomatlc 

malaria cases In the oerslstence or resuqtlon of malarla transmission, 

RECObMDES that 

(a) national malarla eradlcatlon servlces ensure adequate spraying operatlons 

and radical treatment of cases In the appropriate phases of the progrme, and 

(b) further studles be undcrtaken on the genesis of asymptomatic malarla cases 

and thelr importance In the epldemology of disappearing malarla. 



3 .3 .3  Radlcal cure of vlvax and malariae Infect ions  

The Inter-Reglonal Technical hleetlng on & l a r i a  Eradication, 

Notlng t h a t  the  14-day prlmaquine regime f o l l o m n g  the  >day chloroquine 

course i s  t h e  one whlch has been found most e f f e c t i v e  f o r  t h e  r a d l c a l  cure of 

P. vlvax and P. malarlae ~ n f e c t l o n s ,  but t h a t  ~ t s  admmlst ra t ion  meets m t h  a 

number of operational d l f f l c u l t l e s ,  

Noting t h a t  I n  order t o  reduce t h e  above d l f f l c u l t l e s  c e r t a l n  of t h e  

participating countries have adopted o the r  prlmaquine reglmes, some givlng ~t 

over f l v e  days, and others  on a weekly bas i s  over e lght  weeks, and t h a t  both 

reglmes appear promslng though as yet  insufficiently evaluated, 

Recognizing t h a t  I n  t h e  dosage schedules followed by pa r t l c lpa t ing  countr ies  

no ser lous  t o x i c  manifestations o r  adverse s i d e  e f f e c t s  have been repor ted ,  

Notlng a l s o  t h a t  the re  a r e  c e r t a l n  advantages I n  repeating t h e  primaqulne 

course t o  a l l  confirmed malarla cases once agaln I n  t h e  pre-transrmsslon perlod 

of t h e  year subsequentto ~ t s  l n l t l a l  dlscovery and treatment,  

RXCOMKENDS t h a t  

(a)  prlmaquine reglrnes at present  I n  use be s c i e n t i f i c a l l y  evaluated as t o  t h e  

re lapse  rate over one o r  more years  following t h e n  administrat ion,  and a s  t o  t h e  

a b l l l t y  of reappearing p a r a s i t e s  t o  I n f e c t  malaria vectors ,  

(b) f u r t h e r  s tud les  br st imulated and supported by WHO vvlth a view t o  developln, 

r a d l c a l  treatment reglmes of prlmaquine or  o ther  drugs of eas le r  application, 

and 

(c)  wherever f e a s i b l e  a second prlmaqulne course be routinely glven I n  t h e  

pre-transmlsslon season of t h e  year subsequent t o  the  dlscovery and l n l t l a l  

r a d i c a l  cure of every confirmed v l m x  or malarlae infection. 



3.3.4 Entomological factors in perslstent malarla tranmsslon 

The Inter-Reg~onal Technlcal Meetlng on Walaria Eradlcatlon, 

Recognlzlng that, In the absence of operatlonal failures, there are cases 

where the hablts of man or the adverse response of the vector to the ~nsectlclde, 

hlnder the achievement of malarla eradlcatlon through standard methods, 

RECOMNET3DS that 

(a) malarla workers should thoroughly exclude any operatlonal fallure when 

recommendlrg entomologlcal or other lnvestigatlons to flnd out the cause or causes 

of perslstent mlarla tranmssloz, and 

(b) approprrate entomologlcal studles on behavlour of the vector, ~ t s  contact 

with man, and ~ t s  response to the lnsecticldal applications be stimlated mth 

a vlenr to lndlcatlng the appropriate alternative measures to be applled to stamp 

out any resldual focl of perslstent malarla transmssion. 

3.3.5 Human reslstance 

The Inter-Reglonal Technlcal Neetlng on Malarla Eradlcatlon, 

Recognlzlng that human reslstance 1s encountered at all levels, particularly 

in the later stages of a malarla eradlcatlon programme, 

Elealizlng that thls resistance 1s chiefly due to Inadequate lnformatlon 

of the publlc, the medlcal profession, legislators and governing bodles as to 

the objectives and beneflts of thls extensive publlc health undertaking, and to 

inadequate preparation of the different soclal strata of the comity to 

accept and support lt , 

F?ECOME;Eh?)S that 

(a) tactlcs and procedures of health education should be developed to suit 

every soclal stratum wlth a view to obtalnlng ~ t s  m8xmum support and particlpatlon 

in the malaria eradication progrme, and 

(b) particular attent~on be devoted to the health education functions whlch 

each memSer of the staff of the malarla eradlcatlon servlce has to perfom In 

relatlon to that part of the comnity mth whlch he comes into contact from the 

hlghest to the lowest level. 



3.4 The Role of t h e  Rural Health Servlces I n  t h e  Varlous Phases of t h e  W a r l a  
Eradication Programme 

The Inter-Reglonal Technlcal Meeting on Malarla Eradlcat lon,  

Notlng t h a t  the  malarla eradlcat lon prograrmnes I n  most of t h e  pa r t l c lpa t ing  

c o a ~ t r r e s  a r e  advancing towards the  f l n a l  s tages  of t h e  consolldat lon phase, 

Reallzlng t h e  utmost Importance of an adequate bas lc  hea l th  servlce  I n  a l l  

a reas  covered by t h e  malarla eradlcat lon progrannne f o r  t h e  successful  achievement 

and malntenance of eradlcat lon,  

Recognizing t h a t ,  I n  the  absence of adequate baslc hea l th  services  t o  

sus ta ln  malarla eradlcat lon,  ~t would be necessary t o  prolong t h e  consolidation 

phase u n t l l  such tlme a s  the  baslc hea l th  servlces  a r e  ab le  t o  t a k e  over t h e  

functions necessary f o r  t h e  prevention of re-establishment of malarla,  

RECONITENDS t h a t  t h e  governments concerned r e n e w  t h e i r  plans f o r  t h e  

development of bas lc  heal th  servlces  and take  prompt measures f o r  t h e  speedy 

establishment of such servlces ,  giving p r l o r l t y  t o  a r e a s  approaching t h e  

malntenance phase and t o  problem areas  where t h e  existence and f u l l  participation 

of such se rv ices  would f a c l l l t a t e  the  progress of eradication I n  t h e  a t t ack  

phase. 

3.5 The Mechanism of Gradual Assumption of New Functions under t h e  Health S e m c e s  
by t h e  S t a f f  of t h e  Natlonal 1hlar1.a Eradlcat lon Programme 

3.5.1 The Inter-Reglonal Technical IuIeetlng on hlalarla Eradlcat lon,  

Having examined t h e  s t a f f l n g  of malarla e rad lca t lon  servlces  I n  t h e  

participating countries, 

Noting t h e  needs of t h e  expandug hea l th  programmes and t h e  pauclty of 

personnel m t h  t h e  experience and outlook requlred f o r  r u r a l  hea l th  a c t l v l t l e s ,  

Recognlzlng t h e  value of t h e  ex-perlence gained by t h e  personnel of t h e  

malarla eradlcat lon programmes and t h e  d e s i r a b l l l t y  of u t l l i z l n g  t h e n  experience 

I n  general  hea l th  servlces ,  particularly I n  mass can?paigns and I n  env l romenta l  

h e a l t h  a c t i v l t l e s ,  and 

Heallzlng t h e  need dur l ry  t h e  malntenance phase f o r  personnel a t  all l e v e l s  

of hea l th  servlces  who a r e  faml l l a r  vmth malarla eradlcat lon procedures, 



RECOMMENDS that comttees be set up at natlonal level m t h  approprlate 

publlc health authorltles and the dlrector of the national malaria eradlcation 

progrme to formulate detalled plans for the integration of the malaria eradication 

personnel lnto the general health servlces. 

-5  -2 The Inter-Reglonal Technical Ebeetlng on fialaria Eradication, 

Havlng examlned the needs of the partlclpatlng countries for the maintenance 

of eradlcation after the end of the consolldatlon phase, 

Recognizing the need for adequate epldemlologlcal vigilance of the malarla 

situation in the country for taklng prompt and effective measures to prevent the 

re-establi shment of endemicity, 

(a) durlng the coasolldation phase, the genaral epldemlologlcal servlces of the 

department of health should actlvely collaborate m t h  the national malaria 

eradication directorate and partleipate In the eplde~~ologlcal evaluation of the 

progranme, and 

(b )  approprlate actlon be taken to augnent exlstlng epldemologlcal sectlons 

at natlonal level and set up at approprlate levels epIdemIologlca1 unlts lncludlng 

personnel tralned in malaria epldenuology for provldlng the necessary guidance 

for taklng measures dlrected agalnst the re-establishment of rralarla endemicity. 

.6 Tralnlng of Personnel In iifalarie Eradication Projects (Agenda ltem 7) 

The Inter-Reglonal Tecbnl cal Ideetlng on i$~I~?l-rle Eradlcatlon, 

Notlng the Importance given to trslnlng In rmlerxs cradicatlon by the countries 

represented; 

Recognlzlng that tlalnlng actlvltles are zn Integral part of any malarla 

eradlcatlon programme and m s t  be suoservlent tc ~ t s  reeds, and 

Sellevlng that the Xationzl ;fialarla Eradlcatlon Tralnlng Centres should be 

strengthened, 



FZEGOMMENDS that 

(a) A comlttee be formed at natlonal level whose functions mll be 

(1) to determine in advance the numbers to be trained In each category 

of personnel, the eaucational background required of the trainees, rules 

of selection of candidates for local tralning or for tralning abroad, the 

cpurses to be glven every year aqd thelr schedules In accordance wlth inter- 

national standards and in close reference to the projected operational 

requirements, 

(11) to plan the tralnlng activities by providing adequate budgetary provislc 

for pernanent staff, teachlng allovmces, equipment , supplles and transport, 
and by provldlng lecture halls, and laboratories to accommodate a maximum 

of 30 students per course, as well as a fleld tralning area preferably near 

the training centre. 

(b) Sufficient staff be rcade available at the natlonal tralnlng centres coverlng 

the several speclallties of malarla eradication, having adequete practical 

experience of malaria eradication and belng fully conversant vnth the standards 

and procedures follovied at international malarla eradlcatlon tralning centres 

and where necessary, advlsory tcachlng personnel be provided by the World Health 

Organization, or by appropriate bilateral agencies. 

( c )  Provision be mde for the teachlng staff of national and regional centres 

to vlsit instltutlons of a slrmlar nature In other countries and exchange of 

lecture notes, fllms and othe~ tralnlng aids, be stimulated. 

(d) Curricula for both junlor and senlor courses lnclude baslc tralnlng on 

malaria eradlcatxon for all class members, followed where appropriate by a divlsio 

of the class for tralnlng In speclallzed actlvltles. 

(e) Trainlng be recognized as a co~tlnuous process for all personnel throughout 

the malaria eradlcatlon progrme and be effected not only through standard baslc 

trainlng courses but also through re-tralnlng, refresher, and speclal courses, 

as well as through semnars, rneetlngs for ex~hznge of ~nformation, and through 

dlstributlon of lnformatlon circulars and scientific documents. 



(f) Translation of PXO manuals and documents be provided, wherever necessary, 

by the tralnlng centres for the beneflt of students. 

(g) Increased trainlng in epidemiology be given as the malaria eradication 

progrme advances towards the consolldatlon phase, WHO assisting in organizing 

and standardlzlng such tralnlng, and In provldlng faclllties for study tours of 

national epidemiologists to countries In advanced phases of eradicatlon or to 

areas of special epidemlologlcal interest. 

(h) Courses Include the preparation of personnel for other publlc health activities 

especially in tralnlng orlented toward late consolldatlon and malntenance. 

(1) Co-ordlnatlon of tralnlng acti-vitles between natlonal rnalarla eradicatlon 

training centres and other publlc health training lnstitutlons be mlntalned at 

all phases of malarla eradlcatlon programmes, teaching belng glven In the early 

phase of the progrme by the staff of the malarla eradlcatlon tralnlng centre 

to the students In the other ~nstltutlons, and as the mslarla eradicatlon progranme 

approaches the malntenance phase, the staff of these lnstitutlons glving tralnlng 

in other public health activities to malaria personnel. 

(3 )  WHO be requested to organize advanced speclallzed courses at appropriate 

reglonal or natlonal malarla eradlcatlon tralnlng centres, for senlor personnel 

in malaria eradication programmes as well1 es for teachlng staff of malaria 

eradlcatlon tralning centres. 

(k) In order that the availablllty of tralnlng facllltles may be rriade wldely 

known, WHO regional offlces be notifled In advance by the nstlonal tralnlng centres, 

of the courses planned for the year, glving detalls as to the type of course, 

curriculum, dates, teaching language, capaclty of the course, ar.d number of places 

available for fellows from other countries. 



4. AGENDA 

1. Progress reports on malarla eradlcatlon In each country w ~ t h  a stress on the measw: 
taken against frontier ralarla problems 

2. Iieview of geographical reconnaissance technlques and importance In both attack 
and consolidatlon phases 

3 .  Technical and operational problems and recommendations to tackle them 

3 .  Nomadlsm and the operatlonel dlfflcultles related to ~ t ,  other dlfflcultles 
experienced In maintaining total coverage due to factors related to physical 
environment or human customs and hablts 

3.2 Asymptomatic malarla cases - compsratlve evaluation of case detection method: 

3.3 Sadlcal cure of malarla and operational dlfflculties in implementation 

3.4 Persistent malaria transmssion due to operational and entomological factors 
and nethods t~ be recommended 

3.5 Human resistance - practical and effective health education technlques to 
be applled for the promotion of a malaria eradlcation programme 

4. The role of the rural health servlces In the varlous phases of the malaria 
eradlcatlon programme 

4.1 Patterns of health servlces provided to rural communities,~contrlbuti~g 
organlzatlons, plans for future development (reports on each country) 

4.2 The e-rolutlon of publlc healtn activities In a rural health unlt and its 
stafflng 

4.3 Role of the rural health unlt In the varlous phases of an eradication 
programme 

4.4 Organlzatlonal pattern and Increased staffing necessary to assure efficient 
functlonlng and co-ordlnatlon of the rural health unit and the malaria 
eradication programme durlng the attack and consolidatlon phases, and later 
in the rnalntenance phase - need for this to be covered In planops and 
addenda to planops 

4.5 Policy of prlorlty for nalarla eradlcation In rural health activities when 
a lnalarla eradlcatlon programme 1s under way - regulations required 



Role of inter-governmental nialaria co-ordlnatlon comttees 

5.1 Report on 1rzn/1raq malaria cc+-ordination actlvlties 

5.2 Report on ~ndla/~urma/~aklstan malaria co-ordrnatlon actlvrtles 

5.3 Revlew of the reconur~ndatlons and the mechanlsE for effecting ~nter-country 
co-ordlnatlon wlth a view to the ultlmte development of a sub-reglonal 
co-ordinated plan for malaria eradlcatlon 

The mechanism of gradual integration of the staff and functions of the rnalarla 
eradlcatlon servlce wlth the public health and environmental - sanltatlon service 

6.1 The need for de~reloplng a co-ordinating executive cormruttee In the Ibknlstry 
of Health for lntegratlng thc national malarla eradlcatlon staff wlth the 
publlc health servlce (members, i'unctlons znd terms of reference) 

6.2 The establishment of an assessment team attached to the mlarla eradication 
board for the technical audltlng of the actlvlties dursng the consolldatlon 
phase 

6.3 The development of a central malarla eradieatlot? epldemlologlcal unlt In the 
Department of Pre-rentlrre Medicine of the T~flnlstry of Health (members, f?unctlons, 
and terms of reference) 

6.4 Review of the quarantine measures recommended to prevent re-~ntroductlon of 
malaria to areas In the rcaintenance phase 

Tralnlng of personnel in malarla eradlcation projects 

7.1 Means to strengthen the natlonal malaria eradlcatlon tralnlng centres - 
co-ordlnatlon actlvitins between these centres and exchange of fellowshlps, 
and acceptance of fellowshlps fron nelghbourlng countrses 

7.2 The need for Increasing the tralnlng In epldemoiogy for the exsstlng 
professional staff as the maiarla eradlcation programme advances towards 
the consolidation phase 

7.3 Co-ordination of tralnlng ectivities bctviccn malaria cradlcatlon tralnlng 
centres and other lnstltutlons In the flzld of health and sanitation as the 
programme advances 
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IIuman Resistance - Practical and Effective 
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The Development of a Central Malaria 
Eradlcation Epldemlologlcal Unlt In the 
Department of Preventive Medlclne of the 
htlnistry of Health, by Dr Chamseddlne 
K. H. Mofrdl, Instltute of Parasltologg 
and Malarlology, Iran 

The Establishment of an Assessment Team 
Attached to the Malarla Eradication Board 
for the Technical Audltlng of the Activlties 
durlng the Consolldatlon Phase, by Dr 
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Parasitology and Malarlology, Iran 

Radlcal Cure of Malarla and Operatlonal 
Dlfflcultles In its Implementation, by 
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Dlfflcultles Encountered In Malntalning 
Total Coverage due to Factors related to 
Physical Ennronment or Human Customs and 
Habits, by Dr A. B. Paltrlnierl, East Pakrst 

Revlew of the Recommendations and the 
Mechanlsrn for Effecting Inter-Country 
Co-ord~natlon mth a Vlew to the Ultlmate 
Development of a Sub-Reglonal Cc-ordinated 
Plan for Malaria Eradication, by Dr G. 
Gramicela, M"Ho/ETJRO 

Nomadlsm and the Operatlonal Dlfflcultles 
related to it, mth Special. Reference to 
Iran, by Dr M. A. Faghlh, Dr Gh. Jalali 
and Dr Motabar, Instltute of Parasitology 
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Radlcal Cure of Malarla fn Jordan 

Progress Report on Malaria Eradlcation 
Programme In Patcistan, by Lt. Col. 
M. K. Q. Hashrm, NMES, Paklstan 

The Anophellne War - The Story of Malaria 
Eradlcatlon In Iran 



Progress Report on Phlarla Eradication in 
Afghanistan w~th a stress on the measures 
taken against Frontier Malaria Problems, 
by Dr Abdul Qadeer, Malaria Institute of 
Afghanistan and Dr J. Rahman, \i[HO/~fghanistan 

I'Jo~adism and the Operatlonal Dlfflculties 
related to it, by Dr Abdul Qadeer, Malaria 
Institute of iifghanlstan and Dr 3.  Rahman, 
lhTJ30/irf ghani st an 

Pattern of Health Servlces provided to Rural 
Comnltles, Contrlbutlng Organizations and 
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Radical Treatment of Malarla and Operatlonal 
Dlfflcultles in Implementation, by Dr 
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Review of the aarantine Measures recommended 
to prevent Re-introduction of Malaria to 
areas In the lh~ntenance Phase, by Dr 
Mossadegh, ksslstant of Epidemiology Dlvision, 
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Dlfflculties experlenced in maintalnlng 
Total Coverage due to factors related to 
Physlcal, Environmental, or Human Customs 
and Habits, by Xnglneer A. H. Uam, Chief, 
Fleld Operations, Department of Environmental 
Health, Iran 



Asymptomatic Malaria Cases, Comparative 
Evaluation of Case Detection Methods, 
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ksymptomatlc Malarla Cases and their 
Detection, by Dr U. Parlsi, Regional 
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Progress Report on Malaria Eradication in 
Indla wlth a stress on the measures taken 
against Frontler Malarla Problems, by 
Dr A. P. Ray, Dlrector, Natlonnl Malaria 
Eradlcatlon Programne, Indla 

Radlcal Cure of Idalarla and Operational 
Dlfflcultles In Implementation, by Dr 
A. P. Ray, Dlrector, Natlonal Malaria 
Eradlcatlon Programme, Indla 

Persistent CEalarlh Transmission due to 
Operational and Entomological Factors and 
Methods to be recommended, by Dr A. P. Ray, 
Dlrector, Natlonal Malarla Eradlcatlon 
Programme, Indla 

Pattern of Health Services to Rural 
Communltles, Contrlbutlng Organizations, 
Plans for Future Development, by Dr A. P. 
Ray, Dlrector , National Malarla Eradication 
Programme, Indla 

Bellnunary Report on Romadism In lest 
Pakistan, by Dr H. A. H. Eashaal, WHO 
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Prevention of Re-introduction of Infection 
by Dr E. J. Pampana, Florence 

Means to Strengthen the Natlonal lilalarla 
Eradlcatlon Tralning Centres. Co-ordinatior 
of then actlvltles and Exchange of Fellow- 
ships and Acceptance of Fellowships from 
Neighbourlng Countries, by Dr A. R. Zahar, 
WHO Malaria Eradlcatlon Trainlng Centre, 
Calro 



Persistence of hlalarla Transrmsslon due 
t o  Entomological Factors  and the  Xvaluation 
Technlques, by Professor T. L. Chang, ?'MO 
Eastern Mediterranean Reglonal Entomologist 

The 1962 Malaria Eradication Operations 
I n  Syr la  along t h e  Sorder Llne,by D r  L. Uara, 
Senlor WRO Advlser , Bfalarla Eradlcat lon 
Programme, Syrian Arab R e p ~ b l l c  

Persistent Malaria Transmsslon due t o  
Entomological Factors - Speclal  Reference 
t o  t h e  Lklarla Vectors of I ran ,  by D r  
7:. A. Faghlh, I n s t l t u t c  of Parasi tology 
and l!lalarlology, I r a n  

Human Resistance - P r a c t i c a l  and Ef fec t ive  
iIealth Education Technlques t o  be applled 
f o r  t h e  promotion of a W l a r l a  E ~ a d l c a t l o n  
Progranme, by Englneer IT. Malekzadeh, 
Chlef, Fubllc Relat ions Section,  Malarlz 
Eradlcat lon Organization, I r a n  

Frogress Iieport o r  Malarle Eradlcat lon In  
I r a n  vnth a s t r e s s  on t h e  Xeasures taken 
agalns t  P ron t l e r  1,Palarla Problem, by 
Dr P. A. Khablr, Director-General of 
Envlrornental  Bealth, I r a n  

h Short Comunlcatlon by Professor S. N. 
Po~rovsky  at t h e  Conference on IJalarla 
Zradicat lon,  Teheran 1-6 Xay 1962 

A synopsls of Professor S .  N. Pokrovsky's 
9eport  a t  t h e  Conference on Malarla 
3rzdi  ca t lon ,  Teheran 1-6 ?,lay 1962 

Outllne of t h e  IfIalarla Eradlcat lon Programme 
I n  Turkey, by b l r  A. dcheson, WHO Sanl tary  
Englneer 

Synopsis of i l r  Rafat jah on Agenda Item 2 

The CO-ordlnated Plan Establ lshlng P r l o r i t y  
f o r  the  Eradlcat ioa  of Malaria I n  Continental 
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INFORJATIG?T SHEET OTi LlALARIA XRADICATICN 

Programme In Afghanistan 

1. In what year dld the eradlcatlon actlvitles start? 1358 

2. What 1s the year when consolldatlon ends In the whole country'? 1970 

3. Has the plan of operations stipulated stage-wlse programme? Yes 
If so, for how many years? 12 years 

4. Total population of the country. 13 799 037 

5. Number of populatlon orlglnally under malarla rlsk: 4 364 146 
6. Number of populatlon In preparatory phase in 1962: N11 

7. Number of populatlon ln attack phase ln 1962 4 256 C55 
8 .  Number of populatlon In consolidatlcn phase ln 1962: 87 271 
9. Number of populatlon In maintenance phase In 1962: N11 

E-pldennologlcal ~nformatlon regarding border areas (a depth of 20 km approx~mately) 

10. Names of countries with 
common borders 

I - I1 - I11 - Iv - 

IRAN PAKISTAN USSR CHINA 

11. Length of common border in km 860 2 365 1 780 70 

12. Approximate population 65 000 173 500 170 000 5 000 
13. Phase of programme Attack Attack Attack Non-malarioc 

r? 6 . . 

14. Transmission season rmd-July to md-October 

1 .  Vectors proved A. superpictus(A. superplctus A. superplctus 
(A. cullcifacies 

'1 suspected A. pulcherrlmus N11 (A. pulcherrinrus 
(A. sacharovi 

16. Susceptibility status of 
vectors Susceptible Susceptible Susceptible 

17. Insectlclde used DDT 75% wp DDT 75% wP DDT 75% wP 

Dosage g/d 1.5 1.5 1.5 

Cycle one one one 

Spray period May/~une May/ June Kay/~une 

18. Number of positlve cases Nil 22 6 



~ORI6ATION SHEET ON W I A  ERADICATION 

Programme in India 

1. In what year did the eradication actinties start? 1958 

2. What is the year when consolidation ends In the whole country? 1968 

3. Has the plan of operations stipulated stage-wise programme? Yes 
If so, for how many years? 10 years 

4. Total population of the country. 438 203 09:: 

5. Number of population originally under malaria risk: 424 COO 0',0 

6. Number of population in preparatory phase in 1962: N11 

7. Number of population In attack phase in 1962- 276 

8. Number of' population in consolidation phase In 1962: 148 PO? On$ 

9. Number of populat~on in maintenance phase in 1962: N11 

Epidemiological information regarding border areas (a depth of 2r) lsxn approximately) 

I - I1 - I11 - IT - 
10. Names of countries with 

common borders Palcistan Paklstan Burma Nepal 
C (~ast ) (West) 

11. Length of comon border 
in km (approx~nate) 1 990 2 580 1 120 1 340 

12. Approx , population 8 000 000 2 000 660 100 000 4 400 000 
1 .  Phase of programme Attack Attack Attack Attack 

14. Transmssion season July to Oct, July to Oct. throughout March to April 
throughout the the year & July to 
yr. In sorle areas October 

15. Vectors proved A. mnimus A. cullclfacles - - 
' 1  suspected A .  phlllpplnensis - A. rmnlmus A. fluviatllis 

A. sundaicus A. culicifacies 

16. Susceptibility status 
of vectors Susceptible Susceptible Susceptible Susceptible 



INFORTYWION S E E T  ON 1 , W I R I A  EXDICATION 

Programme In Indla (contlnuedl 

17. Insectlclde used DDT DDT DDT DDT 

Dosage (each cycle) g / k  1 1 2 1 

Cycle 2 2 1 2 

Spray period I. 1 Feb .-30 Apr. 1 Liy-15 Jul. Jan.-Narch 1 my-15 Ju: 

11. 1 J U ~  .-30 Sept. 16 Ju1.-30 Septa 16 Ju1.- 
30 Sept . 

18. Number of positlve cases Bc~ive surveillance not instituted in border areas, 

19. Comments. Institution of surveillance operation in the border areas wlll depend 
on the progress made by the neighbouring countries in their malaria 
eradication programmes. According to the present plan spraylng mthout 
surveillance is to continue in the border areas till the end of 1961,. 



Annex 

IXFORMATION SHEET ON MAILRIA ERELDICATION 

Programme In Iran 

1. In what year d ~ d  the eradication actlvitles start? 1957 

2. What is the year when consolidation ends In the hole country? Responsive area 
In (1966) 

3. Has the plan of operations stipulated stage-wlse programme? Yes 
If so, for how many years? 5 years more. 

4. Total population of the country: 21 000 000 

5. Number of populatlon orlglnally under malarla risk. 13 000 000 

6 .  Number of population In preparatory phase In 1962. 2 300 000 

7. Number of population in attack phase in 1962. 5 000 000 

8. Number of population In consolidation phase In 1962: 6 000 000 

9. Number of populatlon in mintenance phase In 1962: - 

Epidemologlcal lnformatlon regarding border areas (a depth of 20 lun approxunately) 

I - I1 - I11 - IV - V - 
0. Names of countries with 

comon borders Iraq Afghanistan Pakistan Turkey USSR 

1. Length of common border 
~n km 1 305 860 600 470 870 

2. Approximate population 445 600 100 300 16 000 63 800 305 000 

3. Phase of programme Preparatory Preparatory Consolld- Attack 
Attack Attack fittack Consolld- 

ation 
Gonsolldatlon atlon 

.& Transmssion season 3-12 m 4-6 m 6-12 m 3-4 m 3-4 m 

.5 Vector proved A. stephensi A superplc- A. stephen- 8. super- A. super- 
A. fluviatllls 9 - s 1 plctus pictus 
A superplctus A. culiclf- 
A. sacharovi - acles 



~IE'OR~~lTICTT SHEET ON l!L"LPBIh ERADICATION 

Programxe In Iran (continued) 

6 Susceptlblllty status 
of vectors 1.  stephens1 -'Jl :%. stephensl All All - 

dcuble resis- susceptiole double resis- suscept. suscept. 
tant tant 

17. Insecticide used DDT Dm' DDT DDT DDT 

Dosage g/m 
2 

2 2 2 2 2 

Cycle one one one one one 

Spray per1 od two months before transrmssion season 

18 Nurlber of posltlve cases 112 75 2; 2 23*' 

1 ' 
Transmlsslon continues In Paklstan bcrder/pcsitives are ~f l0/~rllla~es qf 

lnfant aaraslte survey 

>I << ,n\ 
The positives are cf Khorasan area at USSR border 



Annex - 

INFORTlATION SHEET ON IALARL?, ~ I C I ? , T I O N  

Programme in  I r a q  

1 I n  vrhat year did t h e  eradication activities start" 1957 

2. IVhst is  t h e  year when consolldat lon ends i n  t h e  whole country? Tentatively 1967 

3 .  Has the  plan of operat ions stipulated stage-mse programnep The programe 
s t a r t e d  on simultaneous coverage of t h e  whole country. 

If so,  f o r  how many years" 

4 Tota l  populatlon of t h e  country. 6.3 mil l ion  (1957 census) 

5. Number of populatlon o r l g l n a l l y  under malarla r l s k :  4.5 rmll lon 

6 Number of populatlon I n  preparatory phase I n  1962. N 1 1  

7 Number of population I n  a t t a c k  phase I n  1962: 0.4 rnllllon 

8 Number of population i n  consolldat lon phase i n  1962: 4 .1  ml l l ion  

9. Number of populatlon i n  maintenance phase In  1962: N i l  

Ep~r lermolog~cal  information regarding border a reas  (a depth of 20 km approximately) 

I - I1 - I11 - IV - V - 
0 .  Names of countries wlth I r a n  Turkey Syr la  Jordan Saudi 

common borders ( ~ a s t )  ( ~ o r t h )  (1h:est) (west) Arabia 
(SY) 

1 .  Length of common border 
~n km 1 305 378 608 120 1 065 

2 Approxlxate population 52C 000 g l  000 59 000 17 000 Desert 

3 Phase of programme Consolldatlon along a l l  borders 
except a small p a r t  of I r a n  border I n  t h e  North Section 

.!+. Transmission season Mag through October 

.5.  Vectors proved A. superplctus A. superplctus A. s u p e r p  A. super- 
1c tus  A. sacharovl A. sacharovl p i c t u s  - 

A. stephensi A. steph- A. steph- 
ens1 - ens1 - 



Prograrmne i n  I r a q  (continued) 

I - I1 
7 

I11 - Iv - v 
16. S u s c e ~ t l b l l l t y  s t e t u s  

o f  vectors  R.stephens1 resistant t o  d l e l d r l n ,  hlgh to lerance  
toDDT A. superplctus suscep t lb le toDDT.  
A, s a c h z ~  no t e s t s  

17. Insec t l c lde  used CDT North DDT DM' DDT - 
Dleldrln 

South 
2 

Dosage g/n DDT 2 - - - 
Dleld.  0 5 

Cycl e 2 - - - 
Spray per1 od April/~ay and ~ u l y / ~ u g ~ ~ s t  

18 Number of pos i t lve  cases 
~n 1961 Steph. area  9 - - 

Superp area  47 

l.9 Comments. A. stephensi eree. In?orted urlthln country - 1 
Imported outslde country - 4 
Indigenous - 4 

superplctus area.  Indigenous - 47 



Annex - 

Frogranme In Fast Pakistan 

1. In what gear dld the eradlcatlon actloltles start? 1$6C 

2. What is the year when consolidetloc ends In the whole country? 1974 

3 .  Has the plan of operations stipulated stage-wlse programme? Yes 
If so, for how many years? 14 

f+. Total populatlon of the country 51 000 000 

5. Number of populatior orlglnelly under ralarla rlsk 51 000 000 

6 Nw.ber of populatlon In preparatory phase In 1962. 3 800 000 

7 .  Nmber of populatlon In attack phase in 1962- 1 700 000 

8. Number of populatlon In lnalntenance phase in 1962 - 
9. Number of populatlcn In consolldstion phase In 1962 - 

Epidemlologlcal lnformatlon regarding border areas (a depth of 20 ?srn approxlmatelg) 

10. Names of countries wlth Indla India 
cmmon borders (West  eng gal) (ASSW) 

11. Length of cornon border 
ln kn 1 ?14 

Burma 

12. Approximate population 4 502 000 4 183 000 130 000 

13 Phase of progr-me In northern part attack - - 
and preperatory 

14 Tranmsslnn season F-prll-No~rember ditto dltto ( 9 )  

15. Vectors proved 

I I suspected A. culiclfacles A. mnlmus A. jey-porlensls 
A. aconitus 

16. Susceptlblllty status 
n f  vectors Susceptible Susceptlble Susceptlble 



Annex 

IWORMLTION SHEET ON KAJ2XIA ERADICATION 

Programme i n  East Pakistan (continued) 

17. Insecticide used 

Dosage g/m 
2 

cycle 1 

Spray perlod Ihrch-June 

18. Number of posltlve cases - 
19 Comments - 



Annex - 

Programe I n  West Pakistan 

1. I n  what year d l 6  t h e  eradlcat lon a c t l v l t l e s  s t a r t ?  1961 

2 .  That 1s tile year when consolldat lon ends In  the  whole country? 1973 
3.  Has t h e  -plan of operations stipulated stage-tvlse programme? I n  s tages  

I f  so,  f o r  how m y  years? l 4  years 

4. Tc ta l  populatlon o f  t h e  country- 42 976 261 

5. Number of populatlon o r l g l n a l l y  under malaria r l s k  37 000 000 

6 .  Nunber of populatior, In preparetory phase I n  1962: 4 588 000 

7. Number of population I n  a t t a c k  phase I n  1962: 2 573 000 

8. Number of populatlon I n  consolldzt lon phase I n  1962 None 

3. Number of populatlon I n  maintenance phase I n  1962. None 

Epldemologlcal  ~ n f o m t l o n  regarding border a r e a s  ( a  depth of 20 Irm approxlnately) 

10. Names of countries wlth Afghanistan 
common borders 

11. Length of comon border 
i n  krn 2 365 

12.  Approximate population 500 000 10  000 

13. Phase of programme Preparatory Preparatory 

14. h-ansmlssion season Mlddle June-October 

1 .  Vectors proved A.  superpl c tus  - 
suspected A .  f l u v l a t l l l s  - -- 

16 S v s c e p t l b l l l t y  s t a t u s  
of vectors  - 

2 850 

1 500 000 

Attack 



mOm:ATION ,sHiET ON lL.Le-RU ERADICATION 

Programme In  liest Paklstan (continued) 

17. Insec t l c lde  used 
2 

Dosage g/m - - 
Cycle 

Spray period - - two months 

18. Number of p o s l t l v e  cases 
In  1961 ( f o r  Shlelchupura 
only) P .v .  

151  
P.f.  IIixed 574 (cases)  t o t a l  - 
453 12 number of s l l d e s  

21 383 

19.  Comments. Along t h e  Indlan border the a t t a c k  phase s t a r t e d  I n  1961 where rnalari 
lncldence i s  t h e  h lghes t .  Along t h e  Afghanistan border the  a t t a c k  
phase w l l l  start I n  1965 and along t h e  Iran border In 1966, but 
a t  present  control  operations a r e  conducted along t h e  Afghanistan 
border. 



Annex 

INFOiiMkTIOBJ E a E T  OPT WLARIA ERADICATION 

Prograrne In Syrl= Arab ?.epublic 

1. In what year did the eradication actlvlties start? 1956 

2. V!at is the year vrheo consolrdatlon ends rn the whole country? 1964 

3. Has the plan of ?perations stipulated stage-wlse programme? Yes 
If so, for how many years? 9 years (5 years + 4 years extension of programme) 

4. Total populatlon of the country: 4 500 000 

5 .  Number of populatlon originally under malaria rlsk: 1 566 000 

6. Number of populatlon rn preparatory phase rn 1962. Nil 

7. Number of populatlon In attack phase In 1962: 290 000 

6 .  IJ~unber of populatlon rn consclrdation phase In 1962. 1248 000 

9. llunber of population ln nalntenance phase In 1962: - 
Epidemlologlcal lnformatlan regarding border areas (a depth of 20 km approximately) 

I - I1 - I11 - IT - V - 
10. Names of countrres 1~1th 

comnon borders Dmkey Iraq Jordan Israel Lebanon 

11. Length of common border 
in km 808 608 3 52 70 278 

12. Approximate population 840 000 113 000 45 000 41 000 140 000 

13. Phase of progrme Attack Attack Attack Attack Attack 
Consol- Consol- 
ldatlon ldatron 

14. Transrvssion season liay/~ct . llay/~ct . M~Y/oc~. ~k~/Oct . ~ Y / o C ~ .  

15 Vectors proved 

suspected 

A. sacharovr A. sachar- A. sachar- A. sachar- A. sachar 
ov1 - ov1 - OV1 - ov1 - 

A. super- A. super- A. super- A. super- A. super- 
p1ctus p1ctus prctus p1ctus pictus 

A. ser- A. ser- 
gent1 - gent1 



Annex 

ImORMATION SHEET ON lbuum.A ERADICATION 

Programme In  Sgrlan Arab Republic (continued) 

16. Susceptiblllty status 
of vectors suscept . suscept . suscept . 

17. Insectlclde used DDT DDT DDT 

Dosage g/mL 2 2 2 

Cycle 1 & 2  1 2 

Spray per1 od 15 Mar./ 15Mar./ 1 5 ~ . /  
15 Jul. 16 Apr . 15 Jul. 

18. Number of posltlve 
cases 3 P.v. 

1 P.m. 

suscept . suscept 

DDT DDT 

15 Mar . /  15 Mar./ 
15 Jul. 15 Sept. 



INFORMATION SHEET ON NI!XLARIA ERADICATION 

Programme In Turkey 

1 In what year dld the eradication actlvitles start? 1957 

2. What 1s the year when consolidatlon ends in the whole country? 1968 

3 Has the plan of operations stipulated stage-mse programme', No 
If so, for how many years' 

4. T~tal populatlon of the country 26 PO0 022 

5. Nunber of populatlcm originally under malarla risk: 23 439 859 
6. Number of populatlon in preparatory phase In 1962: - 
7 Nunber of populatlon In attack phase In 1962. 9 753 736 
8 Number of population In consolidatlon phase in 1962. 15 392 868 

9 .  Number of powulatlon In maintenance phase In 1962: - 
Epldemiologlcal lnformatlon regarding border areas (a depth of 20 km approximately) 

10. Names of countries with 
common borders Syrla 

11. Length of common border in 
km 808 378 470 590 

12 Approximate population 588 009 43 000 44 000 177 000 

13 Phase of programme Attack Attack Attack Consollda- 
tlon 

14. Transmlsslon season Apr .-Nav. Apr . -Nov . Jul .-Sept . June-Sept . 
15. Vectors proved A. superplctus A. superplctus A. super- A. super- 

A sacharovl A. sacharovi pictus plctus 
A. sacharovi 

" suspected A. claviger A. clavlger A. macul- - 
lpennl s 
SPP - 

16 Susceptlblllty status 
of vectors susc (1) susc . susc . 



Annex - 
INFORMLTION SREET ON hIALARIA ERADICATION 

Programme m Turkey (continued) 

17 .  Insect ic ide  used DLD/DDT DDT DDT DDT(2) 
2 Dosage g/m 0.6/2 2 2 2 

Cycle 1 1 1 - 
Spray perlod 1 5  &r.-l5 May 1 5  Mar.-15 May 15 May-30 June - 

18. Number of posi t ive  
cases (1961) 45 (3) 0 80 (4) 

19. Comments- (1) The area where A. sacharovl was found r e s i s t an t  t o  DDT does 
not adjoln the  frontier. 

(2)  Residual foc l  only. 

(3)  case detecliion was not organized durlng 1961. 

(4)  A l l  found in a focus near Savaat. 



Annex 

IfJFORMATION SHEET ON MALARIA ERADICATION 

Programme In the USSR 

1. In what year dld the eradlcatlon activltles start? 1950 

2 Khat 1s the year when consolidation ends In the whole country? 1962 

3. Has the plan of operations stipulated stage-mse programme? No 
If so, for how nany years? 

4. Total populatlon of the country: 216 151 000 

5 .  Nuder of populatlon orlglnelly under malarla risk: 204 531 000 

6. Number of population In preparatory phase in 1962: 

7. Number of populatlon In attack phase In  1962: 90 000 

8 .  Number of pcpulatlon in consolldatlon phase in 1962. 2 000 000 

9 Number of populatlcn In maintenance phase in 1962: 202 441 000 

Qldermologlcal information regarding border areas (a depth of 20 km approxlmetely) 

10. Names of countries mth 
common borders 

11. Length of common border 
in 'm 

12. Approximate population 

13 Phase of progrvmne 

14. Transmsslon season 

15. Vectors proved 

I t  suspected 

16. Susceptiblllty status of 
vector 

17. Insectlclde used 

Romanie. W k e y  Iran Afghanistan 

Nalnt. Consol. Attack- Attack- 
Consol. Consol. 

A. messsae A. m. macull- A. m. macul- A. sacharovi 
A. m. maculi- pennis ipennls A. superpictus 
pennls A. superplc- A. superpic- 
A. 1. atrop- tus tus - 
lCUS - A. sacharovi 

A. pulcherr- 
lmuS - 

."- ZL i c  * 
susc . SUSC . SUSC . SUSC . 

ir 
presumed 



Annex - 

It%FOFWiTION SHEET ON MAXARIA EFUDICATION 

bogranme in the USSR (continued) 

Insecticide dosage 

d m 2  1.5 2 1.5 2 1.5 2 2 2 

cycle 1 2 1 2 1 2 1 2 

Spray perlod Mar .-Apr . Apr .-July Mar .-Apr . Apr . Mar .- Apr .- Mar .- Apr 
-July Apr .  July April Jul: 

18. Number of posltive cases - - 2 76 

19 Comments: Data collected frorr WHO/EURO 


