
WORLD HEALTH ORGANIZATION 

ORGANISATION MONDIALE DE LA SANTÉ 

TWENTY -THIRD WORLD HEALTH ASSEMBLY 

Provisional agenda item 2.12 

FOURTH REPORT ON THE WORLD HEALTH SITUATION 

(Part I) 

А23/Р&B/4 Part I 

6 April 1970 

С� 
р • .�z 

v 4! �J 

`N� 
� [гвг`_: ...-. 

In accordance with resolution WHA19.521 the Director•General has the honour to submit to 
the Twenty -third World Health Assembly the Fourth Report on the World Health Situation. 

This Report is presented in two separate parts, Part I comprising tel chapters of 
general survey, and Part II the review by country and territory. Part II is being distributed • separately. 

As in the case of the previous Reports on the World Health Situation, this Report is 
presented as a mimeographed document. A final version of the Report will be prepared for 

publication after the Assembly. 

• 

Handbook of Resolutions and Decisions, 10th ed., p. 160 



• 

• 

РHA/70.1 

WORLD HEALTH ORGANIZATION 

ORGANISATION MONDIALE DE LA SANTÉ 

FOURTH REPORT ON THE WORLD HEALTH SITUATION 

1965 -1968 

Part I 

GENERAL SURVEY 

Geneva 
1970 



CONTENTS 

Page 

GENERAL SURVEY 

Chapter I. Introduction 1 

Chapter II. Statistical Review 5 

Chapter III. Some Aspects of the Epidemiological Situation 14 

Chapter IV. Other Important Morbidity Factors 31 

Chapter V. Organization of the Public Health Services and National 
Health Planning 39 

Chapter VI. Manpower, Education and Training 43 

Chapter VII. Environmental Health 52 

Chapter VIII. Social and Economic Developments of Significance for 
Health, 1965 -1968 58 

Chapter IX. Major National Health Problems 66 

Chapter X. Summary and Conclusions 69 



CHAPTER I 

INTRODUCTION 

In introducing the Fourth Report on the World Health Situation, 1965 -1968, it is of 
particular interest to study the philosophy, rationale and design which inspired and guided 
the compilation of the world health situation reports, and to observe their evolution during 
the 15 years since they began. 

In the Preface by the Director -General of WHO to the First Report, 1954 -1956, it was 
stated: 

"The services that WHO was privileged to give to many nations in such 
matters as education and training of personnel, the control of communicable 
diseases, and public health administration have been documented in a number 
of publications, including the Bulletin of the World Health Organization 
and the Technical Report Series ; but deeper analysis shows how important 
it is also for each country to have an opportunity of telling its own story 
about its health situation." 

and: "For an international Organization like WHO one of the methods of serving 
Member States is to present faithfully in clear, simple outline a picture of 
the state of health of each country and territory, based on the information at 
present available, and to focus a spotlight with the correct degree of 
intensity on new developments. By this means each country would keep the 
world informed of its proposals and undertakings, and so all the peoples would 
become more familiar with one another's problems in an intelligible relation 
to resources of personnel, money and equipment. Furthermore, the world would 
discover what is being done in the great endeavour to improve health on a 

global scale." 

"Even in its infancy this report serves two distinct purposes. One of 
these is to provide a description (so far as information is available) of the 
health situation in each political or administrative unit of population, whether 
independent or non -self- governing, so that a really world -wide consideration 
of the health of the people is possible. It is probably the first time in 
international service that the countries of the world have supplied the material 
for such an extensive coverage in a single field." 

"The second purpose of this report is to cast a strong light on various 
aspects of public health work, as it is observed in different countries, from 
the standpoint of modern medicine, not as an isolated discipline, but as a 

living branch of the social and biological sciences." 

The Second Report on the World Health Situation, 1957 -1960, continued with the same 
philosophy as the first and in pursuance of the task and as a development, extended the scope 
of the questionnaire enquiry. It sought for a deeper exploration of facts and figures, a 

greater definition in the questions asked and by implication, greater value in the replies. 
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More detail was sought in vital and health statistics, in medical and public health research 

and in particular, a categorical statement of each country's health problems was invited. 
Information on their respective orders of priority and the reasons for that priority grading 
was requested. 

The First Report contained two parts, Part I - the General Survey, a broadly -drawn 

synthesis of the subjects dealt with in Part II, which contained the 157 country reviews, 
submitted by the countries themselves and presented in a brief or shortened form according to 

a standard protocol. Part I was by no means a summary of their contents, but rather a 

comprehensive survey of the world health situation in its main aspects. It analysed and 

discussed the influences that tend to determine the state of a country's health. It enumerated 

and amplified the necessary components of any purposefully directed scheme or set of policies 
which had as their objective the betterment of the public health. In short, it was both an 

essay on the theme of how to achieve the aim expressed in the Constitution of the World Health 

Organization - the enjoyment of the highest attainable standard of health by every human being 

- and an outline of the principles of international health and co- operation. 

As in the First Report, the Second contained two parts with the same distribution and this 
has been the format of the Third, and has also been adopted in the present report. 

The Second Report differed from the First in its purpose - as expressed in the General 

Survey, which was: 

to indicate the trends that are now manifest in the world's progress 

towards better health, to expatiate upon the diverse character of the problems 

that still remain, and to consider briefly the roles that medical and public 

health research and international collaboration can play in the furtherance of 

such trends and movements." There was, "the substitution of a running 

commentary on the progress made in the four years between 1957 and 1960 for a 

broad conspectus of the health scene as it appeared prior to 1954 and a philo- 

sophical guide for the administrators of the future." 

Nevertheless the two reports were linked together and the elements of the continuum 

necessary in such publications were maintained. 

The compilation of the Third Report on the World Health Situation, 1961 -1964, was guided 

by increasing experience and in consequence the questionnaire was simplified and information 

on statistical matter already supplied to the Organization was no longer requested. A 

retrospective review of the decade ending in 1964 was undertaken and this was done in the 

light of the social and economic changes which had taken place and which were reflected in 

national health situations. Linked with the social and economic changes and the new 

interest in general planning, was a widespread activity in national health planning and 

countries were requested to provide data on their efforts in this field. Governments were 

also asked for information on their national health administrations and national expenditures 

on health services. 

In the General Survey (Part I) of the Third Report three new features were also incor- 

porated, a statistical review, an epidemiological study and the delineation of the major 

health problems which countries found to be of importance. These were presented in a 

logical sequence. The objective being to provide a conspectus of the world health situation 

with the changes occurring during the previous four years. It showed a moving panorama of 

scientific advances, population growth and activity in the political and socio- economic 

spheres as they affected the health of the world. 

In the compilation of the three previous reports, a format has evolved and in this, the 

Fourth, to maintain continuity and comparability and because of its suitability, much the 

same presentation is adopted. Two further chapters have been included, one on the Education 

and Training of Health Manpower, and the other on Environmental Health. 
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While the manner of presentation has remained unchanged, it is proposed to develop 
further the thinking behind these Reports on the World Health Situation. They have evolved 
from being a broad conspectus of the health scene and a philosophical guide for the future, 
to the presentation of a running commentary on the progress made during a period and to the 
compilation of a book of reference and a compendium of information at a world level. This 
thinking in the light of current ideas, might be taken a step further. 

These Reports are unique in that they are the sole collection in annal form of compre- 
hensive data validated by countries, on the state of the world's health and the progress 
towards the goal of optimum health for all the peoples of the world. 

As such they form the basis for and are evolving as an information system with important 
characteristics. It is desirable to analyse simply these characteristics so that the system 

can be appreciated and its value enhanced in its future development. 

The system is based on the states and territories of the world, participating because of 
their co- operative membership of WHO, and is made possible because of the unifying and co- 

ordinating function of WHO. The countries provide information on their national health 
situations which serves as a feed -back of information to WHO on a broad range of health 
subjects. WHO collects these in a compendium of information and analyses the data in order 
to record progress, determine trends or focus attention on problems. There is then a feed- 

back to the countries of global information which assists in forming a consensus on values in 
health and in decision -making by individual states. 

This information system is in no sense a control system but it provides for the purpose 
of co- ordination and modification of effort in order to achieve goals, a more accurate under- 
standing of world health problems. 

There can be nothing static in the system since it deals with countries with different 
health problems, different resources and possibly different values, and which are at different 
stages in achieving optimum health. It must be dynamic and to achieve success must seek to 
improve the quality, significance and appropriateness of the information processed. An 
information system's performance depends on the degree of completeness and the quality of its 
information and its value to the users of the system. 

An information system in the health field entails measurements, standards or health 
indicators. Such measurements and standards should relate to structures, human and material 
resources and to performance or the inputs and efforts made and the outputs or results. 

This concept of an information system forms the basis for the Fourth Report and the 

information provided by countries is analysed, so far as it is possible, from the standpoint 

of structure and performance. It should be understood that this is a beginning and that 

expectations can be but modest. Nevertheless, definitions of purpose and design are 

essential in the evolution of the regular reporting on the world health situation. 

The world health information system should include the following:1 

1. a regular trend series of health indicators, whereby comparisons from 

time to time and across societies can be made; 

2. special mechanisms for gathering data on new developments falling 

outside these regular trend series, and gathering it rapidly enough 
so that the phenomena have not disappeared or so much time has passed 
that the information is useless. 

1 
Paraphrased from R. A. Bauer, Social Indicators, p.21, M.I.T. Press, Cambridge, Mass. 



-4- 

3. a means of reporting information back with appropriate speed, in 

appropriate form, to the appropriate agency. 

The Reports on the World Health Situation fulfil the first and third criteria. The 
decision of the Fifteenth World Health Assembly, that in addition to the four -yearly regular 
reports, supplements to these reports carrying a review of a special topic or a study in depth, 

should appear at two -yearly intervals, goes a long way to satisfy the second. 

Article 1 of the Constitution of the World Health Organization states that the objective 
of the Organization shall be the attainment by all peoples of the highest possible level of 

health. 

In Article 2, it is established that to achieve this objective, one of the functions of 

the Organization shall be to assist in developing an informed public opinion among all peoples 

on matters of health. 

The Reports on the World Health Situation, as an information system providing global 

intelligence on the progress made in the attainment by all peoples of the highest possible 

levels of health, make a significant contribution towards the development of an informed 

world opinion on matters of health. 



• 
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CHAPTER II 

STATISTICAL REVIEW 

In the Statistical Review in the Second Report on the World Health Situation (1957 -1960) 
a brief consideration was given to "Indicators of Health ". The value of statistics as a 
public health instrument was discussed and an analysis of world morbidity and mortality 
trends was carried out. In addition, information on the world situation of certain diseases 
such as cholera, poliomyelitis, cancer, cardiovascular and other conditions was presented. 

The Third Report (1961 -1964) followed very much the same pattern, but considered the 
value of national censuses as a primary source of demographic data. In relation to the 
crude mortality rate, it pointed to the occurrence of certain regional differences in 
mortality trends. These were developed later in the Report as regional profiles of 
commonly shared problems. 

It was shown that the majority of countries in the African, Eastern Mediterranean, South - 
East Asian and Western Pacific Regions of WHO and in Central and South America, where death- 
rates were relatively high at the beginning of the decade, i.e. in 1954, showed a declining 
record of mortality. In most of the countries of Europe, in North America and Oceania, 
where death -rates were relatively low in 1954, there had been a levelling off process and 
in some cases even an increase in their annual death -rates over the same period. 

The trend of falling death -rates where the rates were high, and of levelling off where 
rates were lower has continued. In fact an increased number of countries would seem to 
have reached or are approaching the levelling off phase. With a growth in the number of 
older persons surviving in the community, the mortality rates in some countries continue to 

show a slight increase. 

Since many countries advert to population pressures, and as the majority of developing 
countries (between 1960 and 1968) have natural population increases of the order of 2.5 
per cent. per annum or more, in contrast to the developed countries which centre around 
one per cent, per annum, it seems appropriate to examine the population changes in the 
world since 1960 and to consider the effect of any changes on the health services, on disease 
situations and on the social conditions relating to health. The period chosen for review 
is 1960 to 1968 and so the populations are studied first by WHO Regions. 

The population statistics quoted are taken from the latest United Nations sources • including the 1967 Demographic Year Book and the United Nations Monthly Bulletin of Statistics. 
Information on vital statistics, in the absence of vital registration, is often derived 
from an analysis of censuses and surveys. Many recent censuses and survey data became 
available shortly after 1960, but fewer during the more recent years. A substantial improve- 
ment may occur after the many censuses expected in 1970. .Areas without any information had 
been much reduced in the 1950's as a result of numerous sampling surveys in Africa, but 

recently there has been little shrinkage in the remaining part of these areas, Countries 
with virtually complete registration of births comprise about 35 per cent, of the world's 
population. For about 62 per cent, of the world's population the birth --rates can be 
estimated more or less approximately by other methods, India is the largest country 
with an established machinery for recurrent and systematic demographic surveys. 

Five different sources or types of information on vital statistics may be identified: 

1. Registration statistics, as in the developed countries. 

2. Sample surveys, as in areas having no vital registration, or where it 
is markedly deficient. 

3. Estimates based on population census and survey findings. 



-6- 

4. A combination of the above -mentioned methods for the evaluation and 
correction of unreliable data. 

5. Tentative projections of an earlier trend into a recent period for 
which there is no new data. 

The returns to the United Nations are validated and submitted by individual countries, 
but some of them have to be treated with a certain degree of caution. Nevertheless, there 
is a consistency in the figures and rates and they are accepted as a basis for reasoning. 
Where inconsistency occurs it often defines fields for further investigation. 

Table I (page 7 ) shows the total population of each region, estimated for the middle 
of the years 1960, 1964 and 1968 in columns 1, 2 and 3, Excluding China (mainland) the 
total population of the six regions rose from 2347.4 million people in mid -year 1960 to 
2752.1 million in mid -year 1968, an increase of more than 400 million people. Of the 
six regions, the total populations of the African, Eastern Mediterranean and Western 
Pacific Regions are of the same order, that is between two and three hundred million. 
The Region of the Americas has four hundred and fifty million and the South -East Asian 
and the European Regions are both fairly close to one another, being something over 
seven hundred million each. The situation is a changing one, since in 1960, South -East 
Asia had a much smaller population than Europe and by 1968 had become almost equal. 
Similarly the increase in the Region of the Americas has been also fast. 

Columns 4, 5 and 6 show the total increases between 1960 and 1964 and again from 
1964 to 1968. The total increase during the period 1960 to 1968 is given in column 6. 

From these figures in column 6 it can be seen that Europe, compared to the total population 
has the smallest increase, and from columns 4 and 5, that the increase between 1964 and 
1968 was less than between 1960 and 1964, showing that the population growth is slowing 
down. The growth in the Region of the Americas and the Western Pacific Region between 
1960 and 1964 and again between 1964 and 1968 did not increase very much, again showing 
some slowing, probably due to the influence of the United States of America and Canada, 
and in the Western Pacific, to Japan and Australia. 

On the other hand, the population of the African Region increased by 17.8 million 
during 1960 to 1964, and by 21.0 million during 1964 to 1968, and in South -East Asia by 
58.8 million between 1960 and 1964, and by 70.7 million between 1964 and 1968. 

Finally, in column 8 it can be seen that between 1964 and 1968, the total world 
population (excluding China, mainland) increased by 52.4 million a year. This increase 
has accelerated as compared to 48.8 million each year between 1960 and 1964. One -third 
of the increase in the world population each year occurs in South -East Asia, that is if 
China is excluded. The annual mean percentage increase for the years 1964 to 1968 for 
the regions are: South -East Asia with 2.7 per cent, per annum, the African Region with 
2.5 per cent., the Eastern Mediterranean Region with 2.7 per cent., the Region of the 
Americas with 2.2 per cent., the Western Pacific Region with 2.1 per cent., and the European 
Region with an increase of 1.0 per cent, per annum. 

In considering the importance of population growth from the point of view of public 
health, it is desirable to have information on the age structure of populations in relation 
to these increases, 

Table II (page 8) shows the age structure of populations by regions according to a 

sample of selected countries in each region, see Table III, and differentiates between 
children under 14 , those between 15 and 64, the active population, and those who are 65 and_ 
óye- r,,giving numbers and percentages. -- Fór all the regions together, in 1968, 34,8 per cent, 
were children, 58.7 per cent, were in the active population group, and 6.5 per cent, were aged. 
Between 1960 and 1968, the total increase of the world's children was 141.0 million with an 
annual mean increase of 17.6 million, a natural increase of 2.2 per cent, per annum, The 

total increase of the world's active population was 231.3 million between 1960 and 1968, with 



TABLE I. ESTIMATED MID -YEAR POPULATION BY WHO REGIONS FOR THE YEARS 1960, 1964 AND 1968 
POPULATION INCREASE - TOTAL INCREASE AND ANNUAL MEAN INCREASE - FOR THE YEARS 1960 -64, 1964 -68 AND 1960 -68 

WHO region 

Estimated mid -year population 
in millions 

Total increase 

in millions 

Annual mean increase 

in millions 

(1) 

1960 

(2) 

1964 

(3) 

1968 

(4) 

1960 -64 

(5) 

1964 -68 

(6) 

1960 -68 

(7) 

1960 -64 

(8) 

1964 -68 

(9) 

1960 -68 

Africa 190.2 208.0 229.0 17.8 21.0 38.8 4.5 5,2 4.9 

The Americas 410.6 449.0 487.8 38.4 38.8 77.2 9.6 9.7 9,6 

Eastern Mediterranean 231.0 255.1 282.1 24.1 27.0 51.1 6.0 6.8 6.4 

Europe 688.7 723.5 753.4 34.8 29.9 64,7 8.7 7.5 8.1 

South -East Asia 592.2 651.0 721.7 58.8 70.7 129.5 14,7 17,7 16.2 

Western Pacific 234.7 255.9 278.1 21.2 22.2 43,4 5.3 5.5 5.4 

All regions (excluding 

mainland China) 2 347.4 2 542.6 2 752.1 195,1 209.6 404,7 48.8 52.4 50.6 

China (mainland) 650.0 690.0 730.0 40.0 40.0 80.0 10.0 10.0 10.0 

All regions (including 

China) 2 997.4 3 232.6 3 482.1 235.1 249,6 484.7 58,8 62,4 60.6 



TABLE II. POPULATION INCREASE 1960 -68. DISTRIBUTION BY AGE -GROUPS BASED 
ON SAMPLES FORMED OF DATA FOR A CERTAIN NUMBER OF SELECTED COUNTRIES IN EACH REGION. 

Region 

Population, actual numbers (millions) Percentage distribution applied 

Total 

(1) 

Age -groups in years Age -groups in years 

0 -14 

(2) 

15 -64 

(3) 

65 & + 

(4) 

Total 

(5) 

0 -14 

(6) 

15 -64 

(7) 

65 & + 

(8) 

AFRO Est. 1- VII -1960 190.2 80.8 104.4 4.9 100.0 42.5 54.9 2.6 
Est, 1- VII -1968 229.0 97.3 125.7 5.9 100.0 42.5 54.9 2.6 

Total increase 1960 -68 38.8 16.5 21.3 1.0 
Annual mean increase 1960 -68 4.9 2.1 2.7 0.1 

AMRO Est, 1- VII -1960 410.6 137.2 241.9 31.6 100.0 33.4 58.9 7.7 
Est. 1- VII -1968 487.8 162.5 286.9 38.5 100.0 33.3 58.8 7.9 

Total increase 1960 -68 77.2 25.3 45.0 6.9 

Annual mean increase 1960 -68 9.7 3.2 5.6 0.9 

EMRO Est, 1- VII -1960 231.0 100.3 123.3 7.4 100.0 33.4 58.9 7.7 
Est, 1- VII -1968 282.1 122.4 150.4 9.3 100.0 43.4 53.3 3.3 

Total increase 1960 -68 51.1 22.1 27.1 1.9 
Annual mean increase 1960 -68 6.4 2.8 3.4 0.2 

EURO Est, 1- VII -1960 688.7 171.5 445.6 71.6 100.0 24.9 64.7 10.4 
Est. 1- VII -1968 753.4 183.1 482.2 88.1 100.0 24.3 64.0 11.7 

Total increase 1960 -68 64.7 11.6 36.6 16.5 
Annual mean increase 1960 -68 8.1 1.4 4.6 2.1 

SEARO Est. 1- VII -1960 592.2 244.6 329.9 17.8 100.0 41.3 55.7 3.0 
Est, 1- VII -1968 721.7 301.7 399.1 20.9 100.0 41.8 55.3 2.9 

Total increase 1960 -68 129.4 57.1 69.2 3.2 

Annual mean increase 1960 -68 16.2 7.1 8.7 0.4 

WPRO Est. 1- VII -1960 234.7 83.1 140.1 11.5 100.0 35.4 59,7 4.9 
Est, 1- VII -1968 278.1 91.5 172.1 14.5 100.0 32.9 61.9 5.2 

Total increase 1960 -68 43.4 8.4 32.0 3.0 
Annual mean increase 1960 -68 5.4 1.1 4.0 0.4 

All regions (excluding China mainland) 

Est. 1- VII -1960 2 347.4 817.4 1 385.1 144.9 100.0 34.8 59.0 6.2 
Est, 1- VII -1968 2 752.1 958.4 1 616.4 177,4 100.0 34.8 58.7 6.5 

Total increase 1960 -68 404.7 141.0 231.3 32.3 
Annual mean increase 1960 -68 50.6 17.6 28.9 4.0 
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an annual mean growth of 28.9 million and a natural increase of 2.1 per cent, per annum. 
The world's aged population grew by 32.3 million between 1960 and 1968 with a mean annual 
increase of 4.0 million and a natural increase of 2.7 per cent, per annum. The numbers of 
the aged are increasing fastest followed by children, who are increasing slightly faster than 
the active population. 

Each region displays, more or less, a characteristic age structure of its population. 

The African Region had 42.5 per cent, of children, 54.9 per cent, of actives, and 
á.e per cent, of aged in 1960. The increase in the period was 20.4 per cent. In countries 
of that Region distribution of population by age is available for only one year after 1960. 
Therefore, the same percentage distribution has been applied to both the 1960 and 1968 
estimates. The American Region had 33.4 per cent, children, 58.9 per cent, actives, and 
7.7 per cent, aged. During the eight years, the proportions of children and actives declined 
very slightly and that of the aged rose. The aged increased by 21.8 per cent, and the 
children by 18.4 per cent. 

The Eastern Mediterranean Region had 43.4 per cent, children, which was a much greater 
percentage than in the American Region and slightly greater than in Africa, Europe had the 
smallest proportion of children and the largest proportion of aged persons. Europe had the 
largest proportion of actives. Generally, the developing regions have the greatest 
proportion of children, representing almost half of the populations in the African, South -.East 
Asian and Eastern Mediterranean Regions. It should be pointed out that without the United 
States of America, Canada, Japan and Australia, the figures for Latin America and the rest of 

the Western Pacific Region would approach those for Africa and the Eastern Mediterranean Region. 

It is apparent that in regions where almost half the population are under 14 years of age 
that the health services should take this into account. Equally where more than 10 per cent. 
of the population are over 65 years of age, a different health situation is encountered, 

Table III (pages 10 -11) takes the presentation further by showing that the age distribution 
of populations of different countries selected as examples, may vary within regions. For 

example, Nigeria has a larger proportion of active population than Ghana, and Lesotho has a 
relatively high percentage of aged people. 

In the Region of the Americas, Argentina has the lowest percentage of children, the 

greatest proportion of actives and a large proportion of aged. The United States of America 
has, in comparison with Mexico and Venezuela, a very much smaller proportion of children and 
a greater proportion of actives and aged. Israel has a smaller proportion of children and a 
larger proportion of actives and aged than the other countries in the Eastern Mediterranean 
Region. In Europe, France has the greatest proportion of aged and 13.4 per cent, of the 
population were over 65 years of age in 1968, Ireland has the highest proportion of children 
in European countries and the lowest proportion of actives, the actives being nearly 10 per 
cent, less than in Sweden in 1960 and in 1968. Sweden had the lowest proportion of children 
of the countries reviewed in 1968. 

In South -East Asia, the proportion of children increased from 1960 to 1968 in India, and 
the proportion of actives and aged decreased. In Thailand the proportion of children 
increased, In the Western Pacific, Australia had a lower percentage of children, a higher 
proportion of actives but little change in the number of aged. Japan is most interesting 
because during the period 1960 to 1968, there was a dramatic fall in the number of children, 

a dramatic increase in the proportion of actives, the greatest of all the countries considered, 
and an increase in the percentage of aged, by almost one per cent. In contrast, the 

Philippines had a high proportion of children and a low proportion of actives and of aged. 

It is tempting to make the broad statement that the profiles of health problems common to 

African, Asian and Latin American countries simply reflect the age structures of their 
populations. Where a country has almost half of its population under the age of 14 years, 
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TABLE III. POPULATION BY AGE -GROUPS FOR A CERTAIN NUMBER OF SELECTED COUNTRIES IN 
EACH WHO REGION (FOR THE YEARS 1960 AND 1968, WHEN AVAILABLE) 

ACTUAL NUMBERS AND PERCENTAGE DISTRIBUTION. 

Region and country 
C = Census 

E = Estimate 
Date 

(1) 

Population, actual numbers (thousands) Percentage distribution by age 

Total 

(2) 

Age -groups in years 

Total 

(7) 

Age -groups in years 

0 -14 

(3) 

15 -64 

(4) 

65 & r 

(5) 

? 

(6) 

0 -14 

(8) 

15 -64 

(9) 

65 & г 

(10) 

? 

(11) 

AFRICA 

Ghana C. 20- III -60 6 726.8 2 996.5 3 516.8 213.5 - 100.0 44.5 52.3 3.2 - 

Lesotho C. 14 -IV -66 852.5 370.6 424.1 54.6 3.0 100.0 43.5 49.7 6.4 0.4 

Nigeria C. 5- 8 -XI -63 55 670.1 23 925.6 30 593.4 1 151.1 - 100.0 43.0 55.0 2.1 - 

South Africa C. 6 -IX -60 15 994.2 6 401.4 8 952.4 619.7 20.6 100.0 40.0 56.0 3.9 0.1 

Total 79 243.6 33 694.1 43 486.7 2 038.9 23.6 100.0 42.5 54.9 2.6 - 

THE AMERICAS 

Argentina C. 30 -IX -60 20 010.5 6 145.4 12 688.4 1 127.8 48.7 100.0 30.7 63.4 5.6 0.2 

Canada E. 1 -IV -60 17 814.0 5 975.6 10 502.8 1 335.6 - 100.0 33.5 59.0 7.5 - 

Chile E. 30 -VI -60 7 628.1 2 839.6 4 458.2 303.3 27.0 100.0 37.2 58.4 4.0 0.4 
Mexico C. 8 -VI -60 34 923.1 15 452.1 18 162.4 1 195.0 113.5 100.0 44.2 52.0 3.4 0.3 

United States of America C. 1 -IV -60 179 325.7 55 797.0 107 321.5 16 207.2 - 100.0 31.1 59.8 9.0 - 

Venezuela E. 30 -VI -60 6 300.9 2 624.8 3 501.0 164.7 10.5 100.0 41.7 55.6 2.6 0.2 

Total 266 002.3 88 834.5 156 634.3 20 333.6 199.7 100.0 33.4. 58.9 7.7 - 

Argentina E. 30 -VI -68 23 617.0 6 971.0 15 001.0 1 645.0 - 100.0 29.5 63.5 7.0 - 

Canada E. 1 -VI -67 20 405.0 6 593.5 12 239.9 1 571.6 - 100.0 32.3 60.0 7.7 - 

Chile E. 30 -VI -68 9 351.2 3 709.1 5 221.6 420,4 . - 100.0 39.7 55.8 4.5 - 

Mexico E. 30 -VI -68 47 267.0 21 866.0 23 835.0 1 566.0 - 100.0 46.3 50.4 3.3 - 

United States of America E. 1- VII -68 199 861.0 59 670.0 121 061.0 19 128.0 - 100.0 29.9 60.6 9.5 - 

Venezuela E. 30 -VI -68 9 686.5 4 586.9 4 848.0 251.6 - 100.0 47.4 50.0 2.6 - 

Total 310 187.7 103 396.5 182 206.5 24 582.6 - 100.0 33.3 58.8 7.9 - 

EASTERN MEDITERRANEAN 

Israel E. mean -60 2 117.0 763.2 1 250.6 103.2 - 100.0 36.1 59.1 4.9 - 

Libya E. 30 -VI -60 1 195.0 454.1 667.3 72.7 0.9 100.0 38.0 55.8 6.1 0.1 

Sudan E. 31- XII -60 11 928.0 5 570.0 6 115.0 243.0 - 100.0 46,7 51.3 2.0 - 

United Arab Republic C. 20 -IX -60 25 984.1 11 109.7 13 971.0 902.7 0.7 100.0 42.8 53.8 3.5 - 

Total 41 224.1 17 897.0 22 003.9 1 321.6 1.6 100.0 43.4 53.4 3.2 - 

Israel E. mean -68 2 806.4 939.9 1 687.6 178.9 - 100.0 33.5 60.1 6.4 - 

Libya E. 1- VII -68 1 803.0 787.7 922.1 91.6 1.6 100.0 43.7 51.1 5.1 0.1 

Sudan E. 1- VII -67 14 355.0 6 720.0 7 344.0 291.0 - 100.0 46.8 51.2 2.0 - 

United Arab Republic E. 1- VII -67 30 907.0 13 213.0 16 622.0 1 072.0 - 100.0 42.8 53.8 3.5 - 

Total 49 871.4 21 660.6 26 575.7 1 633.5 1.6 100.0 43.4 53.3 3.3 

EUROPE 

Belgium E. mean -60 9 153.5 2 154.1 5 904.0 1 095.4 - 100.0 23.5 64.5 12.0 - 

Federal Republic of Germany E. mean -60 55 584.9 11 858.8 37 697.5 6 028.6 - 100.0 21.3 67.8 10.8 - 

France E. mean -60 45 541.7 11 647.9 28 413.8 5 480.1 - 100.0 25.6 62.4 12.0 - 

Ireland C. 9 -IV -61 2 818.3 877.3 1 626.0 315.1 - 100.0 31.1 57.7 11.2 

Italy E. mean -60 50 539.9 12 520.4 33 374.0 4 645.4 - 100.0 24.8 66.0 9.2 - 

Poland E. mean -60 29 703.0 10 050.2 17 887.6 1 765.3 - 100.0 33.8 60.2 5.9 - 

Sweden C. 1 -XI -60 7 495.3 1 648.9 4 949.2 897.2 - 100.0 22.0 66.0 12.0 - 

United Kingdom of Great 
Britain and Northern Ireland 

England and Wales E. 30 -VI -60 45 775.0 10 485.0 29 836.0 5 454.0 - 100.0 22.9 65.2 11.9 - 

Northern Ireland E. 30 -VI -60 1 419.8 409.0 872.9 137.9 - 100.0 28.8 61.5 9.7 - 

Scotland E. 30 -VI -60 5 208.0 1 332.3 3 331.6 544.1 - 100.0 25.6 64.0 10.4 - 

Total 253 239.4 62 983.9 163 892.6 26 363.1 - 100.0 24.9 64.7 10.4 - 
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TABLE III (continued) 

Region and country 
C = Census 
E = Estimate 

Date 

(1) 

Population, actual numbers (thousands) Percentage distribution by age 

Total 

(2) 

Age -groups in years 
Total 

(7) 

Age -groups in years 

0 -14 
(3) 

15 -64 
(4) 

65 & + 

(5) 
? 

(6) 
0 -14 

(8) 
15 -64 

(9) 
65 & + 

(10) 
? 

(11) 

EUROPE 

Belgium E. mean -68 9 618.8 2 289.4 6 064.9 1 264.5 - 100.0 23.8 63.1 13.1 - 

Federal Republic of Germany E. mean -67 59 872.8 13 779.6 38 623.7 7 469.5 - 100.0 23.0 64.5 12.5 - 

...ce C. 1 -III -68 49 755.8 11 795.8 31 280.0 6 680.0 - 100.0 23.7 62.9 13.4 
Ireland E. 1 -VII -68 2 909.7 908.1 1 674.7 326.9 - 100.0 31.2 57.6 11.2 - 

Italy E. mean -67 53 491.8 13 058.0 34 951.2 5 482.6 - 100.0 24.4 65.3 10.2 - 

Poland E. mean -68 32 304.8 9 197.1 20 607.9 2 499.8 - 100.0 28.5 - 63.8 7.7 - 

Sweden E. mean -67 7 867.9 1 649.0 5 189.3 1 029,6 - 100.0 21.0 66.0 13.1 - 

United Kingdom of Great 
Britain and Northern Ireland 

England and Wales E. 30 -VI -68 48 593.0 11 367.8 31 089.3 6 135.9 - 100.0 23.4 64.0 12.6 - 

Northern Ireland E. 30 -VI -68 1 502.0 449.0 893.7 159.3 - 100.0 29.9 59.5 10.6 - 

Scotland E. 30 -VI -68 5 187.5 1 356.2 3 222.5 609.0 - 100.0 26.1 62.1 11.7 - 

Total 271 104.1 65 850.0 173 597.2 31 657,1 - 100.0 24.3 64.0 11,7 - 

SOUTH -EAST ASIA 

India C. 1 -III -61 438 936.9 180 082.8 245 205.3 13 472.3 176.5 100.0 41.0 55.9 3.1 - 

Indonesia C. 31 -X -61 96 318.8 40 544.7 53 248.3 2 409.1 116.8 100.0 42.1 55.3 2.5 0.1 
Thailand C. 25 -IV -60 26 257.9 11 319.7 14 157.5 734.7 46.1 100.0 43.1 53.9 2.8 0.2 

Total 561 513.6 231 947.2 312 611.1 16 616.1 339.4 100.0 41.3 55.7 3.0 - 

India E. 1 -III -66 494 602,0 206 164.0 273 602.0 14 836.0 - 100.0 41.7 55.3 3.0 - 

Indonesia C. 31 -X -61 96 318.8 40 544.7 53 248.3 2 409.1 116.8 100.0 42.1 55.3 2.5 0.1 
Thailand E. 1- VII -66 30 475.0 13 206.7 16 334.6 870.4 63.5 100.0 43.3 53.6 2.9 0.2 

Total 621 395.8 259 915.4 343 184.9 18 115.5 180.3 100.0 41.8 55.3 2.9 - 

WESTERN PACIFIC 

Australia E. 30 -VI -60 10 275.0 3 103.6 6 296.5 874.9 - 100.0 30,2 61.3 8.5 - 

China (Taiwan) C. 16 -IX -56 9 367.7 4 138.3 4 998.7 230.5 0.2 100.0 44.2 53,4 2.5 - 

Japan C. 1 -X -60 93 418.5 28 066.6 60 002.1 5 349.8 - 100.0 30.0 64.2 5.7 - 

Philippines C. 15 -II -60 27 087.7 12 377.2 13 971.8 738.6 - 100.0 45.7 51.6 2.7 - 

Republic of Korea C. 1-XII -6o 24 989.2 10 763.8 13 394.6 815.8 15.1 100.0 43.1 53.6 3.3 - 

Total 165 138.1 58 449.5 98 663.7 8 009.6 15.1 100.0 35.4 59.7 4.9 - 

Australia E. 30 -VI -68 12 030.8 3 494.3 7 520.1 1 016.4 - 100.0 29,0 62.5 8.4 - 

China (Taiwan) E. 31- XII -67 13 296.6 5 754.9 7 174.8 366.9 - 100.0 43.3 54,0 2.8 - 

Japan E. 1 -X -67 100 242.7 24 415.5 69 161.4 6 665.8 - 100.0 24.4 69.0 6.6 - 

Philippines E. 1- VII -68 35 883.0 16 805.0 18 171.0 907.0 - 100.0 46.8 50.6 2.5 - 

Republic of Korea E. 1- VII -68 30 469.0 12 595.3 16 740.0 1 133.7 - 100.0 41.3 54.9 3.7 - 

Total - 191 922.1 63 065.0 118 767.3 10 089.8 - 100.0 32.9 61.9 5.2 - 
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it might be expected that communicable diseases, particularly those affecting children will 
be a problem, malnutrition will occur and infant mortality will be high, in contrast to 
developed countries with birth -rates one -third of those found in developing countries. 

The situation, however, is not so clear. There are so many factors which will affect 
the age structure of a national population. These inter -act in different ways and at 
different times, so that the situation is in constant change. For example, a country's 
fertility and mortality rates may continue at an even level over a period of years, or decline 
as regards mortality•with fertility remaining constant, or decline as regards fertility, with 
mortality remaining constant, or both rates may decline, or both rates may rise. Factors such 
as urbanization, internal and external migration and sudden social and economic changes, may 
affect the age structure of a population. 

The point is made, that due to the multitude of factors responsible and due to the dynamic 
nature of the situation, the influence of these factors on population increase and age 
structure are difficult to define and to assess and an accurate understanding is often diffi- 
cult to achieve. 

Nevertheless, there are certain inescapable facts which are quite clear. One is, that 

the world's population increased from 1960 to 1968 by 404.7 million, and that each year 
there are 50 million or so additional people in the Member States of WHO who require health 
protection and care, Another fact is that the increase of children in this total increase 

was 141 million and probably 90 per cent, of these were born in developing countries. Also, 

the number of persons over 65 years increased, between 1960 and 1968, by 32.3 million and that 
slightly more than half of this increase occurred in the European Region. 

These facts must be related to progress in the development of health services. As 

regards staffing of services, only in the developed countries are the increases in population 
and the development of the health services proceeding in a satisfactory relationship. In 

most of the developing countries the increase in the number of nurses, dentists and doctors 

only maintains parity with the population increases at a low level of staffing and an 

immediate increase of services can only come from an increased training and utilization of 

auxiliaries. 

Using hospital beds as an indicator of one form of health services, there were in the 

world 9 961 000 hospital beds in 1960 giving a ratio of one bed per 230 persons. In 1967, 

there were 11 788 000 beds, equivalent to one bed per 220 persons. 

Of this increase of 1 827 000 additional beds, 1 008 000 were in Europe (of these 

658 000 were in the USSR), 51 000 were in the African Region, 215 000 in the Region of the 

Americas (with Mexico aid Cuba providing over 60 000 and the United States of America 
13 000). Fifty thousand additional beds were provided in the Eastern Mediterranean Region, 

87 000 in South -East Asia, and 416 000 in the Western Pacific (of which Japan provided 

346 800). 

From this further indicator, it can be confirmed that considering the population 

increases, the developing countries are either barely maintaining parity at a low level or 

even falling behind in the provision of this form of medical care. 

In the reports from countries with large proportions of children in their populations, 

there are constant references to the high incidence of gastro -intestinal disorders, diseases 

caused by intestinal protozoa and helminths, infectious hepatitis in the age -group five to 

nine years, measles, respiratory infections and malaria. Infant mortality and morbidity in 

the age -group one to four years or the pre -school group, are high. This is often associated 

with nutritional deficiency diseases, particularly protein /calorie malnutrition, although 

malnutrition is sometimes qualified by the statement that it is not due to the lack of food, 

but to a lack of knowledge of a balanced and adequate diet. 
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These countries also frequently report on the effects of social factors relating to the 
health situation. Defective housing and over -crowding is mentioned, unsatisfactory environ- 
mental conditions, particularly where urbanization is a further complication of large 
population increases and where there are large proportions of children. 

Extra children mean a reduced family income per capita and in turn less food and more 
sickness. As is shown in the comments on nutrition, failure to provide an adequate diet and 
to protect children from illness during growth periods can mean stunted growth and later human 
resources of diminished quality or an active population of lesser value to the community or 
паLion. 

It is an inescapable corollary, which is associated with the vast growth of the world's 
population, and particularly of the world's children that an equally vast additional invest- 
ment must be made in the health sectors in developing countries, if minimum standards of 
service in nutrition and preventive and curative health care, are to be developed or maintained. 
In the Chapter on National Health Planning in the Third Report, some examples were given of 
simple standards or targets which might be achieved in the provision of national health 
services. Because of the population increases in the developing countries, it would seem 
that without a massive increase in investment in health, even these modest targets will need 
to be scaled down or reduced. 

Analysis of the reports of the developed countries, show that the problem of chronic and 
degenerative diseases is becoming more and more acute. 

The fact that Europe has an increase each year of two million extra persons who are aged 
65 years and over, is striking. Even with the wealth of the resources available in this 
region and the possibility of concentrating on the situation, since so many other health 
problems have been liquidated, the chronic and degenerative diseases and the care of an 
increasing number of older people in the community presents difficulties. So many of the 
factors associated with the onset of chronic and degenerative diseases, particularly those 
beginning at earlier ages, and the social, occupational and psychological features associated 
with them are so little understood, that the necessity for more research into the wider 
aspects of the problems is obvious. 

During the review period of 1965 -1968 for the Fourth Report, it became increasingly 
apparent that the question of population growth is a health problem affecting the developing 
countries. It also became clear that the increase in numbers of the world's children is 
placing a growing strain on the health services of a great many countries, if even minimum 
standards of care are to be maintained or achieved. Realization of the facts should and will 

stimulate countries to meet this new challenge. 
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CHAPTER III 

SOME ASPECTS 0г THE EPIDEMIOLOGICAL SITUATION 

In this chapter communicable diseases are discussed in the light of the information 
supplied by the country reports. 

Communicable diseases have ceased to be a health hazard in the modern advanced community, 
except for minor vestiges still remaining to be cleared up, or less serious conditions such as 
acute respiratory infections which can be treated successfully by clinical methods. 

Communicable diseases are, however, still a tremendous threat to life and living in the 
developing countries. Since the larger proportion of the world's population, perhaps two - 
thirds, live in the developing countries, it is obvious that the success of the developed 
countries in eradicating the communicable diseases should not blind the world to the continuing 
epidemiological situation in the developing regions. Rather the success in the one, should 
stimulate efforts to achieve success in the other. 

The communicable diseases are considered in this chapter under four headings, parasitic 
diseases, virus diseases, bacterial diseases and malaria, which because of its special approach 
of eradication and its importance, is discussed separately. Traditionally, specific diseases 
have been regarded as separate conditions or entities, differing from each other. Thus, a 

child has measles, a man has smallpox. In the reports from the developing countries a new 
trend is emerging. In discussing their communicable disease control and immunization services, 
countries are tending to couple them with adverse environmental conditions, with malnutrition, 
or indicate that population pressures and in consequence the large child population, is 

influencing their epidemiological situation. It has been appreciated that in dealing with 
communicable diseases there are common approaches in interrupting transmission, raising immunity 
levels and improving the environment. 

While the word ecology is not used, communicable diseases are presented by most developing 
countries as patterns in relation to the modes of life and in relation to their surroundings. 
This trend in reporting is only emerging but it is clearly recognisable. As such it is of 

very great importance as a world tendency and is likely to contribute towards problem -solving 
in the field of communicable diseases. Another development is the increased quoting of rates, 

a wish for specificity in assessing problems and greater clarity in the presentation of national 

epidemiological situations. 

In this context, the question of surveillance arises, since the trends described above are 

a reflection of a growing interest in this domain. Surveillance has been defined as the 

epidemiological study of a disease, as a dynamic process involving the ecology of the infectious 

agent, the host, the reservoirs, the vector and environment, as well as the complex mechanisms 

concerned in the spread of infection and the extent to which this spread occurs. This implies 

following up specific diseases or rather infections in terms of morbidity and mortality in time 

and place, and keeping track of the circulation of the etiological agent in man, and for certain 

diseases, in animal populations. It must have strong laboratory support, be integrated into 

the national heath services and provide intelligence and guidance in the planning and programming 

of disease control or eradication. While the definition presented above refers to specific 

diseases, surveillance is even more necessary and important when communicable diseases exist in 

a community, acting synergistically and influenced by environmental and social factors. 

National surveillance is of growing importance and an accurate appreciation and understanding 

of disease patterns and their ecology is not possible without it. 

Since the pattern of diseases found in developing countries spans the world, global 

surveillance, based on national surveillance is an obvious necessity. In the developed 

countries, there is an equal need for surveillance of the chronic and degenerative diseases as 

well as for solving any remaining problems of the communicable diseases. 
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1. MALARIA 

Table IV shows the distribution of populations in areas under various phases of eradication 
for the years 1958 to 1967. The preparatory phase is characterized principally by establishing 
an organization, by geographical reconnaissance and the training of staff, the attack phase by 
extensive house spraying and other measures undertaken for interrupting transmission and 
reducing the human parasite reservoir. The consolidation phase follows when large -scale 
attack operations can be discontinued, the remaining parasite carriers are detected and foci 

'f infection are eliminated by appropriate measures through a surveillance organization 
covering all the originally malarious areas. Finally, the maintenance phase is attained 
when activities are directed to sustaining achieved eradication. 

In 1967, the population living in areas in the maintenance phase amounted to 651 million, 
or 37.6 per cent, of the total population (1733 million) of the originally malarious areas, as 

compared with 21.5 per cent, in 1958. In 1968 malaria eradication programmes covering a 

population of 715 million people were in the consolidation, attack and preparatory phases and 
areas with a further 70 million were in the process of starting the preparatory phase. Areas 
with a population of 195 million were engaged in the development of health services in 
preparation for eradication. 

Not only has the malaria eradication programme been responsible for a striking reduction 
in morbidity figures reported from countries where eradication has been or is in process of 
being achieved, but malaria programmes provide other benefits. They have changed the urban 
orientation of health services in many developing countries because of the programme's 
requirements of total coverage of the population. They have developed the concept of 

integrated health programming, particularly for rural areas. Spraying of houses has 
reduced the vectors of other diseases such as kala -azar and cutaneous leishmaniasis. Health 
services in many developing countries have received stimulus and a new impetus from the 
development of malaria eradication programmes. In addition to these social gains, economic 
gains have also been recorded and show that expenditure on a health programme which removes 
such a debilitating disease as malaria can give an early return in a country which is 

struggling to break out from a traditional subsistence economy. Finally, during the last 

10 years much additional knowledge has been acquired on the epidemiology of malaria, on the 

genetic factors involved in the development of resistance to insecticides and on the action 
of anti -malarial drugs. The development of new insecticides and chemotherapeutic agents 
has also been greatly accelerated. 

While the achievement in malaria eradication has been immense, nevertheless setbacks 
have occurred, many have been overcome, but the solution for others has not been attained. 
Some of these setbacks illustrate the problems still to be faced in many countries, particul- 
arly in Africa. In addition, they demonstrate the need for continuing vigilance to countries 
in the maintenance stage of eradication. In the African Region, little progress has been 
made against malaria. Although malaria prevalence was appreciably reduced in pilot areas by 

insecticide spraying or by the use of chloroquinized salt, interruption of transmission was 
not attained. Research and trials of combinations of methods have been. carried out, 
particularly in regions like the Savanna areas in West Africa, but no practicable method of 
interrupting transmission has been found. For other areas, even where eradication has been 
shown to be feasible, lack of resources has prevented the execution of eradication programmes. 
In some of the Eastern Mediterranean countries movements of the nomadic population and problems 
of double insecticide resistance of the principal vector have created difficulties. 

In South -East Asia, although progress in India has been remarkable and 80 per cent, of 

the population in that country has been protected, there has been a noticeable increase in 

the number of cases in some areas in the consolidation and maintenance phases, due to the non - 

availability of adequate insecticides to deal promptly with foci, and to the inadequacy of 

health service "vigilance" coverage, so that it has been necessary to re- commence spraying 
operations, with consequent high cost. In Ceylon, malaria was virtually eradicated. Yet, 

the upsurge of the disease in 1967 has made it the most important health problem in the 
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country. This example shows how serious a resurgence of malaria can become, the possible 

effects of such resurgence on the economic and social development of a country and the costs 

of regaining control again. The American Region had problems with the widespread use of 

insecticides for agricultural purposes which occasioned resistance of the vectors of malaria. 
In parts of Mexico and Central America this, together with other ecological factors, has led 

to the development of problem areas, a situation which has been aggravated by lack of funds. 

It was apparent from a number of studies undertaken by WHO that certain factors appear 

to favour malaria eradication, including a malaria situation responsive to residual insec- 

ticides, a sufficient level of development of a country and of its health services, previous 

experience of widespread malaria control operations, and above all, the conviction of the 

government concerned that eradication of malaria is essential, taking into account the full 

economic and social implications of the disease and its elimination. 

Adequacy of planning was found to be an important factor influencing the success of 

programmes. Planning which was related solely to malaria and which did not take into account 

social and economic circumstances, development features and the health service situation, 

migration, customs, public attitudes towards eradication, educational levels and other basic 

factors was found to be inadequate - as judged by later consequences and results. 

The main defect in planning was found to be the failure to provide sufficiently for the 

maintenance period, for the vigilance activities and the integration of malaria activities at 

this phase into a well developed general health service, capable and ready to undertake 

maintenance on a level of total coverage of the population. 

Administrative and financial difficulties were found to be major obstacles to progress 

in malaria eradication. Where the general administrative services of a country and its 

public health organization have been sound, stable and effective, malaria eradication 

programmes have progressed satisfactorily. Where the administration and health services are 

not well organized, setbacks occur. The autonomy, or semi -autonomy of a malaria service can 

isolate it from the general health services of a country. However, close co- ordination is 

necessary particularly in the later stages of the programme. 

In the earlier stages of malaria eradication programmes the more important operational 

factors affecting the progress of the campaign are the thoroughness with which it has been 

organized, the efficiency with which geographical reconnaissance of the whole malarious area 

is undertaken and the adequacy of supervision at all levels of the programme. 

The human factor in national malaria eradication programmes is all- important. It was 

found to rank or even surpass in importance, planning, administration and operational features. 

Leadership, training, efficiency, high morale and dedication among the workers in eradication 

were found to be essential to success. Questions of human behaviour and the growing tedium 

of populations on the long continual application of control measures; migratory groups, 

resettlement, nomadic populations and movements of populations can create problems. 

Technical factors such as the physiological resistance of the vector mosquito to 

insecticides, behavioural characteristics of the vector such as excitorepellency where the 

vector avoids contact with the insecticide and resistance of the malaria parasites to drugs 

have also to be taken into account. Strictly technical problems are generally limited to 

about one per cent, of the population under the eradication programme. Problem areas are, 

however, of significance since they are sources of imported malaria into areas already freed 

from the disease. 

The WHO malaria eradication programme was conceived and accepted as a global programme 

based on simple techniques which were widely applicable and which could achieve the objective 

speedily and economically and in fact in an over -simplification of the task. The period 

under review witnessed the re- examination of the global WHO strategy of malaria eradication. 

After 10 years experience had shown the need for the future strategy to be more adaptable to 
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varying country conditions, in the formulation of plans of operation and in the combinations 
of the technical methods employed. It has been found that the objective of achieving 
eradication must be accompanied by the objective of maintaining eradication, where it has been 
achieved, an objective of equal importance to the first. Therefore, the future strategy must 
both achieve eradication and maintain it and must take into account basic factors governing 
both objectives. 

2. VIRUS DISEASES 

Poliomyelitis 

The world incidence of poliomyelitis during the period of review has shown two distinct 
trends. In Europe, North America and several countries in other regions the disease 
incidence has fallen to insignificant proportions. In many countries in Africa, Central and 
South America and Asia it is increasing and outbreaks are being reported from these areas with 
increasing frequency. 

In the developed countries and countries regarded as being in a transitional stage of 
development, the prevention of poliomyelitis must be regarded as an outstanding success. This 
success has been achieved by tremendous efforts in immunization. In contrast, in the devel- 
oping countries very little, if any, immunization was carried out. Poliomyelitis in tropical 
countries is still an infantile disease, most of the cases occurring in children below five 
years of age. The information on age incidence is confirmed by serological surveys by 
numerous workers. However, there are indications that, due to factors which are not clearly 
understood, the proportion of young children experiencing contact with natural infection is 
decreasing. 

Studies have shown that when infant mortality rates fall, clinical poliomyelitis tends to 
increase, and when the infant mortality rate of a country falls below 75 per thousand it is 
well to watch carefully for an increase in the incidence of poliomyelitis. In 1951 -1955, 
14 of 25 countries in Asia and the Americas had infant mortality rates in excess of 75 per 
thousand live births, but by 1961 -1965, only five countries remained in this category. It is 
interesting to note that of the nine countries in which the rate fell in the period under 
review seven have reported an increasing number of polio cases. 

Some of the countries of the group, where poliomyelitis is disappearing have relied on 
live vaccines and others on inactivated vaccines, seemingly with equal success. Not only 
has the incidence of disease been reduced but it has become difficult to isolate "wild" 
polioviruses in spite of the diligent efforts made by workers, both in countries using live 
vaccines and those using inactivated vaccines. In these conditions the disease is likely to 
decrease even further if effective vaccination of the susceptibles entering the community by 
birth or population movement is continued. 

In the countries where the reported incidence is increasing the situation is becoming 
more serious every year as outbreaks become more common and larger in extent. In terms of 
numbers of cases, the epidemics have not reached the levels of those common in Europe and 
America before vaccines were introduced, but the size of the epidemics is increasing - the 
largest number of cases in any one year being 831 in Africa (Kenya), 860 in Central and South 
America (Mexico), and 2069 in Asia (Turkey). 

Infectious Hepatitis 

Infectious hepatitis was mentioned as a problem of consequence by a number of countries. 
This disease is one of the most difficult to control and both the morbidity and mortality are 
difficult to evaluate. Deaths from viral hepatitis may be included under a variety of 
classifications and jaundice due to other etiologies may be inaccurately coded as due to viral 
hepatitis. 
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In some countries cyclic variations are evident with five to 10 year intervals between 

epidemic peaks and in others there has been a progressive increase throughout the period for 
which data is available, probably due to continuing improvement in reporting practices. Data 

from Scandinavian countries show cyclic variations with a progressive overall decline. In 

comparing reported rates from different areas, it is evident that considerable variations exist. 
Reported morbidity data, it is believed, does not represent more than a proportion of the 
cases and this proportion varies from country to country and from time to time. 

A recent discovery of some importance and which may represent the beginning of a "break- 

through" in the disease control is the discovery of the "Australian Antigen" found in the 

serum of an Australian aborigine. This may lead to the knowledge of the etiology and epid- 

emiology and possibly to the prevention of this baffling disease. 

Respiratory Virus Infections 

Frequent references were made in the country reports to respiratory infections. It is 

apparent that respiratory infections are among the leading causes of morbidity in all regions. 

The combination of malnutrition, malaria and anaemia with a supervening upper respiratory 
infection is a common clinical picture in many tropical countries and a serious cause of 

children's deaths. 

Yellow Fever 

Yellow fever, which had diminished in the decade 1948 to 1958 had come to cause less 
concern to public health authorities in tropical areas. In 1959, however, an outbreak with 

over 100 cases occurred along the Ethiopian border of Southern Sudan, and between 1960 and 

1962 there was an exceptionally large outbreak in South -Western Ethiopia causing more than 

3000 deaths (one estimate is as high as 15 000 deaths). 

In an outbreak of urban yellow fever in Senegal, east of Dakar, in 1965, the number of 

cases reported was 238 with 216 deaths, but the actual number of cases is not known and has 

been variously estimated at between 2000 and 20 000. In a further outbreak in Ethiopia near 

Lake Abaya in mid -1966, it is estimated that there were 350 deaths. A. Simpsoni was found 

to be the vector. 

The areas of Sudan, Ethiopia and Senegal where these epidemics occurred were at some 

distance from the main international traffic routes. Nevertheless two of these epidemics 

were the largest known in this century and for some countries this is the most feared 

quarantinable disease. In Africa, urbanization is resulting in additional breeding places 

for Aedes Aegypti and there are inland jungle foci of yellow fever in both East and West 

Africa, which have not been fully studied. 

In the Region of the Americas human cases of jungle yellow fever, of which only a small 

number are actually reported, occur every year; through these cases an epidemic of urban 

yellow fever might be started in any city infested with Aedes Aegypti. 

Following the epidemic in Senegal in 1965, a system of early detection of suspected 

cases and for the supply of vaccines in emergencies has been established in Barbados and 

Grenada. 

Measles 

Measles is an important disease throughout the world, and there is a clear and urgent 

need for the effective protection of children, particularly in areas with high death -rates 

from the disease. 
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It would be advisable for countries with high measles death -rates to consider the 
adoption of programmes for, the routine vaccination of children as they reach nine to 12 months 
of age. However, cost of vaccines and inadequate health services are factors which will 
prevent successful implementation of such programmes in the areas where they are needed, for 
some time to come. 

A five year programme of measles vaccination has been organized by the United States of 
America and carried out in collaboration with the health authorities of 19 countries in Western 
and Central Africa. In these countries, some of which have very high death -rates, great 
reductions in incidence and mortality may be expected. The benefits of measles immunization 
in the developed countries are becoming increasingly apparent. They lie in the reduction of 
the complications of the natural disease, including encephalitis, a reduction in the workload 
of a measles epidemic on families, general practitioners and hospitals, and in a reduction in 
money spent on drugs and medicaments. 

If, in these countries, programmes are pursued with sufficient vigour for a number of 

years, endemic measles may be virtually eliminated. 

Trachoma 

With the increase in the world's population and the increasing number of children and 
young people in the developing countries, the number of cases of trachoma continues to rise. 

Improved diagnostic facilities in many countries are responsible for the discovery of new or 
hitherto unknown foci and are revealing the vast extent of trachoma infection in the world. 
Fifteen years ago it was estimated that 400 million people were suffering from trachoma but 
today this number must be very much greater. 

The identification of the causative agent during the last decade gave great hopes of 

the discovery of an effective vaccine, but progress has been disappointing and slow. 

In some areas of low trachoma endemicity and relatively good standards of living and 
health services, an intensive programme of case finding, selective treatment, health education 
and surveillance has led to a steady reduction in the prevalence and incidence of the disease. 
In areas of high endemicity and poor resources, however, treatment programmes have so far had 
little effect in reducing the incidence of trachoma, although when actively pursued they have 
diminished materially the rate of the disabling consequences of the disease in rising 
generations. 

The distribution of the disease is world -wide. In a number of countries, trachoma, 
although remaining highly endemic, is changing progressively to a milder form with fewer 
disabling complications. This phenomenon can most probably be attributed to a gradual 

improvement in the standards of living, health consciousness and improved environmental hygiene. 
In many endemic areas, however, trachoma remains a major socio- economic and public health 

problem. 

There is a growing tendency to broaden the approach of trachoma control programmes and to 
develop programmes for the prevention of blindness, although it must be accepted that trachoma 
is the greatest single world cause of progressive loss of sight. 

Influenza 

Epidemics caused by influenza A occur in two to three year cycles and those caused by 
influenza B in three to six year cycles. Asian (A2) influenza was epidemic in many parts of 

the world in 1964 and 1965, and in 1965 and 1966. Scattered outbreaks occurred during 1966 

and 1967, and again in 1968. The strains which were isolated in Hong Kong in July 1968 and 

which were again different, were responsible for further world epidemics in that year. It 

might be said that in the developed countries of the world, where communicable diseases of 

most kinds are no longer a public health problem, the advent of a major influenza pandemic is 

the single largest communicable disease danger which a country can fear. 
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Smallpox Eradication 

The intensified programme of smallpox eradication decided upon by the Nineteenth World 
Health Assembly in 1966, commenced in January 1967. Of the 27 countries and territories 
which experience endemic smallpox, 18 had commenced eradication programmes by the end of 1968, 

and of the 40 countries and territories in endemic regions and at particular risk of the 
introduction of smallpox, 20 had initiated special programmes to increase the immunity of 

their populations and to strengthen surveillance and reporting. 

Table V 

Continent 1962 1963 1964 1965 1966 1967 1968 

Africa 

North 1 5 - - - - - 

West-Central 17 034 6 689 3 565 6 257 7 571 10 812 5 407 

South -East 7 542 10 149 9 017 10 683 6 894 4 460 5 544 

America 

North -Central 1 - - - - - - 

South 9 868 7 351 3 705 3 519 3 578 4 316 4 328 

Asia 63 692 108 405 58 906 91 582 74 284 108 634 64 739 

Europe 136 129 - 1 62 5 2 

Total l 98 274 132 728 75 193 112 042 92 389 128 287 80 020 

The annual incidence of smallpox since 1959, according to the most recent information 
available is presented by continent in Table V. 

During 1968, 80 020 cases were reported to the Organization. This is a decline of 40 

per cent, from the previous year. This decline may have been a first effect of the 

eradication programme or may reflect the beginning of a cyclical variation in smallpox 
incidence. In any case, there was improved reporting in many countries. 

Substantial decreases in incidence were noted in Western and Central Africa where active 
eradication programmes were in progress and fewer cases were recorded by all countries except 
Togo and Upper Volta. In Asia, the marked decrease is accounted for by a sharp decline in 
incidence in India which recorded 82 206 in 1967 and 35 165 in 1968. Other countries in Asia 
showed no change, or small increases or reductions. In the Americas and Southern and Eastern 
Africa, the recorded smallpox incidence showed either slight falls or little change. 

Countries definitely or probably experiencing endemic disease, apart from sporadic intro- 
ductions, included, during the period, five in Asia, 21 in Africa and one in South America. 
During 1968, 12 additional countries experienced 414 cases of smallpox due to introduction of 
the disease. With the exception of single cases in the United Kingdom or in Belgium, all 

infected areas, in 1968, were geographically contiguous with endemic countries. 

Infections in the non -endemic countries derived from seven sources: Brazil, Democratic 
Republic of the Congo, Ethiopia, Mozambique, Nigeria, Pakistan and Togo. 

Table VI (page 21) shows the countries and territories reporting more than five cases 
per 100 000 in 1966, 1967 and 1968. There was a reduction in the number of these countries 
from 14 in 1966 to 12 in 1967 to nine in 1968. 
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As in 1967, in 1968 the highest rates were recorded by countries in Western and Central 
Africa. Attack rates in Sierra Leone and Togo considerably exceeded all others; a sharp 

increase in incidence was noted in the Democratic Republic of the Congo in 1968. 

Table VI 

Country or Territory 1966 1967 1968 

Brazil 4,3 5.1 3.6 

Burundi 11.1 2.2 6.8 

Congo (Democratic Republic of) 12.0 9.0 22.6 

Dahomey 22.0 32.9 14.0 

Guinea 1.8 41.4 8.6 

India 6.5 15.3 4.6 

Indonesia 23.0 11.8 13.6 

Mali 6.0 3.5 1.2 

Niger 33.4 33.6 18.6 

Nigeria 8.4 8.0 2.9 

Pakistan, East 5.7 11.1 15.6 

Pakistan, West 6.2 9.9 2.6 

Sierra Leone 12.2 69.6 45.6 

. Swaziland 7.7 4.1 3.5 

Togo 11.9 17.7 41.5 

Uganda 7.9 4.6 0.7 

United Republic of Tanzania 25.6 13.4 3.6 

c more than five cases. 

During the past two years, special studies and intensified surveillance programmes have 
revealed that although smallpox is under - reported in all endemic countries, the incidence is 
much lower than was anticipated. In 1968, only three countries recorded rates exceeding 20 
cases per 100 000 population. Surveys of immunity, based on vaccination scars have revealed 
a higher vaccination coverage than had been anticipated. Population immunity at the 

commencement of programmes has been higher than expected and the reservoir of infection lower. 
It was also found that even in countries where the incidence was high, smallpox occurred 
usually as focal outbreaks rather than as dispersed, scattered cases. Studies conducted 
during outbreaks in different parts of the world also revealed that transmission of the disease 
occurred as a result of close contact between cases and susceptible persons, most often in the 
home, schools or hospitals and rarely in markets or public places. Tracing of the chain of 
transmission was more feasible than expected and containment measures more likely to be 

successful. It is apparent that systematic vaccination has served to reduce transmission to 
the point where surveillance measures have been able to interrupt the chain of infection but 
it is clear that it is surveillance which represents the specific and definitive weapon in 
the campaign. 
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3. PARASITIC DISEASES 

Parasitoses, including schistosomiasis (bilharziasis), filariasis, onchocerciasis, 
ascariasis, trichuriasis, ancylostomiasis, amoebiasis, trypanosomiasis, Chagas' disease and 
others are presented as a single group or entity with a view to assessing their public health 
importance and their influence on the social and economic development of tropical and sub- 
tropical countries. The present situation regarding parasitic diseases, so far as the tropics 
and sub -tropics are concerned, is not satisfactory. Recently, attention has been mainly 
directed to those diseases which have a major impact on the economic aspect of developing 
countries. The magnitude of the incidence of parasitic infections is immense and the 
following estimates give some idea of their extent: 

Schistosomiasis (Bilharziasis): 180 million people infected 
Filariasis 250 " " 

Onchocerciasis 20 " 

Ascariasis 650 " 

Trichuriasis 350 " 

Ancylostomiasis 450 " 

Chagas' Disease 7 " 

Amoebiasis 10% of the world's population 

These estimates are based on well -conducted investigations and are regarded as being more 
reliable than official statistics derived from notifications of cases and deaths, which usually 
under -estimate the real prevalence. 

In developing countries there are certain general characteristics which are common to 
parasitic diseases. There is a relationship between parasitic infections, such as ascaris, 
trichuris, ancylostoma, schistosoma and nutrition. Parasitic infections of the intestinal 
tract live and grow in the human body at the cost of body protein which in turn is derived 
from dietary protein, part of which is thus wasted. Widespread anaemia in communities and 
population groups, due to bleeding from the intestines or bladder, often accompanied by 
hypoprotinaemia and other signs of disease associated with them, are clear indicators that 

the problem of protein loss in countries afflicted with the parasites of ancylostomiasis or 
schistosomiasis add up to a problem of global significance. 

The presence of some parasites in a country constitute a threat to the entire population, 
even though they may only infect a comparatively small number of people. 

The economic impact of parasitic diseases hinders development in tropical and sub - tropical 

countries. 

Trends in parasitic diseases show an expansion which occurs often in the wake of economic 

development and of uncontrolled urbanization since the absolute number of people at risk 
increases in proportion to the natural growth of populations living in endemic areas. High 
concentrations of populations in cities and towns which are growing too fast and where standards 

of hygiene are low have increased the breeding grounds of insect vectors. Improved and rapid 

transport spreads parasitic diseases. In many tropical and sub -tropical areas, water develop- 
ment schemes are the key to economic and agricultural development. However, in multiplying 
breeding sites of insect vectors and snail or intermediate hosts, in attracting masses of 
migrant labour from or to infected areas, in the creation of new agricultural communities, 
these projects are contributing to the spread of parasitic diseases, particularly the water - 

related conditions of schistosomiasis and onchocerciasis. 

Some recent developments and trends in the parasitoses are of interest. Schistosomiasis 
is on the increase, but the introduction of an intro - thiazole derivative as a treatment gave 
great hopes. However, while the cure -rate was excellent, trouble arose through unexpected 
side -effects. Hycanthone is effective against S. Mansoni and S. Haematobium in a single 
intra -muscular injection. It has a high cure -rate and further clinical trials are in progress. 
Selective molluscides are being developed with success. 
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Filariasis may, in hyperendemic areas, cause 30 per cent, of the adult population to 

suffer from elephantiasis or hydrocele. It is increasing in urban populations especially in 

India, since the vector Culex Fatigans is highly domestic and an urban mosquito. Increase 
in urban populations means that more people are at risk. In Ceylon, the disease is spreading 
from urban to rural areas and there is evidence that the mosquito vector may adapt to rural 
conditions. 

Onchocerciasis, especially in the Savannah belt of Africa, from Senegal to Ethiopia, 
affects more than 50 per cent, of the people, causing some loss of vision in 30 per cent, and 
blindness in four per cent. to 10 per cent., and this mainly in young males, whose economic 
contribution the community can least afford to lose. 

Trypanosomiasis. Methods are available for the eradication of the tsetse fly at the 

fringes of its distribution. Nigeria has cleared 25 000 square miles of country in the last 
15 years and hopes to render 100 000 square miles free of the vector in the next few years. 

American trypanosomiasis (Chagas' disease) affects some seven million people and there is, 

as yet, no cure. It is a major cause of morbidity in Venezuela, Bolivia and other South 
American countries. It is fatal in 10 per cent, of acute cases in children. 

In addition to these parasitic diseases there are the many intestinal parasitoses such as 
amoebiasis, ancylostomiasis, ascariasis, taeniasis and others for which there are effective 
treatments and where hygiene and effective sanitation can reduce or eradicate the infections. 
The sum total of the social and economic burden that these diseases represent is impossible to 

calculate, but is is immense and without constant effort is likely to grow with increasing 
populations and congestion. 

During the report period advances have been made in the knowledge of the immunology of 
parasitic diseases, particularly applied immunology. In the diagnosis of filariasis, in the 
use of immuneglobulin in trypanosomiasis and in routine serological tests for Chagas' disease 
advances have been made. The methods of control which are available today require organiz- 
ation and the personnel necessary to carry out the necessary epidemiological investigations 
and control operations. Hitherto these have not been available in most developing countries, 

but during the period under review there has been a growing development of the basic health 

services, the epidemiological surveillance services and the general health infrastructure 
necessary for the work. As the country reports show, this has been accompanied by a growing 
understanding of the problems and a more systematic planning and programming of the operations. 

4. BACTERIAL DISEASES 

This group of diseases includes cholera, plague, meningococcal meningitis, enteric and 
diarrhoeal diseases, venereal diseases, tuberculosis and leprosy. They vary greatly in their 

nature, distribution and severity but are presented as a group. 

Cholera 

Between 1965 and 1968, as can be seen from Table VII, the world has experienced the lowest 

number of recorded cases of cholera. 

Though the figures for the period 1965 -1968 show the lowest number of cases, it cannot 

be said that the situation is stable, since the figures for 1968 were higher than 1967 and 

this is more significant when the small number of cases from Vietnam in 1968 are considered. 



TABLE VII, CHOLERA - WORLD INCIDENCE 

1958 1959 1960 1961 1962 1963 1964 1965 1966 1967 1968 

America - - - - - - - 2 - - - 

Asia 100 584 52 611 35 057 62 509 45 751 67 363 79 001 54 725 33 779 24 167 27 852 

USSR - - - - - - - 570 - - - 

TOTAL 100 584 52 611 35 057 62 509 45 751 67 363 79 001 55 297 33 779 24 167 27 852 

REPORTED CHOLERA CASES IN MAJOR AFFECTED COUNTRIES 

1958 1959 1960 1961 1962 1963 1964 1965 1966 1967 1968 

India 66 849 14 852 14 621 47 637 27 141 51 082 53 011 42 677 13 052 12 180 18 145 

Indonesia - - 41 1 742 1 659 593 326 - 204 707 135 

E. Pakistan 21 515 29 977 12 789 2 752 3 475 5 555 3 333 1 123 3 900 962 2 636 

W. Pakistan 366 - 6 704 - - - - 21 - 100 3 243 

Philippines - - - 9 923 13 015 3 979 16 464 4 581 7 316 2 130 2 976 

Thailand 11 582 7 777 - - - 2 204 959 65 401 148 408 

Viet -Nam - - - - - - 2 900 1 084 8 353 7 921 246 

Data from Wld 11th Statistics (ex- Epidemiological and Vital Statistics) Reports. 
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Cases from India and Pakistan constituted 88 per cent, of the world total; in India the 
largest number of cases was reported from Madras and in East Pakistan from Multan. Another 
factor indicating the instability of the situation is, that prior to the recent increase in 
the disease, the seventh pandemic cholera was reported only from three to five countries and 
it is important to note that although there was no extension of the disease to new territories 
during 1967 and 1968, it is still being reported from 10 geographical areas, in many of which 
it has probably become endemic, 

Since 1964 there have been other changes in the cholera situation. Commencing in 1961 
at El Tor in the island of Sulawesi in Indonesia a new strain of cholera virus appeared, which 
had previously been endemic only in Sulawesi. This form of cholera spread to other 
Indonesian islands and later appeared in the Phillipines and Hong Kong, It then spread 
north and east reaching Korea in 1963. Finally it turned west and arrived in Iran and the 

USSR in 1965 -1966. This strain of Cholera V, is much milder than the classical cholera. In 

the classical disease the mortality amongst untreated cases was 60 per cent, to 70 per cent. 

and 30 per cent, to 40 per cent, amongst treated cases. Today with El Tor, the mortality 
with "poor" hospital treatment is five per cent, to 10 per cent, and with effective or "good" 

hospital treatment is one per cent. Fatality is usually limited to children. 

In addition to the milder nature of the disease, other factors have assisted in reducing 
the severity of its effects. Antibiotics such as tetracycline and chloramphenicol have been 
used with success and rehydration treatment has been revolutionized by the introduction of 
improved replacement fluids. There still remain logistics problems in dealing with cases in 
rural areas, such as the transport and storage of fluid containers, problems of personnel and 
organizational problems. 

Cerebrospinal Meningitis 

Cerebrospinal meningitis continues to be an important public health problem particularly 
in the dry Savannah area in Africa, Table VIII shows the number of cases reported to WHO for 
five continental areas from 1965 to 1968 and for certain selected countries where over 1000 
cases have been reported in any one year, During 1967 an outbreak occurred outside the 
meningitis belt in Africa, in Morocco, and the incidence increased in several other countries 
in Africa and Asia. The disease is present all over the world but only occurs in large 
epidemic form in the African cerebrospinal belt. Due to the lack of medical facilities, the 
fatality rate was formerly 30 per cent, in these areas, but with the improved treatment 
organized more recently it has declined considerably. From the table it can be seen that 
from 1965 to 1968 there has been little change or diminution in cerebrospinal meningitis in 

the world and more especially in Africa. Group A meningoccus, which was prevalent in Africa, 
was sensitive to sulfonamides, which were highly effective in the treatment of the disease; 
it has now gradually become resistant and the drugs which were previously effective must be 

replaced by others which are more difficult to apply. This makes public health action much 
more complicated. The disease occurs in the relatively cold period during the dry season in 

African communities which may be overcrowded, where hygienic conditions are unfavourable and 

airborne spread may easily occur. Social factors play an important part in its spread and 
since living conditions in parts of Africa are improving slowly it is difficult to expect 
much change in the incidence in the near future, Since the effective treatment with one dose 
of sulfonamide has now to be supplemented by more complicated treatment with chloramphenical 
and possibly penicillin, alternative methods must be used, and it is essential to develop an 
effective vaccine, Some studies carried out in the United States of America with the 
meningococcal vaccines based on groups other than A, have shown that there is some hope for 

the development of a Group A vaccine. 

The Diaorrhoeal Diseases 

None of the European countries mentioned the enteric fevers as a major problem, although 
one country vaccinated more than 12 million people and several others carried out vaccination 
campaigns covering up to a quarter of a million persons. For the developing countries, the 
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TABLE VIII. MORBIDITY DATA - MENINGOCОCCAL INFECTIONS 

1965 1966 1967 1968 

Africa 26 476 11 870 10 886 19 462 

America 4 943 5 170 3 328 3 730 

Asia 2 863 3 094 1 201 2 119 

Europe 9 117 8 042 8 766 10 881 

Oceania 348 445 965 911 

Total 43 747 28 621 25 146 37 103 

DATA FOR SELECTED COUNTRIES WHERE OVER 1000 CASES 
HAVE BEEN REPORTED IN ANY ONE YEAR 

1965 1966 1967 1968 

Cameroon 806 395 1 359 532 

Dahomey 74 414 847 1 222 

Mali 516 329 276 752 

Niger 4 288 947 453 2 231 

Nigeria 7 714 5 799 2 116 1 879 

Senegal 81 351 1 655 1 473 

Sudan 8 104 - 1 891 5 348 

Upper Volta 1 275 1 254 1 075 952 

United States of America 3 040 3 373 2 166 2 516 

Iraq 529 1 206 - 1 032 

Federal Republic of Germany 1 177 1 285 1 334 1 065 

Greece 216 198 374 1 064 

Italy 1 353 943 1 531 2 681 

Poland 1 011 915 1 063 1 062 

Spain 1 015 657 766 793 

Yugoslavia 1 192 1 078 1 452 1 419 

- = No data 



- 27 - 

number reporting diaorrhoeal diseases in different ways is very much the same as was recorded 
in the Third Report. In most cases, the diseases were not stated specifically as enteritis 
or dysentery, but as gastro -enteritis or the dysenteries (all forms) or other such 

designations. This reporting of the diaorrhoeal diseases by developing countries was 
mainly related to child populations. 

A study carried out by a WHO Diaorrhoeal Diseases advisory team, lasting over five years, 
mainly consisting of surveys of pre -school children in the seven countries of Ceylon, East 

Pakistan, Iran, Mauritius, the United Arab Republic and Venezuela, and published in 1966, is 

of interest. The study sought to establish the major causes of diaorrhoea and the main 
factors influencing its incidence. It was found that the main bacterial causes were the 
shiquellae. It was seen that the difficulty of securing a high detection rate by surveys 
is quite great. Although the rate of parasites in the occurrence of diaorrhoea is 
important, it seems largely to have been neglected in most of the countries. Because of 
numerous cases of multiple infection it was difficult to estimate what percentage of all 

reported diarrhoeas was due to certain types of parasite. From the extremely high infesta- 
tion rates, which left some countries with only one -fifth of the child population free of 
helminths (mainly those under the age of one year), it follows that most bacterial pathogens 
occurred in children carrying parasites of some kind, a fact which makes a correct estimate 
difficult. The action of drugs was limited as a high percentage of strains were resistant 
to anti -biotics and drugs. However, this varied from country to country. The importance 
of the ready availability of water as well as other factors of sanitation was demonstrated. 
An analysis of the data shows that, whereas basic sanitation adds only a little to the 
reduction of diaorrhoea incidence, complete sanitation can reduce it markedly. 

Generally, the epidemiology of the diaorrhoeal diseases in developing countries is 

inadequate in relation to the size of the problem which these conditions present and there 
is need for much more study and research. 

Salmonelloses is increasing in Europe with the danger of the spread of drug -resistant 
strains. The great increase in the consumption of prepared or ready - cooked foods widely 
distributed by modern distributive methods enhances the risk of extensive epidemic outbreaks 
due to salmonella. 

However, the problem in Europe is small compared to that of the diaorrhoeal diseases in 
developing countries. The world -wide serious nature of these diseases, as indicated by the 

reports from so many countries, calls attention to the need for action in this field. • Plague 
The incidence of human plague in the world shows no sign of decreasing. Vietnam 

continues to contribute more than half the total number of cases in the world. During the 
report period outbreaks of plague occurred in African countries (Democratic Republic of the 

Congo and Tanzania) and an old focus on the Saudi Arabian/Yemen border became active again 
after being dormant for 18 years. Old foci of plague in South America and Asia (Nepal and 
Indonesia) appear also to be becoming more active. Although explosive epidemics of human plague 
do not occur at present, several sporadic cases of flea -borne bubonic plague have been reported 
by some countries. It has also been reported that in some outbreaks of bubonic plague, 
secondary cases of pneumonic plague have been seen. 

Pneumonic plague today represents a great health hazard, particularly in conditions of 
overcrowding, major disasters and of war. Prevention of human plague comprises both 
emergency and long -term control. 

An emergency control programme of plague in populated areas requires: rapid suppression 
of epizootic outbreaks which are a direct threat to man; prompt isolation and treatment of 

patients on the spot; quarantine and observation of all known contacts and disinfection and 
disinsectization of human dwellings, etc. 
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The present situation of plague in the world shows that there is a need for plague teams 
on a national, regional and inter -regional basis. Training of national personnel in modern 
methods of epidemiological investigation, diagnosis and treatment of plague is required. 

Venereal Diseases 

A downward trend in the incidence of venereal syphilis was experienced in the first 

decennium after the Second World War, but it has been followed by a marked rise in incidence 
in the last ten years. Gonococcal infections particularly have become more frequent. 

Amongst other sexually acquired infections, non -gonococcal urethritis has also increasingly 
become of lay, governmental and professional concern. In spite of the continued availability 
of drug therapy, highly effective in individual cases, public health control of these 
conditions has not been achieved in the community at large, either nationally or internationa- 
lly. Governments from all over the world expressed concern and disquiet at the uninterrupted 
rise in incidence of these diseases. 

Intensified population movements by air, land and sea, the great proportion of the young 
age.-groups, urbanization and industrialization, the changing behaviour pattern of society, 
all these factors facilitate the spread of venereal disease. They outbalance the capacity 
of epidemiological case and contact control and treatment to limit the growing incidence of 
these diseases, which will increase unless new social control measures can be developed or an 

effective minimizing agent can be found. 

Leprosy 

The data available on the number of cases of leprosy at a given date or in a given period 

in the world does not represent the true situation because case -finding has not reached the 
desired level in many countries. 

In many countries, the rates of registered or estimated cases are likely to be too low 

since, in addition to lack of knowledge of the number of cases existing, there are variations 
in the criteria which different countries adopt in retaining or releasing cases from control. 

TABLE IX. GEOGRAPHICAL DISTRIBUTION OF REGISTERED, 
ESTIMATED AND TREATED LEPROSY PATIENTS (WHO 1966) 

Continent 
Number 

Registered 
Number 
Estimated 

Treated 

Number 
Percentage 

of Registered 
Percentage 

of Estimated 

Africa 1 712 132a 3 868 000 1 062 527b 62.0 27.5 

America 177 813 358 000 95 8О4c 53.9 26.8 

Asia 915 525d 6 475 000e 755 334E 82.5 11.7 

Europe 16 624g 52 000 9 973h 60.0 19.2 

Oceania 9 681 33 000 4 2911 44.3 13.0 

Total: 2 831 775 10 786 000 1 927 929 68.1 17.9 

a. No information about 12 countries. 
c. Information about 16 countries only. 
e. No information about Mongolia. 
g. No information about Romania. 
i. No information about New Guinea. 

b. No information about 26 countries. 

d. Information about 26 countries only. 
f. Information about 22 countries only. 
h. No information about Romania and USSR. 
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About 2097 million people are living in areas of the world with prevalence rates of 
0.5 per 1000 or higher and eventually they may be at risk of infection, which is obviously 

greater in the hyperendemic areas. 

It is known that amongst those who are exposed to leprosy, 20 per cent, are particularly 

susceptible and a variable number will contract leprosy. Many are already infected and 

because of the long incubation period, will show signs of the disease in different periods 
of time. Amongst child household contacts of lepromatous patients, within five years, a 

proportion between four per cent, to 14 per cent, can be expected to show signs of leprosy. 

Thus, in the near future, thousands of children will become leprosy sufferers. 

The problem of disabilities in relation to leprosy control has increased in importance 
and has received special attention in recent years. An estimate of the percentage of 
disabilities found in African, Asian and American countries showed 29.5, 40.79 and 38.85 per 

cent, respectively. This means that of the estimated total number of leprosy cases in the 
world, 3 872 000 could have disabilities. 

Fourteen countries reported that leprosy is a major public health problem. 

During the period under review (1965 -1968) countries addressed themselves to new 
concepts in the field of leprosy control or to the further development of old concepts. 
There was an increased emphasis on planning and programming in leprosy activities and a 

greater emphasis on the collection of sound epidemiological data. Priority is given to 
the treatment and thorough follow -up of infectious cases, and to the surveillance of contacts 
of infectious cases. The evaluation of leprosy programmes has been undertaken in some 
countries. Leprosy control activities are being gradually integrated in the basic health 
services of countries. 

The four years were marked generally by organizational development and a greater 
systematization of approach to the problem of leprosy. The seriousness of the endemicity 
of leprosy in relation to other diseases cannot be evaluated only in terms of the total number 
of patients or prevalence rates; the duration of the disease, the disabilities that it 

causes, and the human and social consequences to the leprosy patients, and the risk to their 

families must also be taken into account, 

The long duration of the disease, especially in lepromatous cases, the frequency and 
persistence of disabilities, the normal life span of tuberculoid, indeterminate and 
lepromatous cases and the high cost of reconstructive surgery gives leprosy a special 
position amongst diseases. 

Tuberculosis 

A number of countries indicated that tuberculosis was a serious national health 
problem, and this is reflected in the estimate that in the world today there are ten to 
twenty million cases of active tuberculosis. More than three -quarters of these are in the 
developing countries, Each year two to three million new cases occur and between one and 
two million persons die of the disease. Tuberculosis is still a major public health problem 
even though its prevalence has been greatly reduced particularly in countries which are more 
developed. 

The epidemiology of tuberculosis has been considerably clarified during recent years and 
much more is known about its distribution. For example, the age /sex pattern is very much 
the same in the developing countries as in the developed. The urban /rural incidence is much 
the same, which means that between 70 to 90 per cent, of cases in the developing countries 
will be found in rural areas. Longitudinal studies show that the pattern of disease does not 
change much in spite of active tuberculosis control measures and that the majority of new cases 
occur in persons who had been infected some years previously. Chemotherapy has made advances 
particularly with the finding that one year of effective domicilliary treatment with isoniazid 
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and para- aninosalicylic (PAS) was as good as one year in hospital with the same treatment and 

that the relapse rate is low among patients who are bacteriologically negative after one year 
of treatment. Isoniazid with a low dose of thioacetazone is as effective as isoniazid and 

PAS and costs about one -tenth. Intermittent chemotherapy to ensure that patients receive 
treatment effectively has been found to be of value. 

Immunization has benefited from the findings that pre -tuberculin testing is unnecessary 
and that BCG vaccination can confer substantial protection in a population living under adverse 

socio- economic conditions and with a high prevalence of non -specific sensitivity to tuberculin. 

The use of freeze -dried BCG vaccines and the attempts to improve the effectiveness of BCG 
vaccine have been of value. 

Systems Research Analysis has shown in a management study by WHO, using linear program- 
ming techniques, that in a standardized national tuberculosis programme, in simulated 
conditions, most developing countries, in order to make the best possible use of the limited 
staff available for tuberculosis control, would have to spend as much as 40 per cent, of the 

tuberculosis budget on drugs and vaccines. In many existing budgets, however, it would seem 
that less than 20 per cent, is so used. 

A major development during the period 1965 -1968 has been an increasing integration of 
tuberculosis services into the general health services of countries. 

In consequence of these and other studies, it has been concluded that a national 
programme must satisfy four basic requirements. Epidemiologically it must be on a country- 
wide and continuous basis, Sociologically it must be adapted to and satisfy the existing 
needs of the population, before it creates new ones. Administratively, the specialized 
tuberculosis services must be integrated into the general health services and economically, 
the programme must be such that it can be applied on a national scale with the available 
resources. 
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CHAPTER IV 

OTHER IMPORTANT MORBIDITY FACTORS 

In this chapter, the chronic and degenerative diseases, nutrition, accidents and dental 
health are considered. They are analysed both as they are presented by countries as problems 
and in the context of world trends. 

Chronic and Degenerative Diseases 

In the Third Report on the World Health Situation, mention is made in the Summary and 
Conclusions that the increased longevity of human beings was beginning to create a difficult 
situation in many developed countries. Because of the age structure of their populations, 

it was an issue which the emerging countries escaped. The care of the aged was certainly 
receiving much greater attention in Europe and North America and many countries included it 

in their list of priorities. In each country, provided that the necessary financial 
resources were available, the difficulties appeared likely to be resolved in accordance with 

national traditions and practice. Yet, it was considered that there was scope for more 

research into the inescapable phenomenon of ageing and its inherent problems, physical, 

psychological and social. There was also the administrative aspect of the co- ordination 
of the various supporting services. 

The information presented by governments in response to the questionnaire on which the 

Fourth Report is based, confirms that the problem in many developed countries is increasing, 
and that other countries which are fast developing and are becoming industrialized, are also 

experiencing an increase of chronic and degenerative diseases and their accompanying problems. 
There is also a tendency to widen the scope of the control programmes which hitherto have 

been mainly concerned with cardiovascular diseases and cancer, and to include diabetes, 
diseases, and sensory 

and chronic rheumatic disorders and mental diseases. 

The influence of socio- economic conditions on the incidence and prognosis of chronic 

degenerative diseases, of occupational and educational factors and particularly of age, is 

important. As regards age, Table III, Chapter II indicates broadly the age distribution 

of populations in different parts of the world. However, some supplementary figures might 

be presented. For example, in France, between 1960 and 1968, the population over 65 years 

of age increased from 5,48 millions to 6.68 millions. Of the female population, 16.2 per 

cent, were over 65 in 1968. In the United Kingdom, in England and Wales, the increase was 

from 5.45 to 6.13 millions and the percentage of females over 65 was 15.3 per cent. In 

Belgium, the numbers rose from 1.09 to 1.26 millions, in Germany from 6.02 to 7.46 millions, 

and in Poland from 1.76 to 2.49 millions. In the United States of America, the population 

aged over 65 years rose from 16.20 millions to 18.79 between 1960 and 1968, in Mexico from 

1.19 to 1.56 millions, and in Canada in the same period from 1.35 to 1.57 millions. Since 

the United States of America, Mexico and Canada have much larger proportions of the popu- 

lation in the 0 - 14 years age group, the percentages in the 65 years plus age group in 

relation to the total population are less. Whether in the more acute form in the developed 

countries or in a less pronounced form in the developing countries, the increased longevity 

of people is a factor in the population increase and will have a greater importance in the 

future as regards the pattern of medical care and its medico -social implications. 

A problem which is becoming more apparent is that of the amount of chronic illness in 

middle -aged employed persons. This causes a serious loss in industry and it is not clear 

whether the health services of countries are adapted to deal with it. Ideally, a man or 

woman should, throughout a working life, be in a state of good health both physical and 

mental. Where disease appears in late middle -age, it may have begun or had its origin in 

causes which existed at an earlier age. Screening methods to detect those at risk or the 

causes of ill- health, are being studied in a number of countries. 
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The stress of life, rapidly changing tendencies in social and cultural fields, and 

accelerated urbanization have created new and complex problems for the health of the people, 
causing a marked increase in the number of patients attending the mental out -patient clinics 
and a sharp increase in the consumption of tranquilizing drugs. 

Some cardiovascular diseases, arterial hypertension, rheumatic heart disease, cerebro- 
vascular lesions and certain congenital malformations, are commonly found everywhere, though 
each may differ in clinical manifestations, etiology and pathogenesis. Others, such as 
coronary heart disease, the Chagas' cardiopathy and cardiopathies of unknown etiology, are 

found in certain geographical areas or among identifiable population groups. Indications 
that ischaemic heart disease is occurring nowadays in younger age groups, and the presence 
of ischaemic heart and brain disease with atherosclerosis as the underlying lesion in 
certain social sections of the population in developing countries, show that these conditions 
are becoming a universal problem. 

Within recent years a total of 46 collaborating laboratories and cardiovascular research 
and training centres situated in twenty -four countries have been engaged at one time or another 
in carrying out research projects on a contractual basis with WHO or with assistance provided 
to individual research workers. This is in addition to a vast amount of cardiac research 

carried on in national institutes, universities and other centres. 

Cancer in developed countries is regarded by many as their major health problem. In 

the countries in transition towards development and in some countries which are less developed 
it is already being recognized as a growing health hazard. World morbidity and mortality 
figures for cancer, apart from cancer of the lung, have shown little change during the review 
period 1965 -1968. Cancer of the lung has continued to increase and the mortality rate is 
continuing to rise. 

There has been no large -scale change in basic research and no marked advance in treatment. 
Several advances, however, have been made during the period under review. There is an 
increased interest and activity in the early detection of cancer, mainly in the developed 
countries which have accurate morbidity, mortality and census figures available and where 

cancer registries exist. Many of these countries have an appreciation of their problem 
and in Japan, for instance, where the incidence of cancer of the stomach and uterus are 
relatively high, the government has started a mass examination campaign using mobile units 

equipped with indirect photofluorography. Many countries are organizing or have organized 

screening programmes for the early detection of cervical cancer. Another advance, though 

small, is an increased understanding of the role of immunology in cancer. A growing 

knowledge of the relationship of virus infection and cancer has been gained, though again, 

this is yet small. Advances in molecular biology have opened up many new possibilities for 

a better understanding of carcinogenic mechanisms at the cellular level. Epidemiology has 

contributed to the identification of carcinogenic stimuli in man, thus providing the rationale 

for modern experimental chemical carcinogenesis. 

The importance of the last two factors and of exploiting the field of environmental 

biology is emphasized by some further considerations. There is evidence that exogenous 

stimuli play a major role in over 80 per cent, of malignant neoplasms in man. Many new 

chemicals are being synthesised each year for use in industry and medicine, and only a few 

of them are adequately tested for carcinogenicity. Since the extrapolation to man of 

carcinogenic activity observed in experimental animals is a highly complex operation, 

experimental testing needs to be closely integrated with environmental field studies. 
Governmental and international organizations will be increasingly required to make decisions 

regarding the utilization of therapeutic or chemical compounds, sometimes in the absence of 

adequate supporting data. Society will increasingly have to live with situations involving 

calculated risks. 
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Although most causes of human cancer are environmental, sufficient information is not 
available regarding the levels of environmental carcinogens to correlate them with the 
incidence of cancer. In view of the long latent period of human cancer, it will be necessary 
to evaluate the whole carcinogenic load borne by the group or the individual and to correlate 
it with cancer morbidity in selected geographical areas over at least a decade. While the 
demonstration of differences in incidence of cancer between different population groups and 
different countries remains the keystone in the search for etiological factors, the available 
data from all continents show considerable inadequacies. Where observational studies on 
different human population groups are necessary, some type of formal collaboration is essential. 
ire collaboration of international co- ordinating research centres will be of particular 
benefit to countries where the increased expectation of life has led to new problems related 
to the diseases of the older age groups, such as cancer and the cardiovascular diseases in 
which the basic knowledge for control is lacking, or where the importance of investigating 
without delay the potential chronic toxic effects in man of the modern environment and its 
pollution is necessary. 

The International Agency for Research on Cancer, established at Lyons in 1966 with nine 
participating states is an example of such a centre for co- operative research. 

While it might be said that no large -scale change has occurred in basic research in 

cancer, there is greater clarity in definition of the world problem of cancer, in the formu- 
lation of programmes and the creation of instruments to carry out these programmes and to 
co- ordinate collaborative research. With these advances and these beginnings, the future 
presents increased hope. 

As a concomitant of material development and since social and environmental factors are 
so much concerned, the social and degenerative diseases must create an uncertainty in men's 
minds on aspects of an ecology which is evolving and which affects man's existence. As 
regards the vast amount of ill- health they cause, they challenge the nations to secure for 
all people the good health and vigour necessary for happiness, so long as life and the will 
and capacity to enjoy it, lasts. 

Mental Health poses problems for countries all over the world, but references in reports 
to the various conditions categorized under this heading come mainly from the developed 
countries. This fact high -lights a feature of mental diseases, which is lack of accurate 
knowledge on their national incidence. In developed countries as services are provided, 
more and more people come forward to avail of them. On the other hand, industrialization, 
urbanization and the stress of modern living may have been responsible for causing an increase 
in mental diseases amongst those who just cannot cope. 

There is a lack of agreement on the classification of mental conditions, little knowledge 
on the pathogenesis of some mental disorders and a difficulty in comparison on the situation 
in different countries or even in any one country at one particular period or from one period 
to another. Social factors obviously influence the occurrence of mental diseases in a 

community and there is insufficient knowledge on such influences. All these difficulties 
have existed during the period under review and there has been little change in world know- 
ledge or in finding solutions. There is a need for an increase in international collaborative 
research in this field. 

A further subject on which more light is needed is the evaluation of the effectiveness 
of services. Vast amounts are spent on the care of the mentally ill and different countries, 
in treating or caring for patients may develop different types of services. It is important 
to be able to devise methodologies for the assessment of the value of these services so that 

international comparisons can be made and countries may be enabled to learn from one another. 

While age changes in the population will increase the significance of chronic and 
degenerative diseases as major national health problems they are not the only factors. 

Industrialization, urbanization and a multitude of stress factors will also play a part. 
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Nutrition 

In the Second Report on the World Health Situation, 33 governments expressed concern as 
to the nutritional state of their people or of some of its groups and in three countries it 

was regarded as the most important public health problem. The Third Report presented similar 
expressions of opinion from very much the same number, and again three countries regarded 
malnutrition as undoubtedly the most important health hazard with which they had to contend. 

In the Third Report, it was stated that the most important and widespread disorders of 
malnutrition were protein calorie deficiency disease, hypovitaminosis A, nutritional anaemias 
and endemic goitre. It was estimated that between one and 10 per cent, of infants and 
children in many developing countries suffer from grave forms of protein calorie deficiency, 
with a case mortality of between 10 and 20 per cent., even when given appropriate medical care. 
A fairly large proportion of these children, particularly in South -East Asia, also suffer from 
hypovitaminosis A, leading to partial or complete loss of vision. The consequences of 
nutritional deficiencies in young children were often precipitated and aggravated by infection: 
there was sufficient evidence to show that respiratory and gastro -intestinal infections act 
synergistically with malnutrition to produce more severe forms of illness, than when acting 
alone. Indeed, this was evident from the high mortality among children up to four years 
which was reported from most developing countries. Furthermore, behind this established 
and recorded morbidity and mortality, there was a vast body of subclinically malnourished 
children, whose number it was impossible to estimate. 

There has been little major change in the nutritional status of the populations of many 
developing countries, particularly those with large child proportions, during the period under 
review for the Fourth Report. 

Protein -Calorie Malnutrition (PCI). It is now about 10 years since the concept of 
protein -calorie malnutrition or more properly, protein -calorie deficiency disease, became 
known and accepted. This concept was introduced in order to emphasize that kwashiorkor is 
not the only clinical end result associated with protein deficiency in young children, since 
nutritional marasmus is also a very common clinical feature of protein deficiency associated 
with calorie deficiency. In addition, kwashiorkor and nutritional marasmus are only extreme 
cases and the term protein -calorie malnutrition also covers lesser manifestations of the 
deficiencies, which obviously are much more frequent. Kwashiorkor is only applied to extreme 
cases of malnutrition, in which frank oedema is the outstanding feature. Nutritional marasmus 
is applied only to cases of extreme wasting. PCI covers the whole range of manifestations, 
including mild and moderate forms. 

In a series of hospital and out -patient surveys carried out in recent years in a large 
number of countries, it appears that nutritional marasmus is becoming far more frequent in 
hospitals (particularly in children from urbanized areas, although sometimes also in rural 
areas in some geographical regions) than the acute form of kwashiorkor. However, this is 

not a universal rule. An important finding is the extremely high mortality due to mal- 
nutrition which is registered in many hospitals in developing countries. The whole question 
of treatment of protein -calorie deficiency diseases in severe form in hospitals requires more 

study since there has been little advance in the last decade. 

To give accurate figures on the prevalence of kwashiorkor and nutritional marasmus in 
terms of point prevalence is difficult since the two diseases have a different time dimension. 

Kwashiorkor is an acute and severe disease and if the child affected does not receive medical 

attention it dies within a few days or weeks. When a child is treated and survives, he 

recovers rapidly and no signs of severe kwashiorkor can be found a few weeks later. In 

nutritional marasmus, however, the child may carry on for several months without significant 
change if no medical attention is given. The turnover of kwashiorkor cases in a hungry 

community is therefore significantly higher than that of nutritional marasmus cases. 
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The prevalence of moderate cases of PCI is extremely difficult to estimate, but from the 
public health point of view it is even more important to identify than the presence of severe 
cases. In a series of surveys in the developing countries, completed in 1966, the presence of 
moderate PCI ranged from 4.4 to 5.7 per cent, amongst child populations. Since the criteria 
used in the different surveys varied greatly, no exact conclusions can be drawn from these 
studies save to conclude that this is a great and serious world problem. 

A further indication of the prevalence of protein -calorie malnutrition is the proportion 
of children below 60 per cent, of a reference weight. In the first year of life there is 
little or no difference between the weight of children in developed and developing countries, 
but at later ages there are large differences. While there have been improvements shown in 
longitudinal surveys in many countries, the developing countries still have a very much 
higher proportion of children below 60 per cent, of a reference weight than the developed 
countries. 

Since protein -calorie malnutrition plays a large part in the high mortality rates among 
children in developing countries, the death -rate between the ages of one to four years is an 
important indicator of the nutritional status of a community. 

To summarize, the enormous magnitude of the PCI problem in the world, even in the most 
inexact terms, it can be said that in 1966, out of the estimated 667 million children in 
the developing countries, 269 million are malnourished, and that of the 815 million children 
who will be in the same age group in 1975, if present conditions persist, 329 million will 
not receive enough food. 

The importance of exact definition of the PCI problems for countries and the need to 
secure the information on which to base action has been widely appreciated by countries, 
A series of survey manuals has been produced and the latest, based on the anthropometric 
appraisal of trends was published in 1968 by WHO, 

Interaction of Infection and Nutrition. During the period 1965 -1968 one of the most 

important advances in the field of nutrition has been an increased appreciation and under- 
standing of the interaction between nutrition and infection. Disease, particularly the 
communicable diseases, are very much more severe in an undernourished person and clinical 
nutritional conditions are often precipitated by infection. 

Among clinically malnourished populations living in unhygienic surroundings in 
developing countries or in impoverished areas of industrial nations, neither malnutrition 
nor infection can be considered separately. The malnourished child dies of infection 
because he lacks resistance, not only to primary infections but to secondary complications 
which would not be of major consequences in the well-nourished child. Yet malnutrition 
does not appear as a common cause of death in vital statistics. Studies have shown that 
significant nitrogen losses occur not only in diarrhoea and measles, but also in children 
with tonsilitis, bronchitis, sinusitis, otitis media, staphyloccocal abscess and smallpox 
vaccination. Probably all infections, even if asymptomatic, result in increased urinary 
nitrogen loss, mainly as urea. When adequate protein is consumed, no physical harm is 
done, but in persons living in protein deficient states, the effect can be devastating. 

Few realise the magnitude and frequency of infectious stress in pre- schoolchildren in 
developing countries. Half of the children under five years of age in a Central American 
community may have had 10 or more attacks of diarrhoea during their lives and some may have 
had as many as five or six in a single year. Respiratory, staphylococcal and streptococcal 

infections as well as common communicable diseases occur so frequently that few days of 

normal metabolism are left in the first few years of life of most pre -schoolchildren in 

developing countries. It is not surprising that these children fail to grow during this 

period and that many of them succumb to kwashiorkor or to one of the many infections. If 

they survive, their physical growth being retarded, it is increasingly evident that mental 

development and learning are also impaired. The growth failure and the high mortality of 

children in developing countries is due to the synergism of malnutrition and infection, 
rather than to either alone. 
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Nutritional Anaemia was defined by a WHO Scientific Group in 1967 as a condition in which 
haemoglobin is lower than normal due to a deficiency of one or more essential nutrients, 
regardless of the cause of such deficiency. To date, studies on nutritional anaemia in India, 
Israel, Mexico, Poland and Venezuela, using standard methods, indicate that the prevalence in 
pregnant women in different parts of the world can range from 21 per cent. to 80 per cent. 
However, studies of the levels of serum iron, vitamin Вl2 and folate in the blood shown that 
the deficiencies of these nutrients may be even more frequent. In all types of nutritional 
anaemia there is reason to believe that underlying malnutrition, together with parasitic 
infections or intercurrent disease or infections are the responsible causal factors in most 
places. 

Endemic Goitre is still widespread and almost 200 million people living in mountainous 
and submontane regions with soil and water iodine deficiency, suffer from the condition. 
Several countries have mentioned endemic goitre as a serious public health problem and in 
many others it is known that the use of iodised salt has achieved excellent results. The 
use of a single injection of iodised oil in the control of endemic goitre is being studied 
in the Americas and a reference laboratory and training centre for iodine determinations in 
endemic goitre prophylaxis has been established in Chile. 

Rickets has been found to be a considerable public health problem in some subtropical 
countries and Canada reports that it is still present amongst low socio- economic classes in 

some ethnic groups. It is also to be found in North African countries. 

Nutrition in the Health Services. In some forty countries, governments have established 
nutrition units in central health departments or are strengthening in one way or another, the 
nutritional sectors of their health services. 

The assistance which a trained nutritionist can provide and the influence which such an 
officer can exert on health terms is very great. Nutritionists are particularly necessary 

countries when the effects of malnutrition, parasitism and infection exist and 
where the nutrition component as a causal factor must be identified and dealt with. 

The training of nutritionists is of importance and nationals can be trained in many 
internationally sponsored centres which complement the facilities offered by universities, 
Such training can fit them to participate in public health work as members of the health 
team and to influence health activities. 

Food. It is desirable to comment on developments in the food situation in the developing 
countries. The production of foodstuffs is increasing in the world and countries such as 

Thailand and the Phillipines have now an export surplus, although some years ago they were 
in deficit. India and Pakistan are on their way to self -sufficiency. Even though the 
levels of consumption in these countries are low, nevertheless the situation, in spite of 

population increases, is more hopeful today than it was some years ago. The increase in 

productivity, in addition to greater efforts by food producers and to the increased use of 
fertilizers, irrigation and other means, is also due to the use of new varieties of cereals 
with greatly enhanced yields which are now beginning to have an impact. The use of the 

"miracle" varieties of wheat and rice has brought about what has been called the "Green 
Revolution ". Modern technology is responsible for the production of unconventional sources 
of protein from petroleum, for example. The pilot plant at Leyera, near Marseilles in 

France, will produce 16 000 tons of protein concentrates annually, and other plants are under 
construction. Other sources of protein are being developed from oleaginous seeds, soya beans, 
fish and yeasts. Conventional sources of protein from vegetable proteins, legumes and cereals 
are likely to yield very much greater and improved supplies in the near future. The intro- 
duction of the "opaque -2" gene increases the lysine content of corn from 2 gm. to 3.4 gm, per 
100 gms. of protein, representing a 75 per cent, increase in the nutritional value of the 
protein. Food supplies donated by countries under the World Food Programme are being 
increased and this authority is expanding its efforts in the field of health nutrition pro- 
duction particularly through school meals programmes. In 1969 the commitments of the WFP 
will amount to US$ 332 million, having grown from US$ 88 million in 1967. Efforts to improve 
the marketing and distribution of protein rich foods are being intensified. 
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Accidents 

Road accidents or traffic accidents involving death or injury, are being increasingly 
mentioned by the countries which reported. Eleven countries listed them as amongst their 
major health problems. Like pollution of the environment, traffic accidents are part of 
the price a country has to pay for its transport. Accidents are related to affluence and 
development, to congestion on the roads, to the temperaments and driving skills of people, 
as well as to their observance of the law. In recent years the incidence of road accidents 
has increased enormously. The greatest number of accidents in the developed countries occur 
during the summer months, are most frequent on Saturdays and Sundays and most accidents occur 
between 4 p.m. and 5 p.m. About one -third of all people killed are pedestrians and more 
than half of the 8117 pedestrians killed in the USA in 1965 were under 14 or over 65 years 
of age. Alcohol, drugs, fatigue, age and other factors play a large part in the causation 
of accidents. The weekend driver or maladjusted persons play a disproportionately large 
role. Of all road accidents occuring, a shortcoming in the human or host element is most 
often the causative agent. Efforts to provide for the greater safety of automobiles, and 

efforts to improve roads are aimed at reducing the risks caused by the agent (the automobile) 
and the environment (the road). 

In the period under review there has been no improvement and no break -through. 
Accidents are increasing in number, even with the assistance of new communications media to 
inform the public, with vast sums being spent to provide safer roads and with the increased 
safety of automobiles. The factors of more people driving more motor -cars, of tension, 
stress and speed, of the conditions of affluence and a fatalistic acceptance of risk have 

so far defeated all efforts to bring about a major reduction in road fatalities. 

Like other epidemics or adverse environmental conditions, road accidents need not be 
accepted as something to be tolerated. Research, education and the application of both 
modern preventive technology and good sense will eventually solve the problem. However, 

to achieve a solution constant pressure must be maintained on the public to provide the 
resources to deal with the problem and leadership should be supplied by public health 
administrations in this field. 

Accidents in the home fall into four main categories: falls, accidental poisoning, 
accidents by fire or the explosion of combustible material, and accidents by hot substances 
or corrosive materials. There are no recent published statistics available on an inter- 
national basis, but in 1960, figures published for 14 developed countries showed that they 
caused more deaths than road traffic accidents. 

In the developing countries they form by far the largest proportion of accidental deaths. 
The largest numbers of deaths from accidents in the home are due to falls. Females, as 

might be expected, die in larger numbers than males, from home accidents. The numbers of 

such accidental deaths seem to be increasing but the statistical information available is 

scanty, except for a few countries. The size of the problem is such that it requires 
urgent attention and in this, the health authorities of countries can give a lead. 

With the ever -increasing number of active participants in sport, the danger of accidents 
is growing. In addition many fast -developing sports involve a risk -element, which increases 
their excitement both for participants and spectators. There is little known about the 

extent of these accidents, but occasionally a situation arises, as in professional boxing, 

where public concern is aroused. In water sports, most deaths from drowning could be 

prevented and in this sector, whether by teaching schoolchildren to swim or the provision 

of safe bathing places, or by other means, less young people will be lost. Study of the 

pattern of sports deaths or accidents in a country and the adoption of simple preventive 
measures, will save lives. 
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Industrial accidents occur under a very large number and variety of circumstances. 
Conditions leading to such accidents are grouped under the following headings: of unguarded 
machinery, defective equipment, poor hygienic conditions of places of work, hasty work, 
ignorance of risks, violation of safety rules. Usually there are a variety of causes 
involved rather than a single factor. Mining underground coal has the highest frequency 
rates and severity rates for accidents. Construction work, cement and chemical manufacture 
are also industries with high rates. Industries such as textile manufacture or food and 
leather production have much lower rates. In analyzing the reports of countries which have 
mentioned accidents, as a serious health problem, it is seen that the majority are the 
developed countries. 

The annual death rolls from accidents of all kinds and the vast numbers of persons who 
are partially disabled or who suffer injuries, the cost in distress, the financial costs 
and other features should serve as a challenge to prevent these deaths and injuries. When 
countries present accidents as serious problems they perform a service in calling attention 
to these unnecessary and preventable fatalities and injuries. 

Dental Health 

In dental health, there have been no great advances during the review period. 
Fluoridation has been slow to be accepted, although 11 million people living in major 
cities in the USSR are now utilizing water supplies which have fluorine added to prevent 
dental caries. The utilization of dental auxiliaries, the concept of the dental health 
team and of dental public health are being increasingly accepted by countries, although in 

terms of the world's population, the numbers covered are still small. In research, there 

is a collaborative effort all over the world to defeat dental caries and such lines of 

research as the use of enzymes to dissolve dental plagues or the use of plastic adhesives 
to cover defective teeth surfaces may cause a breakthrough. The problem of inadequate 
dental personnel in the developing countries is an urgent one but as yet no solution is in 

sight. 

• 

• 
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CHAPTER V 

ORGANIZATION OF THE PUBLIC HEALTH SERVICES AND 
NATIONAL HEALTH PLANNING 

1. Organization of the Public Health Services 

The Report period of 1965 -1968 has been characterized by great activity and change in 

the organization and administrative characters of health services all over the world. Almost 
50 per cent, of the reporting countries mentioned significant developments in this field. 

These changes cover a wide range. In some countries they represented vast reorganization 
of the national health services. Examples of such major changes were noted in: The United 
States of America where the Department of Health Education and Welfare was expanded and given 
three operating health components of: health and mental health administration; the consumer 
service and environmental health services; and the National Institutes of Health; - Honduras, 

where integration of all health services at regional and local level was undertaken, commencing 
with health centres and hospitals; - Poland, where there was reorganization of out -patient 

care, based on a new law in 1967; - New Zealand, where the Ministry of Health is rationalizing 
and re- adjusting its local administrative structure. 

In other countries new public health services were organized, covering activities in the 
fields of mental health, environmental health and hospital development, and others. Ten of 

the countries have embarked on programmes of decentralization and the United Kingdom is 
preparing to unify its Hospital and Specialist Services, the general medical services and 
the local authority or Public Health Services under Area Boards. 

The general trend has been to develop better systems of co- ordination and to ensure 
closer links between the agencies responsible for providing health services and those 

responsible for the preparation of the required professional and auxiliary health manpower. 
This has been achieved through the establishment of new training, planning and research 
institutes or the reorganization of existing institutions to serve as health development 
institutes at the national level. 

Another significant trend has been to relate ministries of health to welfare or other 
such administrations. Twenty -two ministries from reporting countries have functions in 

social assistance or social security, population, social affairs, community development, 
labour, rural affairs, or social affairs, and include such features in their titles. This 
tendency to relate health administrations with social welfare is growing in view of the 
increasing recognition of the important inter -relationship between health services and social 
welfare services. 

Countries with well established health services are reviewing or evaluating their results 
as in Australia and Canada. Small countries or island states are collecting materials or 
setting up organizations to do so, with a view to future national health planning. 

The logistics of the delivery of preventive and curative medical care has received 
increased attention during the report period. There is evidence of an increased sophistication 
in administrative practice and the utilization of modern management techniques in the 
organization and extension of integrated national public health services within the limits 
of available human and material resources. 

Irrespective of size, political form of government or resources, there is a world -wide 
adoption of the tiered system or hierarchical or pyramidal form of health service. This has 

evolved over the years and, with local variations, is being perfected universally as a network 
of peripheral, intermediate and central health establishments, staffed by adequately trained 
professional and auxiliary personnel capable of performing effectively a group of functions 
essential to the health of the people. In most of the countries where this system has been 
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adopted, the central level is responsible for policy and decision -making, the intermediate 
level for supervision and technical guidance, while the local level is responsible for 
execution. . 

However, success in building up of health services well adapted to local situations can 
only be attained by applied health practice research and the evaluation of performance which 
must be undertaken by the national health authorities in collaboration with universities 
and specialized institutions. The period under review witnessed a growing interest and a 

trend in this direction. 

2. National Health Planning 

Interest in health planning originated in the First Report where reference was made to 
"long -range planning" and to "short -term independent programmes ". 

The latter were regarded as dealing with special needs or situations, as for example 
the control or eradication of malaria or yaws, or the establishment of a co- ordinated system 

of maternal and child care. Short -term programmes of this type were liable to have only a 

temporary or limited degree of success unless they were associated with permanent or basic 

health services with wide coverage of the population or were brought within the domain of a 

long -range national plan. 

Long -range planning was described in the First Report as a new activity which would 

ultimately become part of the normal function of national health authorities. It began 

primarily as a means of promoting economic development as for example in the USSR following 

the Revolution, and in a number of other countries after the Second World War. Subsequently, 

it had been extended to include the development of the health services as an essential part of 

the economic and social system. In several instances a health plan, usually limited in scope, 

but sometimes comprehensive, had been incorporated in the five -year overall development plan 
of a country. 

Considerable attention was given to national health planning in the Third Report, where 

terms were defined, different methodologies were examined, examples of planning were presented 

and a world conspectus of the "planning" countries was given by regions, with details of 

their progress. 

During 1961 -1964, 75 countries undertook national health planning activities with plans 

either completed or in preparation. 

With greater experience gained since then, it became evident that the mere making of 

plans is not sufficient, that plans for health must be formulated within the context of 

national social and economic planning and that the relationship between different planning 

groups, the justification for programmes, the implementation, evaluation, feed -back and a 

great number of other features in planning must be considered. It became obvious that 

planning must be regarded as a rigorous discipline, that it is a continuous process, and that, 

as a form of social architecture or engineering, it must represent a dialogue between the 

constructors and the people served. On the one hand, planning is an allocation of scarce 

resources and, on the other, by foregoing benefits now, it is an investment in the future. 

Not to plan, is to plan by default and to enjoy whatever benefits, however meagre, are available 

now, regardless of the future. Experience shows that plans imposed from above do not work, 

plans must also grow up from the grass roots in the form of successful projects and programmes 

and, what is even more important, must be adjusted in response to feed -back from the population 

served. 

These statements represent, although simply expressed, the growing sophistication and 

sense which is now being brought to bear on planning by the countries reporting. 
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There is, today, a more careful diagnosis, an effective building up of administrative 
machinery, a cultivation of relationships, a clear determination of objectives and generally 
a more realistic approach. 

National health planning has been the special subject for technical discussions at the 
World Health Assembly and at a number of WHO Regional Committee Meetings during the review 
period. 

Efforts have been made to evaluate the different methods in use in different continents 
and national health authorities are convinced that methodologies have to be readjusted before 
they can be used by countries at different stages of social and economic development. 

One of the main difficulties in planning in developing countries is the manpower aspect. 
As different patterns of manpower were developed in the past and as the statistics on human 
resources are far from adequate, the development of new types of personnel for health teams 
and the building up of statistical information on the subject are important features in 
planning. In many countries new health legislation is a prerequisite to planning. 

The question of manpower has certain common characteristics, namely the need for 
definition of policy and for dissemination of information, and the collection of knowledge; 
the need for a system of minimum but accurate statistical data for a continuing estimation 
of the manpower situation; the need for research into the methodological aspects of a 

comprehensive approach to manpower planning. 

By the end of 1968, 38 countries in the African Region were reported as having formulated 
plans for economic and social development and in 31 countries these plans contained a health 
component. In many cases, however, these health plans are not clear -cut, itemized, 

quantitative aid comprehensive plans. It is also a fact that the majority of these plans 
have not been implemented. 

In the Region of the Americas, the planning process has been an important feature for 
many years, and almost all countries in this Region have engaged in some form of health 
planning, ranging from sectorial health plans included in the overall national development 
plan, to long -term strategies with a 20 -year prospective. Very often, however, these plans 
only represent a collection of projects or a statement of goals and objectives. In all 

seven governments have formulated comprehensive health plans integrated with the overall 
social and economic development plan. A study was begun in 1968 of the political systems 
in Latin American countries to delineate the political environment in which national health 
plans are currently formulated and which will include identification of the variables 
influencing political decisions and affecting health planning. This study should improve 
the planning process and ensure that plans are more realistic and feasible. 

The countries of the South -East Asia Region have been very active in national health 
planning since 1964, but interest in planning is very much older, particularly in India, 

which was one of the first countries in the world to plan on a large scale. Seven of the 
nine countries in this Region have an economic and social development plan. The majority 
of these plans contain a health component, although many of them are only loosely related 
to the overall development plan, and are only implemented in part. 

The socialist countries of the European Region have been engaged for many years in health 

planning as an integral part of planning for economic and social development. This planning 
activity covers sometimes a series of five -year plans. In the non -socialist countries, 

economic planning has evoked great interest. Where any form of national health planning 
exists, it is not necessarily associated with the overall planning. In the majority of 
cases, health planning has been done on an immediate and ad hoc basis. Several countries 
are developing long -term programmes for certain health fields, for example the reorganization 

of their hospital services, which will be complementary to national health plans. 
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The governments of the Eastern Mediterranean Region have, to an increasing extent, 
been undertaking health planning in association with national social and economic development 

planning. Nine countries in this Region have prepared health plans of this type. In some 

countries, the national health plan has been prepared in association with the social and 

economic development machinery and has been given a definite place within the priorities 
fixed for the overall development. In other countries, however, the health sector is not 

a fully integrated component of the overall national plan, and the objectives of the health 

plan are stated in general terms, without a clear estimate of needs and an itemization of 

resources. 

In the Western Pacific Region most of the countries have social and economic development 

plans. National health planning is regarded as an essential function of most of the 

governmental health departments in the Region. Nine such plans have been prepared, most of 

them in collaboration with the national development planners. The implementation of these 

plans has, however, had a limited success. 

Training programmes in national health planning for national planners, university 

educators and others are a vital factor in developments in this field and the report period 

saw the beginning of this activity, which is expanding rapidly. Four regions have already 

started training courses and the Region for the Americas had held eight such courses. The 

possibility of an increased exchange of expertise between regions must be encouraged as 

well as an increased exchange of documentation. Finally, there is a need for further 

integration and co- ordination of health planning, health economics and evaluation - into 

the planning process. 

To conclude, National Health Planning during the report period whether as an attitude 

of mind or as an approach to problems in public health, as a development process or as a 

methodology, has shown a remarkable advance. As a structural development in health 

administrations it is one of the most significant global advances in the years between 

1965 and 1968. 

• 

• 
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CHAPTER VI 

MANPOWER, EDUCATION AND TRAINING 

During the period 1965 -1968, there has been an increasing interest in manpower as an 

essential factor in the promotion and development of the health of the world, and countries 
showed a growing concern with the situation. Accordingly, a somewhat detailed analysis of 

the problem will be presented. Table X gives the world figures for doctors, dentists and 
trained nurses for the years 1960, 1964 and 1967 (or latest year available). It will be seen 
that there are more than two million doctors in the world, 430 000 dentists and 3.6 million 

nurses. . 

During the eight year period 1960 -1967, there has been an increase of nearly half a 

million doctors, with an annual increase of approximately 60 000, an increase of approximately 
70 000 dentists, with an annual increase of about 9000, and an increase of 1 099 000 nurses, 

with an annual increase of nearly 140 000. 

The distribution of the increase of doctors was 7000 in the African Region; 100 000 in 

the Americas; 279 000 in the European Region; 20 000 in the Eastern Mediterranean Region; 
24 000 in the South -East Asian Region, and 26 000 in the Western Pacific Region. 

Dentists increased by 200 in the African Region; 17 000 in the Americas; 44 000 in the 
European Region; 1800 in the Eastern Mediterranean Region; 900 in the South -East Asian 
Region and by 6000 in the Western Pacific Region. 

Fully trained nurses increased by 25 000 in the African Region; 440 000 in the Americas; 
494 000 in the European Region; 10 000 in the Eastern Mediterranean Region; 19 000 in the 
South -East Asia Region and 111 000 in the Western Pacific Region. 

The distribution of figures for these three professional categories reveals the great 
inequality of the manpower supply in the six regions of WHO. Inside the groupings, it is 

clear that the relatively large numbers of doctors, dentists and nurses in the Western Pacific 
Region is due to Japan and Australia. Of the 177 000 doctors in that Region, 125 000 are in 

these two countries, 40 000 of the 55 000 dentists and 325 000 of the 397 000 nurses. The 
table shows that growth is slowest in those Regions which already have the smallest numbers 
and which have the greatest needs. In the African Region many of the doctors and nurses are 

expatriates. The table shows the need to increase the number of trained professional personnel 
in the developing regions of the world. Specific problems, like the small number of nurses 
in the Eastern Mediterranean Region, are also apparent. 

In Chapter II, the Statistical Review, some idea is given of the population increases for 
different regions and the age structure of populations. When this is related to the numbers 
of doctors and to doctor /population ratio during the period 1960 -1967, as shown in column 3 of 
the Table X, further information is available on the rate of progress in the provision of man- 
power adequate to staff health services. 

In 1960, there were 1 576 000 doctors in the world, and related to the total world 
population there was one doctor to 1450. This doctor /population ratio is accepted as a 

general but rough indicator of the development level of health services, In 1960, the 
16 000 doctors in the African Region meant one doctor to 11 850 inhabitants. In 1967, with 
23 000 doctors, and in spite of the population increase, the ratio had improved to one to 
9700 inhabitants, a rate of progress which is far too slow, bearing in mind the number of 
expatriate doctors in that region. In the Americas, the ratio was one to 1070 in 1960 and 
in 1967 it had improved to one to 990. In the European Region it improved from one to 750 to 
one to 640 over the same period. In the Eastern Mediterranean Region, the ratio improved by 
one to 6060 inhabitants to one doctor to 4730, from 1960 to 1967; in the South -East Asia 
Region from one to 6290 to one to 5960, and in the Western Pacific Region from one to 1380 
to 1350, but in the latter case, the influence of Japan, Australia and New Zealand must be 
taken into account. 



TABLE X 

(1) 

Physicians 

(2) 

I 

1 

Population 

per 

physician 

(3) 

Dentists 

(4) 

Nurses 

(5) 

Hospital 

beds 

(6) 

Population 

per 

bed 

(7) 

1960 (circa) 

AFRO 16 000 11 850 1 900 61 000 359 000 530 

AMBO 384 000 1 070 142 000 752 000 2 507 000 160 

EURO 899 000 750 157 000 1 358 000 5 368 000 130 

EMRO 38 000 6 060 4 500 22 000 194 000 1 190 

SEAR° 94 000 6 290 6 000 68 000 377 000 1 570 

WPRO 151 000 1 380 49 000 296 000 1 156 000 180 

1 582 000 1 450 360 400 2 557 000 9 961 000 230 

1964 (circa) 

AFRO 20 000 10 400 2 000 78 000 380 000 550 

AIRO 434 000 1 030 150 000 981 000 2 670 000 170 

EURO 1 041 000 680 185 000 1 580 000 6 000 000 120 

EMRO 49 000 5 190 5 400 27 000 235 000 1 080 

SEARO 107 000 6 080 6 400 72 000 433 000 1 500 

WPRO 166 000 1 360 53 000 351 000 1 376 000 160 

1 817 000 1 370 401 800 3 089 000 11 094 000 220 

1967 (or latest 

year available) 

AFRO 23 000 9 700 2 100 86 000 410 000 540 

AMBO 485 000 990 159 000 1 192 000 2 722 000 180 

EURO 1 141 000 640 201 000 1 824 000 6 376 000 110 

EMRO 58 000 4 730 6 300 32 000 244 000 1 120 

SEARO 118 000 5 960 6 900 87 000 464 000 1 520 

WPRO 177 000 1 350 55 000 397 000 1 572 000 150 

2 002 000 1 320 430 300 3 618 000 11 788 000 220 
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The general conclusion to be drawn is, that the increase in medical personnel has barely 
matched the population increases in Asia, Africa and the Middle East. 

In spite of the efforts made and the new medical schools created the manpower situation 
has altered very little. 

The situation is even more critical since the greater proportion of the medical personnel 
in developing countries is located in urban centres and the rural populations have correspon- 
dingly less services from the professional staff available. Again total figures may be 

misleading, since some countries may have done much better than others in providing, say one 

form of professional personnel even though they may be deficient in others. 

Generally, for the developing regions, education and training is a priority in solving 
the professional manpower problem. It is interesting to see that in many African countries 
the provision of adequate trained staff is generally listed as a major priority in the stated 
aims and objectives of their national health plans. 

In the developed regions, the question of productivity in relation to manpower is 
attracting increasing attention. In one country, Canada, a health resources programme has 

been set up to examine all aspects of the supply of health manpower and to develop practical 
and positive recommendations for action to improve human resources in the health and allied 
professions, to provide technical and professional consultative services to the provinces in 

the field of health manpower and education, and to support programmes for improving the 
quality, quantity and utilization of health manpower. 

Whether at one end of the scale, where a relative abundance of medical personnel is 

accompanied by the increasing costs of an advancing technological medical care with shorter 
working hours for staff and an increasing demand for care by a more educated and sophisticated 
population, or, at the other end, where a sparsely staffed service with small resources can 
barely maintain parity with an ever -increasing population, the world trend is to examine the 

utilization, efficiency and productivity of the various human professional components of the 

health services. 

A feature of importance is the loss to developing countries by the migration of trained 
health personnel. It has been said that modern economics is attaching new significance to 

two factors hitherto not strongly emphasized: the effect of the quality of the work force on 
economic well -being, and the impact of science and technology on economic development. In 

the first, it is appreciated that the level of education, the motivation and efficiency of the 
labour force and the leadership it receives, constitutes a major factor in development. 
Science and technology as factors in promoting change are a powerful influence in economic 
and social growth. When these two factors are related, it is at once apparent that the 
numbers and quality of trained personnel are vital in the evolution of health services in any 
developing country. 

Measures to increase the supply of such personnel are important and any factors that 
contribute to a decrease are significant. Migration is one such factor. The shortage of 
health manpower is now so critical in many developing countries, not only in the staffing of 
existing services but in their extension and orderly development and as a negative factor in 
the overall growth of the economy, that serious interest and concern are being devoted to the 

problem. One country, in fact, stated that physicians are not allowed to leave without 
special government permission and this is known to be the situation in others. 

It is not possible to go into this question any further, save to say, that physicians 
and other health workers do not leave their countries without reasons. Analysis of these 
reasons and improvements in any inadequacies of service, in expectations and in professional 
freedom of action, are part of any solution. 
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The question of manpower is so closely related to education and training as essential 
factors in the production of manpower, that consideration might be given to some trends and 

developments in this field. 

Medicine 

There are at present approximately 800 medical schools in the Member States of WHO. 
Most of the schools in Europe, including the USSR, the schools of the Eastern United States 
and some Latin American medical schools were founded more than one hundred years ago. Since 
then, new schools were established throughout the world by national or colonial governments, 
by private philanthropy or otherwise, to satisfy national or local needs. Starting in 1938, 

there was a wave of new schools founded and by 1955, the number was approximately 600. 

Between 1955 and 1960, 50 new schools were opened and by 1967/68 the number was approximately 
800 with the establishment of 150 additional medical schools. 

Of the 200 which were established in the last 12 years, an increase of 33 per cent, were 
in India and Brazil. Only 17 were founded in the African Region. 

It is extremely difficult to put a money value on a medical school. But the global 
capital investment and the running costs involved in training the world's doctors is immense. 

Similarly, with the number of medical students in the world, which is more than half a million, 

the cost of maintaining and educating them and their foregone earnings while studying, must be 
equally immense. 

During the review period an intense interest in medical education has arisen from new 
aspects which hitherto had not received much attention, namely the question of relating 
medical training to the changing social and economic situation and to changing health needs, 
and the efficiency and productivity of the medical education system itself. New pedagogic 
techniques, new subjects with a social orientation and even the design of new types of medical 

schools have been introduced. Graduates as individuals should be prepared for their 
professional lives in such a way that they can continue to relate to a changing environment 
and countries should have their future doctors so trained that they can best serve community 
needs. Many countries mentioned an increase in the number of medical students during the 
review period. The United States of America report stated that the rapid growth in demand 

for health services has outpaced growth in available supplies of health manpower and in 
resources for training. In recent years the development and growing importance of new 
categories of health occupations, comprising specialized assistants, technicians, and 

therapists, has been an outstanding trend in health manpower education and training. This 

trend has reflected the need for relieving physicians and dentists of some of their routine 
duties, the rising demand for health services and the development of new technologies calling 
for the services of new specialties. 

Other developed countries, in their reports, have also been explicit on this problem. 

In Switzerland, in 1966, the Federal Commission of Experts for the study of problems related 

to the development and co- ordination of medical education has made the following suggestions: 
to reduce the duration of medical studies through intensified study in small groups and in- 

service training; to create new medical training centres for clinical teaching; to create 

a new medical faculty in 1975. . Switzerland has five medical faculties for six million people, 
and graduated 903 physicians in 1968. 

In Canada, two medical schools have adopted a three year, year -round, medical course, 

Great Britain has increased the number of post -graduate medical centres to 70. Most 

European schools have increased their admissions substantially. 

Concern is expressed on the subject of student drop -outs, and one country mentions a 

44 per cent, drop -out rate, The relationship of the numbers of medical students to the 

annual production of graduates varies greatly from country to country and probably from 
school to school. There are serious and urgent grounds for concern on wastage, since it 
is known that in many countries the figure quoted above is exceeded. 
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Turkey is a good example of a country which is deeply involved in adapting medical 
education to changing needs. In that country there are seven medical faculties providing 
a six year course. Thesé schools are following different patterns of medical education 
ranging from the traditional and classical pattern at Istanbul Medical School to the 

integrated teaching system of the Haceteppe Medical Centre, and the community oriented 
medical education system at Erzerum Medical School, where close co-operation between the 
provincial health services and the medical school allows the fullest use of the health service 
facilities in medical education. In France, medical training was reorganized in 1960, 1963, 

1964 and 1968. The medical curriculum now includes preventive medicine, psychiatry, 

psychology, sociology and economics. The number of students increased from 47 334 in 
1966/67 to 58 524 in 1967/68. Portugal has introduced a simple, practical measure through 
courses in public health at the National School of Public Health and Tropical Medicine during 
the compulsory internship year. 

In spite of the cost of medical education, the developed countries can afford to 

experiment or to apply modern technical evaluation methods in improving their educational 
systems in order to enhance the quality of their graduates, to increase productivity, secure 
greater value for money and to relate the education given to changing needs and times. 

For the developing countries struggling to develop health services and to staff them, 
with slender resources and problems of health far removed from those in the developed 
countries, a different situation exists. 

The traditional medical education systems of the developed countries have been established 
in medical schools in some developing countries. While admittedly, a large proportion are 
flourishing and are becoming or have become great centres of excellence and learning, they 
cannot satisfy the vast needs of the developing regions. It is imperative to create schools 
in keeping with the needs and the resources of the developing country, and which, when newly 
founded, can become operational in a short space of time. 

The new University Centre for Health Sciences, founded at Yaoundé in the Camerions in 1968 
is an example of such a school. The school as a multi- disciplinary university centre for 
health sciences aims at: 

(a) developing and implementing a pattern of training of professional and auxiliary 
health personnel, sufficiently diversified to create effective health teams; 

(b) promoting and rendering comprehensive health care to the population of a selected 
area which can be used as a pattern for the whole country; 

(c) undertaking operational research designed in particular to obtain a continuous 
evaluation of the health situation and the utilization of health manpower, co- operating 
with the responsible planning bodies in developing health plans. 

When operative, the school should qualify 30 doctors, 15 dentists, 15 technicians, 
30 nurses and give special courses to 100 auxiliary personnel each year. The tentative cost 
of training a doctor is estimated at US$ 20 000, a dentist US$ 12 000, a technician US$ 7500, 
a nurse US$ 4000, and for courses for auxiliaries from US$ 617 per person. These costs 
include fellowships and teachers salaries. 

The principle of "block" teaching has been adopted, according to the different organic 
systems, rather than through the traditional horizontally organized subject -oriented 
departments. The new programme, which has been purged of non -essentials, concentrates on 
the scientific basis necessary for the health development of the health services of the 
Cameroons which implies the complete integration of the institution into the health services 
of the community. Through "vertical integration" in the multi- disciplinary teaching scheme 
and a close relationship between the non -clinical and clinical teaching staff, a more 
comprehensive approach to basic subjects and a more economical use of staff will be secured. 
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A further development during the review period has been a growth in post -graduate 
education in medicine, whether in training for the specialties or for higher posts or in 
providing refresher training, such as in the schemes of advanced medical studies in the 

USSR, "life -time learning" in the United States of America, or elsewhere. In the more 

advanced countries, post -graduate training is becoming increasingly important in order to 

ensure that medical personnel are kept up -to -date in new knowledge and techniques. In the 

USSR, post -graduate education of all kinds is well organized in a systematic scheme throughout 
the Union. It is supported by 13 large institutes of advanced medical studies and the aim 
is to provide doctors in the rural areas with effective refresher training every three years, 
and doctors in urban areas with a course every five years. 

The training of medical teachers has been a major development during the review period 
and several countries mentioned their interest in this feature. This training should be 
coupled with research into medical education which has progressed, particularly in the United 
States of America. 

World student unrest and a dissatisfaction with traditional curricula and teaching methods 
has been a feature of the period 1965 -1968. While sometimes it may assume undesirable forms, 
much of it is a sincere desire on the part of medical students, today much more sophisticated 
and socially -concerned, to relate the education and training given them to the world as they 
see and understand it. 

The period of 1965 -1968 has been characterized by an appreciation of the need for an 
organized and constructive approach to the problem of manpower in the health services, by a 

growing interest in achieving efficiency in teaching and an improved quality of medical 
education, in increasing the productivity of medical schools, by the development of continuing 
or post -graduate medical education, by the training of medical teachers in order to improve 
their pedagogical skills and by the desire of students for greater participation in the 

planning of curricula so as to relate medical teaching to the modern social environment. 

Dental Manpower 

Like the medical profession, the number of dentists in the world has increased from 
360 400 in 1960 to 430 300 in 1967, an increase of 69 900. 

It can be seen from Table X that from the total increase of 69 900 dentists in the world 
between 1960 and 1967, 44 000, or 62 per cent, took place in Europe and only 25 900, or 

38 per cent, in the other regions, an inadequate figure in relation to the population increases. 

Hitherto, there have been three main types of professional dental. training. 

(1) The typical western form, where dentists are trained in a dental school which is a 

separate institute or a separate faculty of a university and where students receive a 
dental degree. 

(2) The form, most common in the Latin countries of Europe, where students first 

qualify in medicine in the traditional manner and then pursue a specialist dental course 
and receive a dental degree. 

(3) The type of training found in the Eastern European countries, where the dental 

school is part of the medical school and dental students have a considerable part of 
their training on a joint basis with medical students before branching off to follow 

their special dental studies. 

During the review period dental education authorities in many countries have evaluated 

their systems of training resulting in a trend towards unification in dental education. There 

is also a trend towards an integrated curriculum and a conscious effort to reduce inter- 

departmental barriers to a minimum. More interest is being shown in a "verticalization" of 
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the curriculum with early student -patient contacts. Also some new dental schools are trying 
to keep the numbers of departments as small as possible in order to preserve the unity of the 
curriculum as a whole. 

A trend of even greater importance has been an increasing interest in public health 
dentistry. An enhanced appreciation of the value of preventive dentistry has emerged and 
much more attention is being given to problems in dental public health. It has been stated 
that the ultimate test of dental education is an evaluation of the effectiveness of the dental 
profession in improving the oral health status of the population as a whole. In many parts 
of the world the new aim of dental schools is to prepare the dentist to serve the community 
or to produce a community- orientated dentist. This attitude is now influencing training in 
even the most conservative and clinically oriented schools, new departments of preventive and 
social dentistry may be found and the public health aspects of dentistry are of increasing 
importance in dental curricula. Much of the pioneering work in this field has taken place 
in Latin America. 

Another important change has been the increasing adoption by countries of the dental 
auxiliary or dental assistant to whom some operational functions are delegated under 
supervision, and whose value particularly in the dental care of children is apparent. They 
were accepted originally by developing countries to supplement the services of professional 
dental personnel, but more recently many developed countries have become aware of their value, 
have passed the necessary legislation to enable them to function and have instituted 
programmes to train them. 

Another trend is the team approach in dentistry, where the productivity of the professional 
dentist is increased greatly by the effective combined team of dentist, trained chairside 
attendant, dental auxiliary and well- trained dental laboratory technician. In new medical 
schools the concept of training the dental team as an integral part of the health team has 
been accepted. 

Nursing Manpower 

From Table X, it can be seen that trained nurses, that is, those who have had three years 
or more of professional training have increased from 2 519 000 in 1960 to 3 618 000 in 1967, 

an increase of 1 099 000. Of this increase in numbers, 494 000 were in the European Region 
and 440 000 in the Americas, with a large proportion in the United States of America and 
Canada, but also with substantial increases in countries like Columbia, Cuba and Mexico and 
Venezuela. The increases in the African, South -East Asian and the Eastern Mediterranean 
Regions totalling 54 000 in all, are very small indeed, especially when compared with the 
tremendous population growth in these Regions. 

The most important trend which emerged during the period 1965 -1968 is the growing 
interest in and acceptance of the need for a nursing personnel system. This concept has 
many features, the first being the need to create an effective balance as regards the numbers 
and the functions of nursing personnel at different levels and especially between the trained 
nurse and nursing personnel at auxiliary level, such as nursing aides. Other features are 
the balance in the doctor nurse relationship in patient care or in the community health 
service, the balance between the general trained nurse and the specialist nurse, with a need 
and tendency towards unification and towards a more effective functional restructuring of 
nursing units. 

This need for a nursing personnel system is particularly important in developing 
countries. In some Latin American countries there are more doctors than trained nurses. 

The second trend is a more realistic approach to the education and training of nurses. 

Nurse training should be geared to ascertained health needs and the curriculum, as in many 
countries, altered to provide theoretical and practical instruction in the type of work which 
the nurse will carry out after graduation. This means the elimination from the curriculum of 
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certain traditional features and a much larger amount of community health training, particularly 
in the developing countries. There is the anomaly of student nurses spending too much time 
in hospital service work of little training value, a practice which has been difficult to 

alter. Another feature is the need to relate the training of nurses to the future develop- 
ment of the health services and the opportunities for employment. In developing countries, 
with inadequate nursing services, nurses, when trained, may fail to secure employment and 
must remain idle or emigrate. 

The third emerging trend is the utilization of personnel or the productivity of the 
nursing services. This trend is of growing importance. A fourth trend has been an increase 
in the nurse hospital bed ratio. With the advance in medical technology, there is a need 
for heavier staffing of hospital beds. As a result of the increase in the number of hospital 
beds and in the world population, entailing greater utilization of hospital beds, of a shorter 
stay in institutions and of other factors, a growing proportion of nurses are being absorbed 
in hospital service with a consequent reduced number available for community health services. 

Much consideration was given to the training of the nurse and to her role as a member of 
the health team. 

The training of the 3.5 million fully -trained nurses in the world is based on more than 
7000 accredited basic nursing schools and more than 700 post -basic nursing schools. The 
over -all wastage or drop -out rate of students is not known, but in some countries can be as 

high as 50 per cent. In 58 countries for which figures are available about 200 000 students 
were admitted to training in 1966. 

As in the case of medical schools, the effectiveness of nurse training, the productivity 
of nursing schools, the need to relate training to the needs of a country for nursing services 
and other features, are of concern to national health authorities. 

These global figures show the magnitude of the manpower engaged in the world's nursing 
services and the numbers of the supporting training establishments. It should be remembered 
that 60 per cent, of the world's nurses are living and working in the developed countries, 
looking after one -third of the world's population. The staffing of the services in developing 
countries at a reasonable level of adequacy and efficiency obviously calls for a vast 
expansion of nurse training. 

Auxiliary Manpower 

It is extremely difficult to present global figures on the manpower situation with regard 
to auxiliary personnel. The range of employments in which auxiliaries are engaged is now so 
great that the difference in nomenclature of posts by different countries causes confusion. 
The failure of some countries to give defined replies to this question, all combine to make 
it impossible to describe in exact terms the world situation. 

The following conclusions can be drawn from the country replies: throughout the world, 
the numbers of auxiliary personnel employed in the health services is growing every year; the 

role of the auxiliary is becoming increasingly important both in the developing and developed 
countries; the variety of employments open to auxiliaries and which they can carry out 

effectively, is extending; the development of auxiliary employment is uneven, and may vary 

from country to country, whether according to a planned policy of development or simply as an 

ad hoc effort to meet an urgent need; there is a need for more study and research, particularly 
in the developing countries, on the employment of auxiliaries and especially on the formulation 
of such new concepts as health team development and planned use of auxiliaries in both the 
basic health services and the control of specific diseases. 

The term auxiliary is used here in the broadest sense and includes all those outside the 
professional health categories. 
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Generally speaking, there has been, during the reporting period, a substantial increase 
in the number and variety of auxiliary as well as professional personnel employed in the 
health services. Where 'overall increases in numbers did not occur, there was a greater 
variety of auxiliaries employed and also probably greater productivity from a slightly 
smaller staffing. The increases in auxiliary nurses, midwives, laboratory and other 
auxiliary staff indicate clearly the greater range of services they perform and the increasing 
importance of these services to the community. The different phases of development, of 

course, reflect specific national conditions in the various countries, for example in the 
employment of medical assistants. The trend of developing auxiliaries for service in 
dentistry is noted in some countries. 

In the developed countries, the increasing range of the technological sectors in which 
auxiliaries can be used effectively, the high cost of a modern health service, the absurdity 
of using professional staff educated at great expense to perform tasks which can be readily 
and even more effectively carried out by auxiliary staff, for these and many other reasons, 
employment of auxiliaries will increase and be diversified. 

In the developing countries, the stark reality of the figures presented earlier in this 

chapter of medical and other professional manpower, when contrasted with world and regional 
population figures, should be sufficient to convince anyone that the future effective coverage 
of national populations for basic health services and disease control must depend on the rapid 
training and positioning of balanced health teams with a major component of auxiliaries. 

There are, however, a number of important prerequisites for the training and employment 
of auxiliaries. The training of auxiliaries was to be adapted to the functions to be 

performed. There is a necessity for a clear definition of the tasks which an auxiliary will 
carry out in a health service. A precise job description should be drawn up for each type 
of auxiliary post based on the functions the holder will carry out and on his role as a team 
member. The post descriptions of different team members should be co- ordinated. 

Some auxiliaries will work as "assistants ", under close supervision in larger centres. 
Others will be assigned to more remote areas, where they will act in a "substitute" capacity 
for professional personnel and will have very much less supervision. In the selection of 
persons for training as auxiliaries, in their training and their gradual development to assume 
some responsibility these features should be borne in mind. 

Serious attention should be paid to the development of the team approach in auxiliary 
work. It is also desirable that there should be some overlap of skills. For instance, the 
nurse aide or assistant should have a knowledge of rural hygiene and if a village requires 
BCG or smallpox vaccination all the members of the team including the sanitarian or assistant 
sanitarian should be available, possess the necessary skills and be trained to utilize them. 

There has been progress in the development and utilization of auxiliary grades which can 
only have one result: an improvement in health and well -being of people. 
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CHAPTER VII 

ENVIRONMENTAL HEALTH 

1. Community Water Supplies 

From the countries' reports it was possible to see, in relation to development, climates, 
population, resources and other features, the great diversity which exists in countries as 

regards fulfilling the target of a piped water supply to every home. The public health 
implications of deficiencies in urban and rural water supplies were presented by many 
countries in terms of deaths from gastro -intestinal diseases, particularly amongst young 
children, in the prevalence of parasitic diseases and in the state of public hygiene and 
san itation. 

The replies range from those countries which have achieved an adequate service of piped 
water supplies to urban homes, to others, where in the small capital city only a small 
proportion of the population have a supply and even then the quality of the water is doubtful. 
However, on the whole, there is evidence that encouraging progress has taken place in 

improving the environmental health situation in general and the community water supplies in 

particular. 

Community water supplies are described as part of the national plans for economic and 
social development and would appear to receive appropriate priority. In several countries, 
the developments described are based on realistic financial provision, have built -in manpower 
and training programmes and are governed and administered by effective legislation. In 

addition, a number of reports mention the economic value of urban water supplies and their 
role as essential factors in industrial and social development. Co- operation in parasitic 
disease prevention as it might arise in water catchment areas, co- operation with industrial 
development authorities, with regional and physical planning and with other authorities 
concerned in the provision of water supplies, is becoming increasingly effective. Reference 
is made to projects in several countries to show how the need for improved water supplies is 
being met in well -planned construction schemes. 

The establishment of national community water supply programmes and the related question 
of "Institution building" have been recognized as basic prerequisites for the improvement of 

water supplies in developing countries. Grants or loans for the construction of water 
supplies cannot usually be obtained from national or international financing sources until 

these prerequisites have been fulfilled. 

National community water supply programmes for rural populations exist only in com- 

paratively few countries, mostly in Latin America, where governments have collectively 

recognized the need for the improvement of water supplies and (in the Charter of Punte del 

Este) have set themselves the goal of providing, within their health objectives, water supply 

services to 70 per cent, of the urban and 50 per cent, of the rural populations during the 

Alliance Decade from 1961 -1971. 

A total of 71 countries and territories, e.g. 23 countries and territories in the African 

Region, 24 in the Americas, five in the Eastern Mediterranean Region, 10 in the Western 
Pacific, six in South -East Asia, and three in the European Region, have projects in 

environmental health which are being, or have been, undertaken by governments with WHO/UNICEF 

assistance and which include rural water supplies as an important feature. 

The importance of water as a factor in development is being increasingly recognized and 

a national programme once established may be instrumental in obtaining more recognition in 

the economic development plans which exist in many developing countries. In 1967, in an 

inter -regional seminar on integration of community water supplies into planning for economic 

development WHO brought together, for the first time, engineers, economists and planners to 

study this question. 
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Loans for the construction of community water supplies continue to be made to developing 
countries by international, regional and bilateral lending agencies. Loans usually entail 
a "matching" allocation of funds from governments, of the order of 50 per cent. The total 

amount - from available information - spent on community water supplies, financed in this 
way has been US$ 1350 million. Loans are at a low rate of interest, spread over long 
repayment periods with usually a "period of grace" before repayments begin. The amounts 
loaned in 1966 -1967 from most sources have shown an overall increase of 36.1 per cent. 

The reports from countries concerning water supplies - as regards structure - indicate a 

break -through, as seen in the changing attitudes of governments towards water supplies as a 

priority investment in a national social and economic, development plan. There is a clear 
appreciation of the need for effective management, for financial provision, for technical 
competence, and the creation of organizations has proceeded. The last few years has seen a 

growth in experience, knowledge and structures which provide reasonable expectations for a 

break -through in performance and achievement in the future. 

2. Wastes Disposal 

(a) Waste Water 

Much of what has been said about community water supplies, also applies to waste disposal, 
particularly waste water, since the two are closely related. 

The government replies to the questionnaire show great differences between the developed 
countries, particularly those with high population densities and rich resources, where a 

water carriage disposal system was available to almost every urban house, and the developing 
countries with low population densities and poor resources. 

It is clear that the problem of waste water disposal is of relatively greater magnitude 
than that of community water supplies. Generally, the percentage of the population living 
in houses connected to sewers is less than the percentage of those living in houses with 
piped water supplies. Furthermore, the existence of a water carriage waste disposal system 
is not in itself a guarantee of adequate hygiene unless the effluent from such a system 
receives effective treatment. 

With the growth of the world population and the acceleration in the growth of urban 
populations, with industrialization, uncontrolled and unplanned horizontal growth of cities 
in great "urban sprawls ", and with the increase in per capita contribution of waste water - 

due to increased piped water supplies, a higher standard of living and an increasé in organic 
and mineral pollutants and industrial waste - the problems of waste water disposal have become 
immense and are increasing in complexity. In a number of cases, the situation is- rendered 
more acute by the sudden influx of rural inhabitants into unprepared urban areas, which 
represents a particular danger for the spread of diseases particularly among the low- earning 
population groups. 

While in the developing countries considerable progress has already been achieved in the 
field of environmental sanitation, much has still to be done to create a healthy environment. 
An inadequate staffing situation, shortage of trained technical personnel and lack of finan- 
cial resources adversely effect progress in the preventive services. 

There is a scarcity of information from many developing countries on the treatment of 
waste water effluents and of the health hazards due to deficiencies in this sector of the 

public health or community services. Where large scale urban water supply programmes are 

being developed, waste disposal is planned at the same time and where possible the two 

services are provided by the same operation, although sometimes the development of waste 
disposal may lag behind. In other cases the sewerage disposal system is considered as a 

specific project. In developed countries, it is clear that the provision of water carriage 
waste disposal services as represented by the percentage of the populations living in houses 

connected to sewers, lags behind the percentage with piped water supplies. 
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While countries in their replies were clearly aware of problems existing in waste water 

disposal they were not sufficiently explicit, save in a small proportion, in describing them. 

This really reflects the total world situation on waste water disposal and a recurring theme 

during the WHO Scientific Group meeting on the Treatment and Disposal of Wastes in 1966, was 

the lack of comparative information on all aspects of the management of wastes. Another 

problem is the deficiency in the knowledge of existing processes and techniques under widely 

differing circumstances. The statement was made: "Considering the size of the public and 

private investments that are daily being made in wastes management, and the considerable 

capital investments that will be required in the future, the present research effort is 

indeed minuscule. Even in highly industrialized countries, research in this area of the 

public services is often neglected. It has resulted in a relatively slow technological 

development in the disposal of wastes as contrasted with the very rapid technological change 

taking place in industry." 

(b) Solid Waste 

Solid wastes include domestic refuse and other discarded solid materials, such as those 

from commercial, industrial and agricultural operations. Many countries presented informa- 

tion on this subject in their reports. 

Failure to deal properly with the solid wastes in any large town constitutes a clear 

threat to public health and contributes to air, water and soil pollution as well as to the 

propagation of flies, rodents and other vectors of disease. The importance of the problem 

is shown, in one way, by the fact that in some highly industrialized countries, up to 20 per 

cent, of municipal budgets is spent on the collection and disposal of solid wastes. 

Better quantitative data are now becoming available through surveys which show that 

former estimates were too low and that the amounts of solid wastes produced each day per 

person are increasing. With higher living standards, the building boom, the growth of 

packaging of consumer goods, the vast increases in the use of paper, paper products and 

synthetics, the amount of solid urban waste per capita in industrialized countries is 

probably 700 kg per head a year and is increasing yearly by one to two per cent. Further- 

more, density has been dropping, resulting in even greater increases in volume, with annual 

values of up to 5 m3 per capita. While these are possibly maximum figures, they will soon 

be reached in most urban areas in the developed countries. In developing countries, the 

traditional largely vegetable solid waste is changing fast and plastic or synthetic articles, 

many well -nigh indestructible, in addition to an increasing amount of paper products, require 

disposal. 

The WHO Scientific Group of 1966 whose views were considered in relation to waste water 

and solid wastes called attention to the fact that the disposal of wastes must take place 

within a closed environment comprising only earth, air and water. When the liquid, solid 

or gaseous residues from waste treatment are disposed of, they too must be discharged into 

one or more of these phases of the environment. Any or all of the phases may be polluted 

and any solution to the general problem of the disposal of wastes therefore involves a 

decision as to which part of the environment can under any given circumstance accept residues 

with least damage to the whole. In other words, in deciding on a site for the disposal of 

residues, their total effect on the environment must be studied. Wastes must no longer be 

transferred from one environment phase to another without adequate study. This is parti- 

cularly important in view of the fact that some residues persist permanently. Taking the 

mobility of air and water into consideration, it appears that land provides the safest and 

most feasible repository in most situations. 

As in waste water collection, treatment and disposal, there is need for much more world 

data on solid waste disposal. Research is equally needed in this field which through 

environmental pollution in a technological age is an ever -increasing threat to man's 

existence. 
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3. Environmental Pollution 

Problems of the pollùtion of air, water, land and food are closely related. There are 

many instances in which air, water and soil are polluted by the same type of waste. There 
are other situations where water or soil may affect adversely the quality of food which is 

undoubtedly a major vehicle for the transfer of radioactive contamination, pesticides and 
some other pollutants. Although municipal and industrial waste is the largest and 
economically most important source of pollutants, it is by no means the only one. The use 
of pesticides and fertilizers in agriculture, the adulteration of food with chemical 
additives and uncontrolled use of cosmetics, non -prescription drugs and various other chemicals 
and objects put on the market for general consumption may all lead to environmental pollution. 

The prevention and control of pollution requires an understanding of the phenomena of 
the generation and distribution of pollutants in the environment and of their effect on man 
and the environment (including animals, vegetation, materials and climate). Although the 
control of pollution is essentially a technological problem, there are also important methods 
of control which involve town planning, the siting of industry, transportation policies, legal 

action and administrative procedures. 

The increase in the world population, increasing urbanization, because urban populations 
grow at twice the rate of rural populations, increasing industrialization, the increase in 
material possessions now judged necessary to support an adequate standard of life, all 

ensure that man will have to co -exist with some degree of pollution of his environment. The 
question is, how much can a community tolerate, without, on the one hand, damaging health, 
and on the other, impeding development and progress. The corollary then, is how to exercise 
control of the environmental hazards so as to minimize their effects. 

The period 1965 -1968 has been noteworthy for the growing appreciation of the dangers of 
environmental pollution. Many countries in their replies adverted to health hazards due to 
pollution of various forms. The problems of environmental pollution are protean and immense. 
No country or territory in the world is without risk and not only is vigilance necessary to 

prevent the development of pollution hazards to man, but determined action is necessary, 
where they already exist, to reduce the levels of pollution to a degree which will permit 
the optimum economic and social development of communities without danger to health. 

4. Urbanization and Regional Planning 

It has been pointed out already that more than 50 million people are being added to the 
world's population each year, that the population of the world is now doubling itself every 
23 years and that most of the increase goes to large urban areas. These large numbers of 
people put a burden on governments which are responsible for the provision of health services, 
housing, environmental health facilities, transportation, a situation which justifies the 
reasoning that metropolitan growth is one of the greatest problems facing man in the second 
half of the twentieth century. 

Man's environment, both rural and urban, are deteriorating under the impact of growth 
and change. Physical congestion and blight affect large areas, defying efforts towards 
improvement and presenting seemingly insoluble problems in planning, organization and 
financing. The social and physical symptoms are reflected in bad housing, poor community 
services, absence of sanitation, choked -up city traffic, filth, squalor and disease, and 
various forms of group and personal maladjustment. Large numbers of migrants fail to become 
integrated into the urban community resulting in "squatter" settlements which multiply in 
cities of all sizes in many parts of the world and which, in a number of metropolitan cities, 
already contain as much as half of the total population of these cities. 
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The rapid urbanization of people has its satisfying, as well as its disquieting aspects: 
satisfying because of the opportunities offered for higher standards of living, education, 
housing, social satisfactions, and public health; disquieting because of the encroachment 
on space (in terms of land, air and water), the potentials of spread of disease, noise, 

overcrowding and the general degradation of man's physical and social environment. However, 
for the first time in history, man has it in his power to control his environment and utilize 
fully the benefits of science and technology, as expressed through medicine, education, 
engineering and agriculture. Never have so many people and so many nations been concerned 
about human welfare and the human condition. The problems to be faced in the social and 

economic aspects of urban development are immense, but man has the ability to be equal to 
the challenge. 

Metropolitan planning may be considered as a rational attempt to review, analyse and 
plan for urban areas on a metropolitan -wide basis. As there is a large variety of agencies 
involved in metropolitan development, there must be effective communication between these 
agencies to ensure co- operation in achieving their objectives. Due consideration must be 

given to public health, safety, convenience and welfare and to the development of the 

aesthetic, economic, social and cultural potentials of metropolitan areas. To this end, it 

is essential that metropolitan planning authorities understand and work with highway, public 

works, urban research, environmental health, hospital, health services, education, welfare, 

the care of the aged and similar agencies as well as with commercial, industrial and 

residential developers. 

One of the most promising events of recent years has been the growth of a rational 

approach to social and environmental development and the acceptance of long- range, economic, 

social and physical planning. Unfortunately, city and regional planning has, until 

recently, been primarily concerned with rectifying problems of immediate and pressing 
importance rather than with the development of effective long -range programmes for the future. 

An inherent difficulty which planners face in the complex task of constructive thinking about 
the metropolitan area of the future is the lack of guidelines. The health agencies have an 

important responsibility in this respect. If planners are to develop effective programmes, 

they must rely on those concerned with health and particularly environmental health for their 

guidelines and for standards. There is no more effective way of justifying planning 

standards than to relate them directly to health standards. The problem faced by the 

planners is, in the final analysis, an environmental health problem. The planning of 

programmes to prevent and correct ill- effects of urbanization and the accompanying studies 

carried out in various parts of the world reveals that the more immediate problems are to be 

found in the environmental health field. Government health agencies, especially in 

developing countries, have an opportunity to exercise leadership in several phases of urban 

planning and development and should be prepared to play their part in the social and physical 

planning process, whether at the city, regional or country level. This may require the 

strengthening or re- orientation of part of their environmental health function, in addition to 

an extension of training of staff to fields traditionally foreign to health personnel. It 

also means that professional and administrative relationships will have to be developed with 

other public officials, social and physical planners, building and housing administrators, 

educators, public works agencies and legal departments. The problem is not so much the 

different technical approaches of the individual services as the inter- relations of these 

activities in their parallel expansion and mutual adjustment. Planning is useless if 

instruments or means are not included for its implementation: these means include legislation, 

finance, organization, professional co- operation, and public understanding and support. 

In education and training in the environmental health aspects of metropolitan planning 

and development, it is necessary to inculcate new attitudes in personnel in this field. 

Generally speaking, work in environmental health has been directed more towards solving 

specific technical problems than to dealing with broader metropolitan issues. Metropolitan 

planners find that they need specific criteria as guidelines rather than broad general 

principles. 
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The aim in training should be to provide for a general knowledge of planning and an 
attitude of mind towards it, on the part of all senior staff and the creation of a group of 
younger specialists who would be available for a reasonable period of years to work with the 
programme and assist in its implementation. 

The concept of urbanization as a process of urban growth has to be replaced by urbanization 
as a process or instrument of social change and development. This concept reflects a basic 
change in development in general, in the sense that it is now realized that improvement of 
human and social conditions is a prerequisite for balance and sufficiently rapid economic 
growth. As the development process advances, more and more national development policies will 
be influenced if not determined by urban development and in this the development of environ- 
mental health is an essential part. 

• 

• 
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CHAPTER VIII 

SOCIAL AND ECONOMIC DEVELOPMENTS OF SIGNIFICANCE FOR HEALTH 

1965 -1968 

(a) Economic Developments 

Not all of the countries reporting commented on their economic development experience 
during the review period 1965 -1968. Some countries may not have had the information available 
and others simply did not supply it. However, from those replying, it is possible to provide 
a panorama of the world situation. 

For the developed countries, the period was one of continuing economic growth and 
affluence. Gross national products increased very satisfactorily, per capita incomes rose 
and the standard of living of these countries continued to increase for the great majority of 
their citizens. Undoubtedly, there have been difficulties in some countries with balance of 
payments and deflationary measures introduced in some of them, creating slight recessions, but 
generally the developed countries forged ahead in terms of wealth, security and consumption. 

For the developing world, the 1965 and 1966 growth rates of total products were generally 
lower than the average for the nine year period, 1960 -1968 (5.1 per cent.), but the years 1967 
and 1968 were above it. Generally, in the developing countries the growth rates in 1967 and 
1968 were good. The average growth in real terms of between five and six per cent, was due 
to the exceptional progress of 10 to 12 countries which had a rate better than seven per cent. 

The majority of the developing countries had average records of four to six per cent. 

The striking increase in the economic growth rate of India, and also of Pakistan in 1967 
was due to a major increase in agricultural output, in contrast to previous years of lean 
harvests. However, the expansion in 1968 was due to other causes including rising export 
earnings and for this reason was equally impressive. 

The figure of over five per cent. Gross National Product growth at constant prices 
throughout the developing world is a satisfying one and equals the target for growth of the 
first United Nations Development Decade. Nevertheless, some of the rates are anomalous, 

e.g. those of the oil exporting countries which contribute much more than their share by size 
or population, and from year to year countries may vary in their performance. The point to 
be made is, that the developing countries are developing faster than the developed countries 
at the same stages of modernization. This improvement has been reflected in some other 
sectors. For example, the "green revolution" has begun in some major countries and the 
number of acres planted with the new hybrid wheat and rice, yielding double output per acre, 
increased from 200 acres in 1964 -1965 to 27 million in 1968 -1969. This revolution has still 

a long way to go. During the period 1962 -1967 the average rate of export growth was 7.1 per 
cent, and in 1968 reached a spectacular nine per cent. The export earnings of the developing 

countries totalled $ 47 billion in 1968, and have provided foreign exchange to purchase 
capital goods and to pay interest on borrowing to finance further investment. 

(b) Social Developments 

While the economic progress of the developing countries seems satisfying, social factors 

limit its value. The most important of these factors is the upward trend of populations and 
a continued massive population growth is the greatest world social change. The effect of the 

population growth, particularly in India, a country with such a massive demographic base, is, 

that in spite 0f the 7.5 per cent, increase in agricultural production in 1967, and an even 

better performance in 1968, the rate of population increase meant that the per capita food 
production did not improve. Population increases mean pressure on housing, schools, hospitals 
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and all public services, and while the average economic growth rate of developing countries 
exceeded the first United Nations Development Decade's target growth rate of five per cent., 
the growth rate per capita was too low. There is the additional factor of low per capita 
income. For two -thirds of the world's population with incomes less than $ 100 a head, a 

three per cent, increase does not make all that much difference and, in consequence, improvement 

in living standards, in employment or in the under -employment of subsistence farmers, has been 
small. 

A gradual shift away from agriculture towards manufacturing and other employment is 

happening in the developing countries, as it did earlier and is still happening in the 
developed. Although the proportion of the agricultural population is still predominant in 
the developing countries, there is a slow increase in wage- earners and, although still slow, 
in professional and technical workers, resulting in a change in the social structure. This 

change is emerging slowly and is accompanied by an increasing polarization between the young, 

skilled, trained and organized industrial workers, or proprietors with adequate land holdings, 
and the older, unskilled, often illiterate urban labourers or landless villagers. These 
structural changes have a health connotation, since persons in the lower socio- economic groups 
in developing countries with lesser incomes, little security, seasonal employment, and a lower 
standard of education than the young skilled industrial workers, are more prone to sickness. 
Their children have more malnutrition, their housing and environmental surroundings are poorer 
and there is a linkage of poverty factors from which it is difficult for them to escape. 

A further polarization exists in many developing countries between the urban and rural 
dwellers. Incomes in rural areas may often be at a lower rate than in towns. There are 
fewer educational facilities or opportunities for employment, a more rigid social or class 
system and fewer social service amenities such as health, water and housing. The problem of 

providing health service coverage for people in rural areas is very great since few trained or 
professional personnel wish to work there. 

It is not possible to go too deeply into the social aspects of health in an analysis such 
as this, save to say that the social factors of land reform, an educational system more closely 
related to the needs of rural dwellers, labour intensive as opposed to capital intensive small 
industries, agricultural development, nutrition, guided changes in the social structure and 
population control through family planning, have a serious and direct influence on the health 
of rural communities in the developing countries. Equally development in rural communities 
cannot take place unless the people concerned enjoy an adequate level of health. 

The preoccupation with economic aspects has caused a relative neglect of the social 
factors and the very great leverage which these factors can exercise in development, often at 
little cost, in creating the climate necessary for economic progress, has not been sufficiently 
used. Mistakes and past failures in community development in rural areas should not deter 
countries from trying again and reviewing their efforts, with a greater emphasis on social 
factors, with a view to creating a better livelihood for their rural people. 

In urban areas, the growth in the number of lower income groups due to the influx of 
landless unskilled workers into towns and cities creates great social problems. While often 
these are being tackled in an enlightened way by metropolitan and regional planning and 
development, too often the benefits go to the skilled workers, the underprivileged remaining 
in shanty towns and continuing to experience all the evils of poverty and ill- health. While 
small groups may benefit, the great mass of the poorer groups where the bulk of the sickness 
and disease is found, experience little change. 

In the developed countries, social changes are exerting an increasing influence on the 
health pattern of societies or communities. Affluence may mean, as in many countries, not 
happiness but tension. It may mean noise, loneliness in high -rise apartment buildings or for 
the worker, repetitive boring work, even though highly paid, and isolation for the aged. The 
changes in family life and the lessening of social and religious inhibitions can lead to the 
upsurge of venereal disease and mental illness may become of increasing importance in a society 
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which has everything. The influence of social factors in the aetiology and distribution of 
disease is of growing significance and will likely absorb the attention of public health 
administrators during the next decade. 

(c) Country Reports 

The range of social and economic developments of significance for the health situation 
which were mentioned by the 43 countries which chose to comment on this feature, was very large 
indeed. Literacy was an important social feature and six countries mentioned an improvement. 
Many developing countries stated that an increase in the gross national product had made 

available more money for the health services. The vast majority found that there had been 
an improvement in their living standards during the review period. Among the developments 
most frequently mentioned by the countries were: increased social benefits for the aged, new 
social welfare schemes, significant increase in higher education, political instability and 

other political difficulties, the foundation of new universities or medical schools, housing 

developments and major urban renewal. The problem of the growth of road traffic and social 

developments in transport was discussed. One country mentioned the integration of indigenous 

groups into the national community and the language adjustments necessary. One country 

carried out a major monetary reform. An island country mentioned its attempt to diversify its 

products from one primary commodity. Another country described pockets of poverty amidst 

national affluence and in one island in the Pacific there was a disasterous hurricane. 

Generally, the country reports showed a gradual improvement in social and economic 

conditions during the report period. In the replies there was an obvious interest and 

appreciation of the influence of such factors as literacy, living standards, the organization 

of social welfare and higher education on the health and the health services during the period 

1965 -1968. 

(d) Health 

Table XI shows the health expenditure of 26 countries from 1959 to 1967 or the latest 

available year. An attempt has been made to present the total expenditure on health from 

both government and private sources. The Table has been compiled from the replies to the 

questionnaires for the Fourth Report on the World Health Situation, from national yearbooks, 

from the United Nations Statistical Yearbook, and from the United Nations Collection of 

National Accounts. 

While every effort has been made to ensure that they are comparable, the different sources 

from which they were derived meant that this has not been quite possible to achieve. When 

general government expenditures were not available, central government expenditures are 

reported. In this context "general government" is understood to include all departments, 

offices, organizations and statutory bodies of federal, central, state, local or public 

authority. "Consumption expenditure" refers to the final consumption of goods or services 

by resident households, government services and voluntary or private non -profit institutions. 

"Subsidies ", include all grants on current account made by the government to private industries 

and public corporations, and also grants made by public authorities to government enterprises 

in compensation for operating losses incurred through government policy. "Current transfers" 

to households and voluntary or private non -profit institutions are unilateral payments made by 

the governments, other than interest on public debt. The total of consumption expenditure, 

subsidies and current transfers to households and private non- profit institutions is considered 

as a reasonable yardstick against which health expenditures could be measured. 

It should be emphasized that health expenditures in themselves have a limited application 

and they do not necessarily show any relative advantages or disadvantages to the individual. 

Even a calculation in constant money expressions will only provide a trend in expenditures. 

Without comparison with trends in health costs they will be inconclusive. Even with further 

improvement in the statistics available only quantitative values can be assessed, whereas for 

the individual or society the qualitative performance of preventive or therapeutic care is 

the deciding element. 



• 

• 

- 61 - 

The table presents in column 3, the government expenditure on health and in column 4, the 

current consumption expenditure including subsidies and transfers and in column 5, the per- 
centage of current expenditure spent on health. In columns 6, 7 and 8, the same figures are 
presented for private consumption expenditure. The total per capita health expenditure in 

local currencies is given in column 11. The percentage increase over the last four years in 
column 12, and the per capita expenditure in American dollars in column 13. 

There is a very great range in the per capita 
the 26 countries, have an expenditure of more than 
expenditures below $ 10 per capita and two at $ 11. 

between $ 100 and $ 200, and six countries between 

expenditures. Two countries from amongst 
$ 200. Seven developing countries have 

Four countries have an expenditure 
$.50 and $ 100. 

The percentage increases are somewhat deceptive as a relatively small increase in a 

small per capita expenditure can yield a large percentage. The increase in expenditure may 
represent an expansion of the health services, but the effects of inflatiгn or rising costs 
will also be included. 

Public expenditure and private expenditure varies from country to country. Thus, in 

some countries private expenditure on health is almost negligible, whereas in others the 
private expenditure is much greater. Some countries are evenly divided between government 
and private expenditures. It is interesting to see that the developing countries usually 
have a larger private than public expenditure per capita on health. The developing countries 
represented in the list as well as some developed countries have low percentage expenditures 
on health relative to the general government current expenditure. The percentages of the 
private consumption expenditure on the household income vary with the proportion of the health 
services provided by governments. 

Expenditure on health as shown in this table is made up of the basic elements necessary 
for community services plus simple curative services, after that much of it depends on the 
buying of services by individuals, national customs, national levels of cost of delivering 
services and a great variety of other factors. 

For the developing countries, circumstances vary so much that it is difficult to 
determine the quantity of health service necessary per dollar expenditure per capita. For 

one thing, most developing countries are less extravagant and get better value for their 

dollars, as well, costs are lower, people less demanding and the populations are younger. 
However, this line of research is of growing importance in national health planning and more 

knowledge is needed on the subject of health costs. 



TABLE XI 

General government current expenditures Private consumption expenditures Per capita health expenditures 

Consumption, 

subsidies, % b 
General 

Total in % increase Total, 
Country Year 

Health 
transfers to col. 3 

Health Total 
col. 

Private 
local over last per capita 

million 

households 

and private 

non- profit 

institutions 

million 

of col. 4 

million million 

of col. 7 
government 

currency fair years health 

expenditure in 

US $ 

(1) (2) (3) (4) (5) (6) (7) (8) (9) (10) (11) (12) (13) 

AS AS A$ A$ AS AS AS 
Australia 1959 291 2 106 13.8 471 8 967 5.3 29 47 76 

1963 402 2 934 13.7 6968 11 320 6.1 37 64 101 
1967 576 4 523 12.7 9848 15 020 6.6 49 84 133 + 32 149 

A Sch. A Soh. A Sch. A Sch. A Sch. A Sch. A Sch. 

Austria 1959 5 800 37 100 15.6 2 200 88 900 2.3 827 314 1 141 
1963 9 100 55 800 16.3 3 200 125 000 2.6 1 267 446 1 713 
1967 13 700 82 300 16.6 4 500 165 300 2.7 1 871 615 2 486 + 45 96 

B Fr. B Fr. B Fr. B Fr. B Fr. B Fr. B Fr. 

Belgium 1958 1 797 120 800 14.4 16 700 357 000 4.7 198 1 845 2 043 
1962 1 340 157 400 8.5 21 600 433 2 2 
1966 2 908 244 900 11.9 34 600 588 500 5.9 305 3 731 3 936 + 58 79 

Riels Riels Riels Riels Riels Riels Riels 
Cambodia 1962 300 4 800 6.3 4008 16 300 2.5 52 70 122 

1966 400 5 500 7.3 8008 22 500 3.6 64 127 191 + 57 5 

Can. $ Can. $ Can. $ Can. $ Can. $ Can. $ Can. $ 

Canada 1959 ... 7 893 ... 1 7228 22 588 7.6 
1963 ... 10 415 ... 2 3448 27 507 8,5 ... 124 
1967 2 018 16 169 12.5 3 3228 37 739 8.8 99 163 262 ... 242 

Rupees Rupees Rupees Rupees Rupees Rupees Rupees 
Ceylon 1959 ... ... ... 118.28 4 676.8 2.5 ... 12 ... 

1963 158.7 1 060.8 1.5 150.68 5 401.9 2.8 15 14 29 
1967 187.8 1 184.6 1.6 186.18 6 539.0 2.8 16 16 32 • 10 5 

NT$ NT$ NT$ NT$ NT$ NT$ ITS 
China (Taiwan) 1959 200 10 900 1.8 1 5008 36 200 4.1 20 147 167 

1963 300 16 600 1.8 3 8008 56 900 6.7 26 325 351 
1967 500 26 400 1.9 5 3008 86 800 6.1 38 403 441 + 26 11 

Colones Colones Colones Colones Colones Colones 
El Salvador 1958 ... 38 1 071 3.5 

1962 ... ... ... 47 1 239 3.8 ... 18 ... 1966 23 ... ... 59 1 674 3.5 8 19 27 ... 11 



TABLE XI 

Country Year 

General government current expenditures Private consumption expenditures Per capita health expenditures 

Health 

million 

Consumption, 

subsidies, 

transfers to 

households 

and private 

non -profit 

institutions 

million 

% 
col. 3 

of col. 4 

Health 

million 

Total 

million 

% 

col. 6 

of col. 7 

General 

government 
Private 

Total in 

local 

currency y 

% increase 

over last 
four years 

Total 

per capita 
health 

expenditure in 
U8 $ 

(1) (2) (3) (4) (5) (6) (7) (8) (9) (10) (11) (12) (13) 

DM DM DM DM DM DM DM 

Federal Republic of Germany 1959 ... ... 5 20Oá 1 146 500 3.5 99 
1963b 16 600 110 400 13.3 7 9001 2 215 900 3.7 299 143 442 
1967- 25 100 155 500 16.1 . 11 300- 2 281 400 4.0 435 196 631 + 43 163 

Marks Marks Marks Marks Marks Marks Marks 

Finland 1959 328 3 098 10.6 193 9 095 2.1 75 44 119 
1963 547 4 977 11.0 277 13 099 2.1 120 61 181 
1967 1 283 8 033 16.0 482 18 572 2.6 275 103 378 + 109 90 

Cedis Cedis Cedis Cedis Cedis Cedis 

Ghana 1963 19.2 154.3 12.4 32! 916 3.5 3 4 7 
1967 16.6 208.7 7.9 31! 1 296 2.4 2 4 6 - 14 6 

Drachmas Drachmas Drachmas Drachmas Drachmas Drachmas Drachmas 

Greece 1958 1 400 15 400 9.1 1 800 73 200 2.5 171 220 391 
1962 2 400 22 200 10.8 2 200 94 200 2.3 284 260 544 
1966 4 200 42 000 10.0 3 300 138 500 2.4 488 383 871 + 60 29 

Lempiras Lempiras Lempiras Lempiras Lempiras Lempiras Lempiras 

Honduras 1958 ... ... ... 23.2! 565.8 4.1 13 
1962 6.9 58.5 11.8 24.21 650.5 3.7 3 12 15 
1964 7.1 74.4 9.5 27.21 728.3 3.7 3 12 15 
1968 12.5 104.4 12.0 ... ... ... 5 ... ... ... 8 

Is. pounds Is. £ Zs. £ Is. £ Is. £ Is. £ Is. £ 

Israel 1959 ... 1 064 ... 1811 2 767 6.5 ... 88 ... 
1963 42.5 2 201 1.1 342! 5 245 6.5 18 144 162 
1967 196.3 4 578* 4.2* 617! 8 166 7.6 74 231 305 r 88 87 

Lire Lire Lire Lire Lire Lire Lire 

Italy 1959 164 000 '4 867 000 1.3 580 000 12 476 000 4.6 3 323 11 751 15 074 
1963 296 000 8 045 000 3.7 921 000 19 281 000 4.8 5 845 18 181 24 032 
1967 393 000 12 395 000 3.2 1 670 000 26 593 000 6.3 7 509 31 910 39 419 + 64 63 

Dinars Dinars Dinars Dinars Dinars Dinars Dinars 

Jordan 1959 0.8 25.8 3.1 0.5 87.1 0.6 0.48 0.31 0.79 
1963 1.1 33.8 3.3 1.0 116.8 0.9 0.60 0.55 1.15 
1967 1.7 50.0 3.4 1.1* 158.5 0.7* 0.79 0.51 1.30 + 13 4 



General government current expenditures Private consumption expenditures Per capita health expenditures 

Country Year 

Consumption, 

subsidies, 

transfers to % % 
General 

Total in % increase 
Total 

per capita health 
Health households col. 3 Health Total col. 6 Private local over last expenditure in 

million 

and private P 

non -profit 

institutions 

million 

of col. 4 

million million 

of col. 7 
government 

currency four years US $ 

(1) (2) (3) (4) (5) (9) (7) (8) (9) (10) (11) (12) (13) 

Mal.$ Mal.$ Mal.$ Mal.$ Mal.$ Mal.$ Mal.$ 

Malaysia 1962 97 9282 1.0 79 4 023 2.0 13 11 24 
1966 140 1 541- 0.9 117 4 956 2.4 17 14 31 • 29 10 

Malta pounds Malta £ Malta £ Malta £ Malta £ Malta £ Malta £ 

Malta 1959 1.6 9.0 17.7 0.6 32.8 1.8 5 2 7 
1963 1.8 -- 12.2 14.8 0.8 35.7 2.2 5 2 7 
1967 2.4 16.0 15.0 1.1 45.9 2.4 8 3 11 + 57 3 

Guilders Guilders Guilders Guilders Guilders Guilders Guilders 
Netherlands 1959 1 0405 

á 

4 293 24.2 1 127 22 247 5.1 92 99 191 
1963 1 630 6 957- 23.4 1 680 31 520 5.3 136 140 276 
1967 3 180- 13 270- 24.0 3 060 47 060 6.5 252 243 495 + 79 138 

Balbaos Balbaos Balbaos Balbaos Balbaos Balbaos Balbaos 

Panama 1959 ... ... ... 7.3 322.3 2.3 ... 7 ... 
1963 17.6 77.3 22.8 15.1 394.7 3.8 15 13 28 
1967 27.5 122.0 22.5 20.2 538.4 3.8 21 15 36 + 29 36 

Won Won Won Won Won Won Won 

Republic of Korea 1959 ... ... 6 300 181 500 3.5 262 ... 
1963 1 600 62 200 2.6 17 800 399 500 4.5 60 633 693 
1967 1 830 ... 46 500 973 500 4.8 61 1 561 1 622 + 134 6 

Malayas $ Mal.$ Mal.$ Mal.$ Mal.$ Mal.$ Mal.$ 
Singapore 1959 28 220 12.7 28 1 721 1.6 18 18 36 

1963 61 327 18.7 44 2 302 1.9 34 25 59 
1967 76 474 16.0 55 2 883 1.9 39 28 67 • 14 22 

S. Kroner S. Kroner S. Kroner S. Kroner S. Kroner S. Kroner S. Kroner 
Sweden 1959 1 839 16 660 11.0 843 36 881 2.3 247 113 360 

1963 2 891 25 130 11.5 1 175 49 429 2.4 380 154 534 
1967 5 335* 42 026 12.7* - 1 879 67 807 2.8 678 239 917 + 72 178 



TABLE IX 

General government current expenditures Private consumption expenditures Per capita health expenditures 

Consumption, 
subsidies, % % Total in % increase Total, Country Year Health transfers to col. 3 Health Total col. 6 

General 
government Private local over last per capita 

health 
expenditure in 

US $ 

million 

households 
and private 
non- profit 
institutions 
million 

of col. 4 

million million 

of col. 7 currency four years 

(1) (2) (3) (4) (5) (6) (7) (8) (9) (10) (11) (12) (13) 
Swiss Francs S. Fr. S. Fr. S. Fr. S. Fr. S. Fr. S. Fr. 

Switzerland 1963 9202 8 5982 10.7 1 845 30 170 6.1 159 320 479 
1967 1 7002 14 9522 11.4 2 565 40 620 6.3 281 424 705 r 47 163 

Pounds £ f £ £ £ £ 

United Kingdom of Great 
Britain and Northern 
Ireland 1959 963 5 959 16.2 28 16 141 0.2 18.5 0.5 19.0 

1963 1 274 7 928 16.1 37 20 144 0.2 23.7 0.7 24.4 
1967 1 838 11 237 16.4 44 25 291 0.2 33.4 0.8 34.2 r 40 82 

US $ US $ US $ US $ US $ US $ US $ 
United States of America 1959 5 300 112 600 4.7 17 900 312 300 5.7 30 101 131 

1963 7 000 145 000 4.8 23 300 376 600 6.2 37 123 160 
1967 9 900 215 200 4.6 34 000 494 300 6.9 50 171 221 ♦ 38 221 

Estimate. 
á Including personnel care. 
b - Including Saar and West Berlin. 
- Excluding transfers. 

Excluding government consumption expenditures. 
e - Including capital expenditure. 

... Not available 

Notes: for conversion into US $ 1967 rates were used: 
expenditures quoted are current market prices. 
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CHAPTER IX 

MAJOR NATIONAL HEALTH PROBLEMS 

In the questionnaires sent to governments seeking information for the Reports on the 
World Health Situation, requests were made for a brief description of the major public health 
problems still to be solved in the country, indicating their magnitude and stating, where 
appropriate, how this has been assessed. Countries were also asked, if possible, to assign 
an order of priority, as regards urgency, to the problems they experience. The analysis of 
the replies was afforded a separate chapter in each of the Reports, and study of these 
chapters would suggest that the descriptions of major national health problems are one of the 
most rewarding features of the exercise. They are also the most difficult to analyse, and have 
been treated somewhat differently in the Second and Third Reports. In the Second Report, they 
were analysed under the headings health priorities, diseases of major concern and other major 
health hazards. In the chapter on Major Health Problems in the Third Report, attention was 
first paid to how governments approached the question of reviewing their various health 
problems, of assessing them and finally of giving them individually some order of priority. 

The replies for the Fourth Report contain a number of similarities as well as differences 
in the countries' assessment of the situation. In discussing communicable disease control and 
immunization services as well 
America introduced a new form 
measles eradication programme 
cases, saved about 1000 lives 
Cost estimates were given for 

as the chronic and degenerative diseases, the United States of 
of appraisal. For example, it was estimated that the national 
from 1966 to 1968 in that country had averted 10 million acute 
and prevented more than 3000 cases of mental retardation. 
some diseases. Tuberculosis in 1968, it was estimated, 

imposed an economic burden on the nation of one billion dollars and syphilis exacted an 

economic toll in 1968 of one -quarter billion dollars. Generally the number of countries with 
any new approach in rationalizing their major health problems was small. 

As in previous reports, there were instances of a few countries with particular problems. 
For example, Finland and Australia had problems in delivering health services and transporting 
the sick due to the distances involved. Switzerland and the United States of America 
mentioned rheumatic diseases as a problem. Poland, Turkey and Australia stated that noise 
in urban areas was a serious health problem. Cyprus and Spain were concerned about hydatid 
disease. Iraq, Nepal and Lesotho had goitre problems. Ceylon and the Island of Réunion had 
problems of leptospirosis. Austria and Poland mentioned food additives and the United 
Kingdom had a growing problem of accidental poisoning, particularly amongst children. 

As in previous reports, for specific communicable diseases, mention was made by 35 
countries that tuberculosis was a major health problem and such mention was usually supported 
by survey or other evidence. Malaria was mentioned by 23 countries, by some as the sole or 

principal health problem. These were usually countries which had not yet commenced 
eradication and where the disease was experienced in its full severity. Schistosomiasis was 
mentioned by eight countries, in the Eastern Mediterranean Region, in Africa and the 

Caribbean. Trachoma by six countries and venereal diseases by 19 countries which span the 
world. Infectious hepatitis was stated to be a major health problem by Hungary, Ceylon, 
Australia and the United States of America. Smallpox was stated to be a major health 
problem in Togo, Indonesia and Nepal and from amongst the countries replying, Mali, Togo, 

Mexico and Madagascar quoted measles as a major health problem. 

Analysis of the reports shows that malaria, for most countries in which eradication is 
proceeding satisfactorily, is no longer considered to be a problem. In countries where 

eradication has not yet commenced, it is however still a grave and serious problem. The 

reports show too, that where countries relaxed their vigilance, or where for one reason or 

another they had not achieved eradication completely, the disease could return with dramatic 

and striking speed and severity. It is clear from the immediate reaction of the health 

authorities in such countries and the magnitude of the effort required to control the disease 
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again, that populations will be unwilling to return to the former state of malaria prevalence 
and that the costs of re- establishing the maintenance phase of malaria eradication are very 
great. 

As regards tuberculosis, which is the problem most frequently mentioned, the situation 
is somewhat different, As a slow -motion contagion, as a disease with social consequences to 
the family, as something recognizable and with clinical as well as preventive requirements, 
it was stated to be a problem both by developed countries where it exists mainly amongst the 
older population, and in the developing countries where it is found amongst the young. 
Actually, the frequent mention of the disease is a reflection of the efforts made to combat 

it, of the availability of effective preventive and curative weapons, of the public interest 
and the feeling that the country is successfully attacking a national problem. There is 
also the common belief that if so many countries can so radically reduce the threat of 

tuberculosis, then there is every reason for others to do the same. 

In any case, the cost of communicable disease control in developing countries is 

considered to be so great as to be a serious burden on their resources, To eradicate a 

disease by a strategic campaign and the organization of a health infrastructure marks sound 
economic and social sense. The spread of disease such as yellow fever, cholera, haemorrhagic 
fever and other conditions across political boundaries and across the world, justifies the 
intensification of global surveillance both in providing international control and in permitting 
comparative research into their elimination. In the developed countries the final eradication 
of many of the communicable diseases which still remain, even to a minimal extent, can only 
be achieved by effective national epidemiological surveillance, 

However, the main findings of this part are, that the major communicable diseases still 
pose a threat to about two- thirds of the world's population. Although enormous advances 
have been made continuous vigilance is necessary to maintain the gains where effective control 
has been achieved in many parts of the world. The contrasts between what can be and has 
been achieved and what remains to be done, imposes a moral compulsion on the world to 
intensify efforts in communicable disease control, since the achievement of any state in the 

promotion and protection of health is of value to all. 

The major health problems hitherto described have been those which have been presented 
by countries, without great variations or change as embodied in the previous reports on the 

World Health Situation. However, during the present report period, two features of very 
great global importance have emerged very clearly. The chronic and degenerative diseases 
and the problems which arise in consequence assume an increasing significance in the developed 
countries and in countries in transition from developing to developed. An equally serious 
problem in developing countries with large populations of children is the syntropy or disease 
pattern or the association of such conditions as the diarrhoeal diseases, helminthiasis, 
protein calorie malnutrition, other deficiency diseases, respiratory infections, communicable 
diseases particularly those affecting childhood and the social conditions of poverty, low 

educational levels, over -crowding, bad housing or urban "squatting" conditions, adverse 

environmental conditions such as lack of clean water and inadequate waste disposal, and 
finally of rapid population increases. The combinations of these factors produce high 
mortality and morbidity rates between birth and five years of age, they affect the mental 
and physical growth of children, imperil the future economic and social development of the 
community and present a medico -social pathology of great complexity which is difficult to 
resolve. 

The statements on major health problems from developing countries have several new 
characteristics which did not appear in previous reports. They show a greater sophistication 
and appreciation of their major problems by the health authorities of the countries reporting. 
They indicate the complexity and interrelationship between the factors of infection, 

malnutrition, parasitosis, defective environmental health and population pressure in producing 

a pattern of community ill -health, They demonstrate the need for a multi- disciplinary 
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approach, as exemplified by the health team at the executing level of programmes. They point 
out the need for co- ordination in programming and planning. They show clearly a need for 

health practice research into the relationships, on a systems basis, of the factors respon- 
sible and the need for the effective delivery of the health services and the promotion of 
change. Much more knowledge on the social and ecological aspects of national situations such 
as those described, is required. They confirm quite clearly the need for additional 
investment into health programmes in developing countries. They confirm the need for research 
into and development of simple and effective techniques like the rehydration of infants or 
children suffering from diarrhoeal diseases. 

For the developed countries, the remarks on the increasing significance of chronic and 
degenerative diseases during the reporting period are an important new development. In the 

previous reports references to chronic and degenerative diseases by countries were usually 
concerned with cardiovascular diseases and cancer. In the present report the scope and 

approach are very much wider and the true picture of the situation is commencing to emerge. 
At the same time, a beginning has been made to provide the preventive and curative measures 
specifically designed to meet the challenge of the new problem of the health care of the 
increasing number of older persons in the developed countries. 

The following statement in the United Kingdom report reflects the opinions of most 
developed countries: 

"The increasing complexity of medicine, the introduction of new techniques, the 
rising costs of services and the shortages of skilled personnel and all factors pointing 
to another major preoccupation of health administrators: to seek improved ways of 
delivering medical care. An allied problem is that of organizing the education and 
training for the medical and related professions in preparing for the changing 

circumstances of the future." 

Aging populations, increasing demands for health services, the problems of chronic and 
degenerative diseases and the cost of delivering health services have now created a situation 
where the vast programmes necessary to keep people healthy must be reviewed and rethought, 
which in fact is happening. 
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CHAPTER X 

SUMMARY AND CONCLUSIONS 

The general observations and conclusions that can be drawn from the information supplied 
by the governments themselves and the trends that have emerged from the questionnaire material 
can be summarized as follows: 

The Fourth Report on the World Health Situation is based on the reports supplied by 
114 countries, received before 1 March 1970, in which they presented information 
on their progress in the field of health throughout the years 1965 to 1968. 

During the review period, the growth in the world population accelerated and there was an 
increase of 250 million people. 

The growth rate was greatest in the developing countries. 

The proportion of children in the populations of the developing countries was almost half. 

The proportion of the population who are over 65 years of age increased in the developed 
countries. People in this age group in Europe increased by two million each year. 

The population distribution has had a significant influence on the pattern of disease and 
the character of the health problems of developing and developed countries. 

In the developing countries, the major health problem most frequently mentioned was a 

disease pattern affecting children which is a combination of gastro- intestinal disorders, 
parasitoses, infectious diseases, including measles, infectious hepatitis (most severe 
between five and nine years of age), respiratory infections and, in Africa, malaria, 
This is associated with protein /calorie malnutrition, other deficiency diseases and 
adverse environmental and social conditions relating to health. The question of 
national and international surveillance and the "holistic" approach to communicable 
diseases by countries was discussed. 

Communicable diseases still represent a threat to two- thirds of the world's population. 

A global smallpox eradication campaign was initiated during the review period. 

The strategy of malaria eradication was reviewed during the period of the report. 

Poliomyelitis eradication made great progress in the developing countries. It is still 

a serious problem in the developing countries. 

Venereal diseases increased throughout the world. 

The world nutrition situation is reviewed both in the light of the reports from countries 

and of world trends. 

Tuberculosis and leprosy continued to be world problems. 

In the developed countries the chronic and degenerative diseases are now the major health 

problem. The delivery of health services, their staffing and cost is causing concern. 

The increase in accidental injuries and deaths and social factors influencing the disease 

patterns are problems in the developed countries. 
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The question of manpower shortage, particularly in the developing countries, is discussed 
and the education of doctors, dentists, nurses and auxiliary workers is considered 
in the context of world manpower in the field of health. 

The organization of public health services and national health planning in the countries 
reporting is analysed. During the review period there was strenuous activity in 
reorganizing, expanding and developing national health services. There was a further 
evolution of systematic planning and a more constructive and realistic approach in 
this field of action. 

Considerable attention was devoted to environmental health by the countries reporting. 
The progress and problems in this area are analysed under the headings of community 
water supplies, liquid and solid wastes disposal, environmental pollution and metro- 
politan and regional planning. 

The social and economic developments of significance for health as presented by countries 
are discussed, together with a review of expenditure on health in 20 countries. It 

is considered that social factors influencing health in both the developing and 
developed countries are of growing importance. The improving economic situation of 
the developing countries is noted. 

The major health problems presented by individual countries are analysed and discussed 
in their global context. 

Medical and public health research is not treated as a separate feature but is introduced 
when appropriate, in relation to developments or problems. 

During the review period the main progress has been in structure rather than performance. 
There has been a utilization of new methodologies and a new sophistication and realism 

in the organization, the reorganization, the development of health services and in 

fields of health in countries all over the world a marked activity. This can be seen 

in national health planning, the provision of improved services and the better coverage 
of populations, the review of strategies, whether in malaria, smallpox or other diseases, 

and in the fields of manpower, education, health economics and research. 

Performance has not lagged behind but has surpassed the progress made in each of the 
previous reporting periods. On this occasion, however, the theme is clearly the structural 
development necessary to meet the challenge of the increase in the world's population and 
the health problems, both old and new, which exist. It provides for and guarantees future 
progress in the attainment of the highest possible levels of health which are basic to the 

happiness, harmonious relations and security of all peoples. 
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INDEXED 

In accordance with resolution WНA19.521 the Director -General has the honour to submit to 
the Twenty -third World Health Assemby the Fourth Report on the World Health Situation. 

This Report is presented in two separate parts, Part I comprising 10 chapters of general 
survey, and Part II the review by country and territory. 

As in the case of the previous Reports on the World Health Situation, this Report is 

presented as a mimeographed document. A final version of the Report will be prepared for 
publication after the Assembly. 

1 Handbook of Resolutions and Decisions, 10th ed,,, p. 160. 
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CAMEROON 

Population and Other Statistics 

Population estimates and some other vital statistics for the period 1965 -1968 are given 

in the following table: 

1965 1966 1967 1968 

Mean population 5 229 000 5 350 000 5 470 000 5 562 000 

Number of live births 61 820 53 124 66 332 - 

Birth-rate (per 1000 population) 11.3 9.2 11.0 - 

Number of deaths 11 959 6 727 3 863 - 

Death-rate (per 1000 population) 2.0 1.2 0.6 - 

Natural increase (per cent.) 0.93 0.80 1.04 - 

Number of infant deaths 2 993 1 727 1 008 - 

Infant mortality rate (per 1000 
live births) 48.4 32.4 15.1 - 

Number of deaths, 1 -4 years 3 051 2 714 1 064 - 

Number of maternal deaths 97 61 22 - 

Maternal mortality (per 1000 
live births) 1.56 1.14 0.33 - 

The communicable diseases most frequently notified in 1968 were: malaria, new cases 
(768 035), whooping -cough (44 061), measles (26 217), bacillary dysentery (14 886), 

amoebiasis (11 799), trachoma (5744), leprosy (3445), tuberculosis of the respiratory system, 
new cases (1429), meningococcal infections (532), typhoid fever (441), trypanosomiasis (121), 

poliomyelitis (112), smallpox (63 in 1967). 

Organization of the Public Health Services 

In 1965, the Ministry of Public Health and Population was transformed into the Office of 

the Commissioner- General for Public Health and Population. This Office was reorganized in 

1966 with the establishment of the sub -directorate of the endemic diseases control and rural 

medicine. In addition to preventive activities carried out by mobile teams, this sub - 

directorate is entrusted with the responsibility for rural medical assistance with a view to 

a more effective control of medical care services in rural areas and to the integration of 
curative and preventive medicine. The sub -directorate of hospital establishments is 

responsible for the organization, functioning and technical control of the central hospitals. 

At the intermediate level, the departmental hsopital which is staffed by at least 1 

doctor is responsible for curative medicine, whereas the departmental health centre is in 

charge of preventive medicine. This centre has a mobile unit for case -finding activities 
and vaccination. It also controls and supervises the peripheral health centres which are in 
charge of nurses. 
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Hospital Services 

In 1967, Cameroon had altogether 85 in- patient establishments with a total bed capacity 
of 11 215 beds of which 7349 were in 50 government establishments. The bed /population ratio 
was 2.1 per 1000. These beds were distributed as follows: 

Category and number Number of beds 

General hospitals 9 3 805 

Rural hospitals 56 6 830 

Medical centres (without doctors) 20 580 

Out -patient facilities were available in 1968 at the following establishments: the 

hospital out -patient departments; 1 polyclinic staffed with 2 doctors and approximately 12 

nurses; 473 health centres staffed each with 2 to 3 nurses and 1 midwife, and providing 
simple ambulatory treatment; 210 dispensaries; 15 medical aid posts which generally provide 
limited in- patient facilities; 1 mobile unit whose main function is the detection of endemic 
diseases such as leprosy, trypanosomiasis, yaws, etc. 

Medical and Allied Personnel and Training Facilities 

In 1967, Cameroon had 210 doctors of whom 146 were in government service. The doctor/ 

population ratio was 1 per 26 000. Other health personnel included: 

Medical assistants 

Dentists 

Pharmacists 

Fully- qualified midwives 

Fully- qualified nurses 

Assistant nurses 

Sanitary engineer 

Sanitarians 

1 

446 

11 

55 

76 

590 

055 

1 

12 

The preliminary preparation for establishing a faculty of medicine as part of the 
university was started during the period under review and is progressing. A team of WHO 
consultants recommended the establishment of a university centre for health sciences, which 
would be better adapted to the needs and resources of the country. This centre will utilize 
a new formula for education and training of health personnel. 

Establishments for the training of nursing and midwifery personnel includes the Ayos 
Medical Training School which provides a 2- or 3 -year course leading to the French State 
diploma; the Yaoundé Catholic School and the Douala Protestant School which are recognized 

by the Government and which also train for the French State nursing diploma; the Victoria 
School of Nursing which trains for the Cameroon State diploma. 

Auxiliary personnel are trained in hospitals and dispensaries. The Pasteur Institute 

trains a certain number of technicians a year. 
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Communicable Disease Control and Immunization Services 

Malaria is a major public health problem in Cameroon. It is holo- endemic in the north 
and in the western plain, meso- endemic in the central region, hyperendemic in the transitional 

regions and hypo -endemic in the mountainous regions of the west. 

A programme for regular antimalaria chemoprophylaxis to schoolchildren was started in 
November 1964. The campaign was planned in 4 stages, starting in the north and, since the 

end of 1966, covering the whole country, with the exception of West Cameroon. The programme 
was carefully planned in close co- operation with the Ministry of Education and the local 
inspectors of education, a single dose of chloroquine being given on a fixed day each week. 

The programme has been of considerable benefit to the children. When extended, the campaign 
may be expected to cause a lowering of the parasite rate in all population groups and thereby 
facilitate the eventual introduction of a malaria eradication programme. DDT spraying opera- 

tions were discontinued in 1964. Passive case -detection continued in the previously sprayed 
areas and suspected malaria cases received treatment. 

Tuberculosis is considered as being the second most important health problem of Cameroon, 
outranked only by malaria. A BCG vaccination campaign was started in 1967 and was intensified 
in 1968. BCG vaccination is compulsory for all persons between O and 20 years. 

Onchocerciasis occurs in many foci. Schistosoma haematobium infection is common in 
northern Cameroon. Schistosoma mansoni is found in many areas throughout the country. 
Important foci of intestinal schistosomiasis have been discovered near Yaoundé and Douala. 
Trypanosomiasis endemicity persists in some foci, particularly in the region of the Chad 
frontier. Cerebrospinal meningitis is also found in Cameroon. 

The following immunization procedures were carried out in 1967: 

Smallpox 1 815 311 

Measles 275 685 

BCG 169 955 

Yellow fever 1 425 

Specialized Units 

In 1968, Cameroon had 39 pre -natal centres and 6 child health units. There were also 

5 school health units, 8 dental health units, 4 psychiatric out -patient clinics, 4 tuberculosis 

out -patient clinics, 24 venereal disease clinics, and 2 public health laboratories. 

Environmental Sanitation 

All main towns of the country, i.e• about 15 towns, have a piped water -supply system. 

National Health Planning 

The Government's second 5 -year plan for the period July 1966 to July 1971, which came 

into force in 1966, continues to be the basis for defining the Government's priority needs 

with emphasis on the economic sector and the development of rural areas. 

Cameroon launched its first 5 -year development plan in 1960. The plan was modified 

in 1962 to include West Cameroon following unification. During the planning period 1961- 

1965 a plan for the development of basic health services was prepared, which was incorporated 

into the second 5 -year plan. .Major objectives of this plan were: training of medical 

and paramedical personnel; development of preventive medicine; development of programmes 

for malaria eradication, maternal and child health, and the adequate health coverage of rural 

areas. 
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International Assistance 

In 1968, WHO's assistance to Cameroon included the following projects: 

Health Services (1961- 1972): to reorganize and strengthen the health services in 
West Cameroon. 

Nursing Advisory Services (1962- 1972): to develop programmes for the education of 
midwifery and nursing personnel and to strengthen nursing services. 

Medical School, Yaoundé (1966- 1972): to establish a university centre for health sciences 
in Yaoundé, and to train professional and auxiliary personnel. 

Environmental Sanitation (1968- 1972): to establish a central environmental health unit, 
develop a long -term sanitation programme and train personnel. 

Development of Basic Health Services (1968- ): to develop basic health services and 
train the necessary personnel. 

Fellowships (1968) in various health fields. 
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CENTRAL AFRICAN REPUBLIC 

Population and Other Statistics 

Based on the results of sample surveys carried out between 1959 and 1960, the African 
population of the Central African Republic was 1 202 910. Population estimates for the 
period 1965 -1968 are given below: 

Year Population 

1965 1 370 000 

1966 1 437 000 

1967 1 459 000 

1968 1 488 000 

The population increase was about 2 per cent. in 1967. 

The communicable diseases most frequently notified in 1966 were: gonorrhoea (19 499), 

dysentery, all forms (19 272), syphilis, new cases (2700), measles (2823), whooping -cough 
(1882), leprosy (840), infectious hepatitis (823), tuberculosis of the respiratory system, 
new cases (527), meningococcal infections (144), trypanosomiasis (35), typhoid fever (7). 

Organization of the Public Health Services 

The Ministry of Public Health and Social Affairs, which was created in 1958, is the 

highest health authority in the country. The Directorate of Public Health of the Ministry 
includes 2 separate services: the medical assistance which administers hospitals and 
dispensaries and the national service for the control of endemic diseases. For the purpose 
of the control of endemic diseases, the country is divided into 5 sectors with administra- 
tive headquarters in Bangui, Berberati, Bossangoa, Bambari and Bangassou. Each sector has 

2 mobile units. The service conducts campaigns to control leprosy, malaria, trypano- 

somiasis and yaws. 

Hospital Services 

In 1967, the Central African Republic had 50 hospitals and establishments for in- patient 
care providing altogether 2637 beds or 1.8 beds per 1000 population. 

These beds were distributed as follows: 

Category and number Number of beds 

General hospitals 2 810 

Rural hospitals 14 1 062 

Medical centres (without doctor) 32 746 

Leprosarium 1 30 

Out- patient care was available in 1967 at 2 hospital out -patient departments, 4 health 
centres, 10 dispensaries, 32 medical aid posts and 5 mobile health units. These establish- 
ments, with the exception of the hospital out -patient departments, are staffed by male nurses. 
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Medical assistance in rural areas is particularly difficult owing to the dispersion of 

small villages over a wide area and to the presence of a considerable nomad population. 

Medical and Allied Personnel and Training Facilities 

In 1967, 39 doctors were working in government service. The government doctor /population 
ratio was thus 1 per 37 000. Other health personnel employed by the Government included: 

Dentists 2 

Pharmacists 2 

Fully- qualified midwives 19 

Matrons and traditional birth attendants 67 

Fully- qualified nurses 19 

Male nurses 587 

Health assistants 33 

Sanitary assistants 66 

Laboratory technicians 4 

X -ray technician 1 

There is a training school for health assistants in Bangui. The National Institute for 

medico -social education and public health set up by government decree in 1967 replaced the 

school of nursing. 

Communicable Disease Control and Immunization Services 

Malaria continued to be one of the prevailing communicable diseases in the country. 

Onchocerciasis and intestinal schistosomiasis are present in all parts of the country. No 

smallpox case was reported since 1964. Immunization campaigns are organized against tuber- 

culosis, measles and yellow fever. Trypanosomiasis is limited to a number of residual foci. 

At the end of 1967 there were over 40 000 leprosy cases in the country. Cerebrospinal 
meningitis occurs in epidemic form. Tuberculosis is considered a very serious health 

problem. There are, however, no reliable data available on the prevalence of this disease. 

At present, anti -tuberculosis activities are entirely clinically oriented. 

The following immunization procedures were carried out in 1967: 

Smallpox 380 960 

Yellow fever 95 000 

BCG 33 482 

National Health Planning 

A well conceived 4 -year development plan for 1967 -1970 has been drafted and approved 

by the Council of Ministers in 1967. This plan is meant to benefit, to a large extent, the 

rural population. 

International Assistance 

In 1968, WHO's assistance to the Central African Republic included the following projects: 

Environmental Sanitation (1964- 1972): to establish an environmental health service, 

draw up a long -term sanitation programme, and train sanitation personnel. 
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Nursing Education (1966 -1972): to upgrade and develop the programme for basic nursing 
education at the School of Nursing in Bangui. 

Study in Sterility (1968): a WHO consultant evaluated the reportedly high incidence of 

sterility in certain population groups and is to make recommendations for public health 

action. 

Fellowships (1968) in public health and undergraduate medical studies. 

Government Health Expenditure 

In 1968, total government consumption expenditure amounted to 10 505 million CFA francs, 
818 million of which were spent on health services (i.e. 7.8 per cent. of total). Per capita 

expenditure on health services therefore amounted to 550 CFA. No capital investment was 

reported. 
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GABON 

Population and Other Statistics 

At the last census, taken between October 1960 and May 1961, the population of Gabon was 
448 564. The following are population estimates for the period under review: 

Year Population 

1965 463 000 

1966 468 000 

1967 473 000 

1968 480 000 

The communicable diseases most frequently notified in 1968 were: malaria, new cases 
(69 059), whooping -cough (3903), influenza (2169), measles (1943), amoebic dysentery (1224), 
bilharziasis (1067), leprosy (646), tuberculosis of the respiratory system, new cases (398), 
bacillary dysentery (380), typhoid fever (70), trypanosomiasis (51), meningococcal infections 
(35), poliomyelitis (30). 

Organization of the Public Health Services 

The Ministry of Public Health and Population is responsible for all public health and 
medical matters. The Minister is assisted by a technical adviser, a Chief of Cabinet and 
the Director -General of Public Health, head of the Directorate -General of Public Health. A 
Secretary of State for Public Health is in charge of the direction of the general hospital in 

Libreville. The Directorate -General of Public Health comprises 2 bureaux, the bureau of 
planning and statistics and the bureau of epidemiology, and 4 departments: 

the department of finance and administration which prepares the programme and budget, 
administers credits, prepares legislative texts and deals with personnel questions; 

the department of public health which is in charge of mobile and preventive services, 

school health, maternal and child health, health education, nutrition and national 
sanitation services; 

the department of medical services and training dealing with curative services, the 

central laboratory, the national school of health; 

the department of drugs and supplies. 

The Directorate -General is also directly responsible for the central pharmacy in Libreville, 

the national laboratory, the national school of health and the public health stores. 

Gabon is divided into 9 health regions corresponding to the 9 administrative regions. 

Each health region is under a medical officer technically responsible to the Director -General 

of Public Health. Each region has its own mobile medical units under a medical officer 

responsible for the case -finding medical teams and the control of endemic diseases. The 9 

regions are sub -divided into 35 medical districts. Each regional headquarters has a hospital 

or a medical centre directed by a doctor and each district headquarters has a medical centre 

staffed either by a doctor or a nurse. Each district has a number of dispensaries in charge 

of a trained nurse and visited periodically by the regional medical officer and by the 

medical officer in charge of the endemic diseases control unit. 
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Hospital Services 

In 1967, Gabon had 41 in- patient establishments with 4625 beds of which 3787 were in 32 

government hospitals. The bed /population ratio was 9.8 per 1000. The total number of beds 
was distributed as follows: 

Category and number Number of beds 

General hospital 1 496 

Rural hospitals 9 1 905 

Medical centres (without doctor) 27 2 018 

Leprosaria 3 206 

Out- patient facilities were available in 1968 at hospital out -patient departments, at 1 

polyclinic, at 25 health centres, 90 dispensaries and 8 mobile health units. 

Medical and Allied Personnel and Training Facilities 

In 1967, Gabon had 80 doctors of whom 60 were employed by the Government. The doctor/ 
population ratio was 1 per 5910 inhabitants. Other health personnel included: 

Medical assistants 9 

Dentists 2 

Pharmacists 12 

Pharmaceutical assistants 7 

Fully- qualified midwives 38 

Fully- qualified nurses 166 

Assistant nurses 516 

Veterinarians 2 

Assistant veterinarians 4 

Sanitary engineer 1 

Sanitarians 3 

Physiotherapists 2 

Laboratory technician 1 

X -ray technicians 6 

Doctors, dentists and pharmacists are trained outside of Gabon. The national school of 
public health which opened in Libreville in 1960, trains nurses, midwives and auxiliary 
nurses. During the academic year 1967 -1968, 27 nurses were attending the 2 -year training 
course, 10 midwives attended the 3 -year midwifery course and 4 auxiliary nurses attended 
the 2 -year course. 

A maternal and child health training centre opened at Libreville in 1962 with the support 
of UNICEF and WHO. Training of laboratory technicians, X -ray technicians and sanitarians 
started in 1968 with a 2 -year course for each category. 
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Communicable Disease Control and Immunization Services 

Malaria is undoubtedly the major endemic disease in Gabon, resulting in a very high 
mortality in the age -group 0 to 12 years. The main vector found in the country is 

Plasmodium falciparum, Control measures include spraying operations and chemoprophylaxis 

applied especially to infants, schoolchildren and pregnant women attending the maternal and 
child health centres. The incidence of intestinal schistosomiasis has increased from 775 

recorded cases in 1965 to 1990 cases in 1967. The measures presently taken are: identifi- 
cation of vectors, treatment of water with molluscicides and treatment of cases. The 
incidence of trypanosomiasis has been decreasing during the period under review. A survey 

of 79 855 persons examined in December 1968 has revealed a morbidity rate of 0.07 per cent. 

as compared with 0.11 per cent, in 1964, There exist 2 residual foci in the regions of 

Port Gentil and of the estuary. Elsewhere the disease has been eradicated. A survey carried 

out in 1955 revealed an onchocerciasis incidence of 1 per cent. in Gabon. There are 2 

known foci which, however, do not appear to be very active: 1 in Ogooué -Lolo, and 1 in the 

Moanda district. 

The incidence of tuberculosis has been slowly progressing during the reporting period, 
not only in cities but also in rural areas. The tuberculosis morbidity rate has increased 
from 0.1 per cent. in 1958 to 0.2 per cent, in 1967. The mortality rate, however, has 
decreased during the same period from 5.5 per cent, to 1.3 per cent. BCG vaccination, case - 
finding and treatment provided by the medical centres and the maternal and child health 
centres are the main control activities presently carried out. An X -ray lorry belonging to 
the Social Insurance Fund is operating in the forest areas. 

There were no smallpox cases during the period under review. The situation as regards 
yaws has remained stationery since 1966. Progress has been achieved in the control of 

leprosy. The infection rate has decreased to 0.22 per cent, in 1968 and 56.6 per cent. of 

all known leprosy cases have been declared cured. 

The following immunization procedures were carried out in 1967: 

Smallpox 224 576 

Measles 35 516 

BCG 555 

Poliomyelitis 555 

Yellow fever 184 

Specialized Units 

In 1968, there were 40 centres engaged in maternal and child health care. In 1967 

domiciliary care was given to 11 500 pregnant women. Deliveries conducted under institutional 
arrangements totalled 8362. The total school population, i.e. 90 000 schoolchildren were 
under medical supervision. In 1967, 3 dental health units gave treatment to 20 000 patients. 
During the same year, 150 new out -patients attended the hospital rehabilitation out -patient 

department and 189 new out -patients attended 9 psychiatic out -patient clinics. Other 
specialized units included 7 leprosy clinics, 2 "hypnoseries" and 1 public health laboratory. 

Major Public Health Problems 

During the reporting period, some of the major public health problems have been the high 
prevalence of malaria, tuberculosis and leprosy. The high infant mortality and the lack of 
a sufficient number of qualified health personnel are additional health problems. 



Social and Economic Development of Significance for the Health Situation during the 

Period 1965 -1968 

The period under review has been marked by a considerable economic development 
necessitating important investments for the development of natural resources, particularly 
wood, petrol, gas, manganese, their transportation and marketing. A great number of 
factories, enterprises and workshops have been established contributing to the national 
economic expansion. 

In the health field, one of the most important developments was the training of qualified 
health personnel: doctors, pharmacists, midwives and nurses. 

National Health Planning 

The over -all 5 -year plan, 1959 -1964, was followed by a second 5 -year plan covering the 
period 1965 -1970 which became effective in January 1966. The interim plan of 1963 -1965 

stressed the development of the economic infrastructure and studies in the field of production, 
industrialization and social development. Health was one of the components of the first 

5-year plan, 1959 -1964. In 1963, the Minister of Health presented his triennial development 
plan covering the years 1963 -1965. It aimed at modernization of and equipment for the health 
services and medical facilities, establishment of dispensaries in the rural areas and expan- 
sion of mobile units. 

The health plan for the 15 -year period 1966 -1980 which is an integral part of the over - 

all economic and social development plan, was prepared with the assistance of WHO and USAID. 

International Assistance 

In 1968, WHO's assistance to Gabon included the following projects: 

National and Child Health Services (1961 -1972): to develop the maternal and child health 

services and train staff. 

Environmental Sanitation (1963- 1971): to set up a sanitation unit in the Ministry of 
Public Health and Population, train sanitation personnel, and develop a long -term sanitation 
programme. 

Laboratory Services (1965- ): to set up a national health laboratory and train • technical laboratory personnel. 
Nursing Education (1961 -1971): to develop basic programmes for the training of pro- 

fessional and auxiliary nurses. 

Fellowships (1968): anaesthesiology, sanitary inspection, undergraduate medical studies. 

Government Health Expenditure 

Total public health expenditure on current account amounted to CFA francs 1068 million 

in 1968. This was equivalent to a coverage per capita of CFA francs 2225. In addition, 

CFA francs 43.7 million were invested in plans for the improvement and development of health. 
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Population and Other Statistics 

At the last census, taken in April 1966, the population of Lesotho was 852 459. 

Population estimates for the period 1965 -1968 are given in the following table: 

Year Population 

1965 835 000 

1966 860 000 

1967 885 000 

1968 910 000 

The population increase is estimated at 2.5 to 3 per cent, per annum. 

Of the deaths reported in 1968, the following were the main causes (ICD 1955): tubercu- 

losis, all forms (263), pneumonia (150), congenital malformations, birth injuries, post -natal 

asphyxia and atelectasis, infections of the newborn and other diseases peculiar to early 

infancy and immaturity (165), chronic rheumatic heart disease, arteriosclerotic and 

degenerative heart disease and other diseases of the heart (117), avitaminosis and other 

deficiency states (95), accidents (54, including 12 motor vehicle accidents), malignant 

neoplasms (51), typhoid and paratyphoid fevers and other salmonella infections (36). 

The communicable diseases most frequently notified in 1967 were: syphilis, new cases 

(3733), measles (2354), tubercu losis of the respiratory system, new cases (1663), typhoid and 

paratyphoid fevers (788), leprosy (66), diphtheria (56), poliomyelitis (21), meningococcal 

infections (15), smallpox (1). 

Organization of the Public Health Services 

In 1965, the former Department of Health became the Ministry of Health and Social Welfare. 

The Permanent Secretary for Health (previously Director of Health) who is under the Minister, 

is responsible for the organization of health services in Lesotho. He is assisted by a senior 

medical officer, a medical officer of health, a chief matron and a non -medical administrative 

secretary. 

Health facilities in Lesotho are not only operated by 

Welfare, but also by different voluntary agencies, such as 

Red Cross, etc. A few health centres have been installed 
units fall under the technical supervision of the Ministry 

are subsidized by the Government. 

Hospital Services 

the Ministry of Health and Social 

religious missions, the Lesotho 

by district councils. All health 

of Health. The 8 mission hospitals 

In 1967, Lesotho had 19 establishments for in- patient care providing altogether 1702 beds 

of which 1076 were in 11 government hospitals. The bed /population ratio was 1.9 per 1000. 

TI-�e total number of 1702 beds - to which 61 368 patients were admitted during the year - were 

distributed as follows: 
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Category and number Number of beds 

General hospitals 2 506 

Rural hospitals 15 1 038 

Psychiatric hospital 1 110 

Leprosarium 1 48 

Ambulatory care was provided in 1968 in the hospital out -patient departments, at 42 health 

centres which are located in rural areas and which are staffed by a nurse /midwife and a health 
assistant, at 31 dispensaries staffed by non -professional health workers who provide simple 

medical care, and at 35 out -stations without staff but visited regularly by a doctor, a nurse 

or a social worker. 

Medical and Allied Personnel and Training Facilities 

In 1967, Lesotho had 38 doctors of whom 22 were in government service. The doctor/ 
population ratio was 1 per 23 000. Other health personnel included: 

Dentist 1 

Dental assistant 1 

Pharmacists 2 

Pharmaceutical assistants 42 

Fully- qualified midwives 162 

Fully- qualified nurses 12 

Veterinarians З 

Veterinary assistants 39 

Sanitarians 4 

Auxiliary sanitarians 16 

Physiotherapists 2 

Laboratory technicians 2 

Auxiliary technical laboratory personnel 6 

X -ray technicians 2 

Vaccinators 15 

The University of Botswana, Lesotho and Swaziland (UBLS) which is situated at Roma, has 

no medical school yet. Nursing training was available at Э schools providing a 4-year course 
which was attended in 1968 by 102 students. The number of graduates was 17. Midwifery 
training was given in 1 school where 12 students attended the 1 -year course. In 1968, 6 

midwives completed their training. Other training facilities available in Lesotho in 1968 
included an 18 -month course for sanitation assistants, attended by 4 students, and a 2-year 
course for dental assistants attended by 2 students. 

Communicable Disease Control and Immunization Services 

A plague outbreak occurred in Lesotho's southern district of Mohales'Hoek in June/July 1968. 
The country was free of smallpox since 1963. A smallpox vaccination campaign combined with 
BCG vaccination started in August 1966. Poliomyelitis, diphtheria and whooping -cough have 
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declined since immunization campaigns were started, Deficiency diseases are a major problem 
and various types of malnutrition are widespread. The main nutritional problem is protein - 
calarie malnutrition particularly among children. Kwashiorkor is more frequently seen than 
marasmus. Pellagra, hypovitaminosis A and riboflavin deficiency are seen occasionally. 
Endemic goitre is widespread, Tuberculosis is another major problem. A survey carried out 
in 1957, showed a high prevalence of the disease. A comprehensive study was made of the 

general health services to ensure co- ordinated integration of tuberculosis control measures 
with their regular work. 

The aim of the tuberculosis control project which was started in 1962 with WHO/UNICEF 
assistance, is to set up a tuberculosis control service, initially in a national reference 
centre, and subsequently extended to all health units. A mobile programme of direct BCG 
vaccination was started following controlled trials to determine its acceptability by the 
population. It is estimated that 25 per cent, of pre-school and school-aged children have 
already been vaccinated. 

The vectors of malaria, trypanosomiasis and bilharziasis do not occur in Lesotho. There 

is a high incidence of enteric diseases, mainly caused by inadequate environmental conditions. 

The following immunization procedures were carried out in 1967: 

Smallpox 112 968 

BCG 65 453 

Diphtheria 14 688 

Typhoid and paratyphoid fevers 14 677 

Whooping -cough 11 673 

Poliomyelitis 3 397 

Yellow fever 155 

Cholera 24 

Specialized Units 

In 1968, maternal and child health care was provided at 48 pre -natal centres and 40 child 
health units and 24 668 pregnant women availed themselves of these services. Of all deliveries 
during the year, 8901 were conducted in hospitals and health centres. 

Two dental health units provided treatment to 5633 patients. A medical rehabilitation 
centre was attached to 1 of the hospitals. The psychiatric out -patient unit was attended by 
608 new out -patients. During the same year, 1633 new out.- patients were recorded at the 
tuberculosis clinic. The public health laboratory carried out 4226 examinations. 

Social and Economic Developments of Significance for the Health Situation during the Period 
1965 -1968 

Lesotho became independent on 4 October 1966. The Government joined WHO in 1967. 

National Health Planning 

The Lesotho Government has no development plan. A draft plan was prepared in 1968. 

A Central Planning Office was established in 1967, in the Prime Minister's Office. Health 

planning is carried out by the Ministry of Health which submitted its contribution for the 
economic development plan. 

International Assistance 

In 1968, WHO's assistance to Lesotho included the following projects: 
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Development of Basic Health Services (1968- 1973): to set up in urban and rural areas 
integrated basic health services with emphasis on maternal and child health, public health 

nursing services, organization of laboratory services and training of personnel. 

Leprosy Control (1967- 1968): WHO provided a consultant to assist in evaluating the 
leprosy control programme. 

Fellowships (1968) in various health fields. 

Government Health Expenditure 

Total government expenditure, consumption and capital formation amounted to 11.2 million 
rands for the fiscal year 1967/1968, of which 1.1 million was spent on health (9.8 per cent.). 

This corresponds to a per capita expenditure on health of 1.21 rands. 
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LIBERIA 

Population and Other Statistics 

At the last census taken in April 1962, the population of Liberia was 1 016 443. 
Population estimates for the years 1965 -1968 are as follows: 

Year Population 

1965 1 070 000 

1966 1 090 000 

1967 1 110 000 

1968 1 130 000 

Although the registration of deaths is obligatory by law in Liberia, it is nevertheless, 
still incomplete. 

The communicable diseases most frequently notified in 1967 in in- and out -patient 
establishments were: malaria, new cases (7560), dysentery, all forms (4255), tuberculosis of 
the respiratory system, new cases (430), gonorrhoea (359), measles (261), influenza (160), 

whooping -cough (14), smallpox (7), leprosy (7), syphilis, new cases (6), poliomyelitis (2). 

Organization of the Public Health Services 

The Department of Health is administered by a Director -General who is a member of the 
Cabinet and who is assisted by 2 Deputy Director -Generals, 1 for administrative services and 
1 for technical services, The administrative structure of the Department has 3 separate 
components. The Advisory Council, the Central Directorate and the peripheral administration. 
The function of the Council is to advise the President and the Director -General on medical 
and health problems. The Central Directorate is organized into Э main bureaux dealing with 
medical services, preventive services and administrative services respectively. The Bureau 

of Medical Services is responsible for the administration of all the medical institutions, 
dental and other specialist services and the health centres provided by the Government. The 

Bureau of Preventive Services is responsible for epidemiology (communicable disease control), 
environmental sanitation, laboratory services, health education and maternal and child health. 
Legal affairs, public information and the planning unit come within the immediate purview of 
the Director -General. The functions assigned to the peripheral administration include the 

immediate administration of the hospitals and health clinics and of operations in the field 
of environmental sanitation, 

Hospital Services 

In 1967, Liberia had 32 hospitals with a total bed capacity of 2181 of which 1120 were 
in 14 government -maintained hospitals. The bed /population ratio was 2.0 per 1000. 

Out -patient facilities were provided in 1968 at the 32 hospital out -patient departments, 

at 1 polyclinic, 197 dispensaries and 2 mobile health units. 

Medical and Allied Personnel and Training Facilities 

In 1968 there were 107 doctors working in the country of whom 43 were in government 

service, 13 in private practice and 51 were employed by religious missions and private 

companies. The number of dentists was 14 of whom 10 were employed by the Government. There 

were also 74 health inspectors. 
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A medical school is being established in Monrovia under joint arrangements between the 
Liberia Government, the Vatican and the Medical Faculty of the University of Torino. The 
school will admit 25 students annually and have a maximum capacity of 200 students. The 
major nursing school in the country is part of the Tubman National Institute of Medical Arts. 
Only high school graduates are admitted for training. The school provides a 3 -year course 

for the professional diploma and a 2 -year practical course for nurse midwives. The Firestone 
Company has 2 training centres: the Firestone Medical Centre School of Nursing at Harbel 
and the School of Nursing at the Concession Hospital at Cavalla (Maryland). Nursing training 
is also carried out at the Methodist Mission Hospital at Ganta (Nimba County). The training 
of public health inspectors is carried out at the Tubman National Institute of Medical Arts. 

Communicable Disease Control 

The most prevalent communicable diseases found in Liberia were: malaria, gastro -enteritis, 

schistosomiasis, trypanosomiasis, anaemia, tuberculosis, kwashiorkor and leprosy. Protein 

malnutrition and avitaminosis are very common, particularly in infants and pre -school children, 

and represent a serious health problem, Smallpox is endemic in Liberia and throughout the 

years small outbreaks are recorded from different regions of the country. The reporting 
system is however not adequate. A large smallpox - cum -measles vaccination campaign supported 

by the United States Agency for International Development has been undertaken. In 1967, 

outbreaks of yellow fever and poliomyelitis necessitated the organization of emergency 
vaccination campaigns against these diseases in affected areas. Tuberculosis is considered 
to be an important cause of morbidity. A sample survey carried out in 1960 in Monrovia 
revealed that 5.5.per cent. of.the population in the age -groups over 10 years had active 
lesions. There are estimated to be some 20 000 leprosy cases in the country. Some foci of 

yaws still persist in spite of the Government's efforts to control this disease. Liberia 
is considered a hyperendemic area for malaria. Transmission occurs throughout the year with 
2 peaks in July /August and in November. P. falciparum constitutes approximately 90 per cent. 

of infections. Bacterial and parasitic intestinal infections are widespread. All types 
of helminthic diseases are prevalent, with ancylostomiasis of major importance. Measles 
is endemic in towns and epidemic in rural areas. The disease shows frequent complications 
and a high mortality rate, but exact figures are not available on incidence and death rate. 
Trypanosomiasis is found in the Nimba County. Bilharziasis and onchocerciasis are widespread 
throughout the country. 

Specialized Units 

In 1968, maternal and child health care was based on 26 pre -natal and 28 child health 
centres. School health services were provided at 45 centres, Dental care was given at 3 

dental health units where 5586 persons were treated in 1968, One medical rehabilitation 
centre recorded 86 new out -patients. There was 1 public health laboratory. 

Environmental Sanitation 

In Liberia, only Monrovia, the capital city with a population of 92 000, had a piped 
water system and sewerage system. 

National Health Planning 

The National Planning Agency was created in 1962, Its main objective was to prepare 
an effective social and economic plan. The Agency functions through a national planning 
council and through its executive office, which is in the charge of a director -general who 
also acts as secretary of the National Planning council. The National Health Planning 
Committee is responsible for the preparation of the health plan. This plan is part of the 

socio- economic plan for the country and its objective is to make medical care available to 

every citizen. Priority will also be given to the provision of health care for infants, 

pre -school and school children, and expectant and nursing mothers. All health activities 

will be pivoted on effective schemes of health education, The 5 -year health plan falls 

into 4 parts: description of the general features of the country and of its economic and 

social problems, evaluation of the present health situation, list of needs and order of 

priorities, and the health development plan proper. 
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International Assistance 

In 1968, WHO's assistance to Liberia included the following projects: 

Environmental Sanitation (1958- 1968): to set up a sanitary engineering unit in the 

National Public Health Service; to formulate a long -term national sanitation programme, and 

to train personnel. 

Mental Health (1968): a WHO consultant made a study of the needs of the country in 
mental health services and psychiatric education. 

Development of Basic Health Services (1968- ): to develop basic health services in 
accordance with the national health plan; to train health services personnel, develop 

laboratory services and carry out antimalaria activities. 

Epidemiological services (1968- 1972): to co- ordinate the work of existing communicable 
disease units and to set up an epidemiological service. 

Pre -Investment Studies for Water Supplies in 6 Localities (1968 -1969): a consultant is 

being provided to carry out these studies. 

Smallpox Eradication (1968- ): to carry out a smallpox eradication programme. 

Fellowships (1968).in various health fields. 
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MADAGASCAR 

Population and Other Statistics 

At the last sample survey census, carried out between May and November 1966, the 
population of Madagascar was 6 200 000. Population estimates and some other vital statistics, 
for the period 1965 -1968, are given in the following table: 

1965 1966 1967 1968 

Mean population 6 060 000 6 200 000 6 350 000 6 500 000 

Number of live births 208 573 219 026 237 099 - 

Birth-rate (per 1000 population) 34.4 35.3 37.3 - 

Number of deaths 67 280 84 264 82 815 - 

Death-rate (per 1000 population) 11.1 13.6 13.0 - 

Natural increase (per cent.) 2.33 2.17 2,43 - 

Number of infant deaths 13 662 16 397 17 772 - 

Infant mortality rate (per 1000 
live births) 65.5 74.9 75.0 - 

Number of deaths, 1 -4 years 12 486 16 169 16 991 - 

Death-rate, 1 -4 years (per 1000 
population at risk) - 17.5 - - 

The communicable diseases most frequently reported in 1968 were: influenza (47 702), 

measles (54 572), malaria, new cases (28 032), whooping -cough (13 477), tuberculosis of the 

respiratory system, new cases (2083), leprosy (1173), diphtheria (533), bacillary dysentery 
(481), typhoid and paratyphoid fevers (321), amoebic dysentery (228), meningococcal infections 
(165), poliomyelitis (40), plague (28), typhus, other than louse or flea -borne (3), trachoma 

(2). • Organization of the Public Health Services 
The over -all responsibility for the health services in Madagascar rests with the Ministry 

of Public Health and Population which comprises a technical directorate of health and medical 
services, an administrative directorate and a drugs and medical supplies office. The 
technical directorate of health and medical services includes the service for curative 
medicine, the major endemic diseases service (malaria, tuberculosis, leprosy, plague and 
bilharziasis), and the service for health education and social medicine (maternal and child 
health, school health, environmental health, health education). 

The administrative directorate comprises, among others, a planning division. 

The country is divided into 6 provinces comprising 19 "préfectures ", 91 "sub- préfectures ", 
45 "arrondissements" and 691 cantons. Each province has a provincial health service. 

Hospital Services 

In 1967, Madagascar had 609 hospitals and other institutions providing in- patient 

medical care with a total complement of 17 700 beds, equivalent to 2,8 beds per 1000 popula- 
tion. These 17 700 beds, of which 16 330 were in 601 government -maintained establishments, 
were distributed as follows: 
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Category and number Number of beds 

General hospitals 7 4 495 

Rural hospitals 158 7 342 

Medical centres 428 3 583 

Tuberculosis hospital 1 240 

Paediatric clinic 1 52 

Psychiatric hospital 1 650 

Leprosaria 13 1 338 

Out -patient care was given in 1968 in 6 hospital out -patient departments, 2 polyclinics, 
34 medical districts, 32 dispensaries, 156 medical aid posts staffed by a doctor and 445 
medical aid posts without doctors, 11 mobile health units and 8 municipal health bureaux. 

Medical and Allied Personnel and Training Facilities 

In 1967, Madagascar had 659 doctors of whom 460 were in government service. The 
doctor population ratio was 1 per 9640. Other health personnel included: 

ж 
Medical assistants 287 

Dentists 30 

Dental assistants 19 

Pharmacists 80 

Pharmaceutical assistants 38 

Fully- qualified midwives 646 

Fully- qualified nurses 1 705 

Veterinarians 25 

Sanitarians 104 

Physiotherapist 1 

ж 
In government service. 

Madagascar has a national medical school which is part of the University of Madagascar 
and which provides courses for the first 2 years of medical training. The subsequent 
medical training courses are given in French universities. During the academic year 
1967/68, there were 60 students enrolled at the national medical school. This school also 
prepares dentists who are given a 5 -year training course. During 1967/68, there were 196 
dental students registered and 36 graduated at the end of the academic year. There is 1 

nursing training school and 1 midwifery school at which the students are given a 3 -year 

training course and which award the State diploma to successful candidates. In 1967/68, 

these courses were attended by 75 nurse trainees and 38 midwife trainees and 22 nurses and 12 

midwives graduated at the end of their studies. In addition, there is a 3 -year midwifery 
training course which awards a local diploma. This course was attended by 168 students. 

Training of sanitarians is undertaken at the "Lycée technique du Génie Civil" which 
provides a 3 -year course. During 1967/68, there were 17 students enrolled and 5 graduated. 
There are also 6 provincial centres for training of medical assistant nurses. The duration 
of the course at these schools is 18 months. In 1967/68, the number of students was 177 of 

whom 151 graduated. 
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Communicable Disease Control and Immunization Services 

The island is free from yellow fever, trypanosomiasis and smallpox. The main disease 
problems requiring the continuous attention of the health authorities include malaria, 

venereal diseases, tuberculosis, leprosy and bilharziasis. Filariasis, dysenteries, plague, 
poliomyelitis and measles also require control and vigilance activities. 

The vectors of malaria are Anopheles gambiae and A. funestus. Residual spraying 
campaigns have eradicated A. funestus in the regions located above 1000 metres. A. gambiae 
persists, but malaria transmission has virtually been ended on the plateau. It persists in 
the eastern lowlands but is now only hypoendemic. The malaria incidence in 1967 was 
estimated at 0.7 per cent. Schistosoma haematobium occurs throughout the country and has 
become a very important public health problem. It is also a serious obstacle to the develop- 
ment of irrigation farming. Schistosoma mansoni occurs in scattered foci, mainly in the 
south -eastern part of the country and more rarely in the north and south -west. The incidence 
rate of schistosomiasis has been estimated at 0.01 per cent in 1967. The venereal diseases 
represent a serious health concern in the main ports of the island and show an incidence 
rate of 0.15 per cent. 

The tuberculosis control programme has been established in 1959 and has rapidly been 
integrated into the activities of the health establishments. BCG vaccine is produced 
locally at a government laboratory which was opened in 1963 in the Pasteur Institute at 
Tananarive. This laboratory has produced lyophilized vaccine since 1966. Oral BCG vaccination 
of new -born children has been introduced since 1965 in the maternity clinics. In 1966, 

more than 400 000 new -born children were vaccinated under these schemes. For 1967, the 

tuberculosis incidence rate has been estimated at 0.07 per cent. The number of leprosy 
cases is believed to be about 35 000 and the endemicity is estimated at 0.04 per cent. 
Medical surveillance of the leprosy cases is the responsibility of the medical officers of 

the medical circonscription. Functional rehabilitation of leprosy cases is undertaken at 
Manakavaly, while professional rehabilitation is provided at several centres, particularly 
at Manankavaly and at Moramanga. Plague is enzootic in wild rodents and from time to time, 

a small epidemic of pneumonic plague occurs on the plateau. Although the disease is under 
strict control, it remains as a potential threat. 

Since Э to 4 years the mortality rate of measles has been very high among children. 
Filariasis is found almost everywhere in the east and north of the island. 

The following immunization procedures were carried out in 1967: 

Smallpox 

BCG 

Diphtheria, tetanus, typhoid 
and paratyphoid fevers 

Diphtheria and tetanus 

Cholera 

Specialized Units 

442 527 

274 098 

3 ill 

1 444 

91 

In 1968, there were 623 centres engaged in maternal and child health care. These 
centres were attended by 13 085 pregnant women and 138 324 children aged O to 5 years. 
Domiciliary care was given to 235 619 pregnant women and 1 264 290 children. In 1967, of all 

deliveries 163 409 were institutional and 147 were conducted by a doctor or qualified midwife 
under domiciliary arrangement. In 1968 school health services were attended by 447 242 

schoolchildren which is equivalent to 69 per cent, of the total school population. 

Dental care was available in Tananarive and Antsirabe where 29 434 persons were treated. 
Other specialized units included 1 independent medical rehabilitation centre, 6 hospital 
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rehabilitation departments, 6 psychiatric hospital out -patient departments and 8 public 
health laboratories. 

National Health Planning 

The first 5 -year plan covered the period 1964 -1968. This plan has been extended for 

1 year in order to allow the preparation of the second 5 -year plan. The General Planning 

Commission which is directly responsible to the President of the Republic prepares the 
national development plans in collaboration with the various technical ministries. Its 

function is to co- ordinate the planning projects which are submitted by these ministries, 
The General Planning Commission submits its proposals to the Council of Ministers which in 

the last instance determines the order of priority. 

The Health Plan which is integrated in the over -all 5 -year plan for 1964 -1968 has been 

prepared by the Development Commission of Public Health Services of the Ministry of Public 
Health and Population. The main objectives of this Plan are to extend the action of public 

health services to all parts of the country and to improve the living conditions of the 

population through health education, environmental sanitation and better nutrition while 
continuing efforts to control endemic diseases. 

International Assistance 

In 1968, WHO's assistance to Madagascar included the following projects: 

Development of Health Services (1968- 1969): to organize health services and develop 
rural health units, with major emphasis on maternal and child health, sanitation, nutrition 

and health education work; and to train staff. 

Community Water Supply (1968): a team of consultants made a study of the water supplies 

for Tananarive and Antsirabe and helped to formulate a request for assistance to the United 
Nations Development Programme (Special Fund component). 

Fellowships (1968) in various health fields. 

Government Health Expenditure 

Total general government consumption expenditure for 1968 amounted to 49 383 million FIG, 
not including foreign aid (FED or FAC), 3 541 million, i.e. 7.1 per cent, of the total was 

devoted to health services, resulting in a per capita expense of 538 FIG for these services. 

An additional sum of 277 million FIG was charged to capital account to cover health develop- 

ment projects. 
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MALI 

Population and Other Statistics 

Population estimates for the period 1965 -1968 are given in the following table: 

Year Population 

1965 4 530 000 

1966 4 615 000 

1967 4 697 000 

1968 4 787 000 

The birth -rate was stated to be 55 per 1000 inhabitants in 1967, the death -rate 30 per 

1000, the infant mortality rate 120 per 1000 live births and the annual rate of natural 
increase 2.5 per cent. 

The communicable diseases most frequently notified in 1968 were: malaria, new cases 
(469 539), syphilis, new cases (62 483), amoebic dysentery (62 405), bilharziasis (26 519), 

measles (26 243), gonorrhoea (17 423), whooping -cough (12 644), influenza (9056), trachoma 
(4924), leprosy (3351), bacillary dysentery (2318), tuberculosis of the respiratory system, 
new cases (1318), meningococcal infections (752), poliomyelitis (412), trypanosomiasis (328). 

Organization of the Public Health Services 

The Ministry of Public Health and Social Affairs includes the Directorate -General of 
Public Health, under the Director -General of Public Health, which is composed of 4 technical 
divisions: 

administration of hospital services and medical care; 

preventive and social medicine, divided into the following sections: communicable 
diseases (previously "Service des Grandes Endémies "); public health and sanitation; 

maternal and child health and school health; health education and first aid services; 

laboratories; 

pharmacy and technical equipment. 

Apart from these divisions there is the section of health statistics which collects 
statistical data from the whole country, prepares annual reports and provides basic data for 
national health planning and evaluation of health services. 

The army health services are technically attached to the national public health 

directorate. 

The Director -General of Public Health is the executing authority while the divisional 

chiefs are responsible for co- ordinating the activities of the sections, planning and pre- 
paring programmes, advising the Director -General on technical matters. 

The country is divided into 6 health regions corresponding to the 6 administrative 
regions: Bamako, Kayes, Sikasso, Ségou, Mopti, Gao. These 6 regions are sub -divided into 

42 administrative "cercles ". 
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The health region is under a regional director of public health. He advises the 

governor on matters relating to public health and is responsible for all public health activi- 

ties in the "circonscriptions" of his region including all aspects of the communicable diseases 

campaigns. 

At the local level, the "circonscription" is under the responsibility of the chief 

medical officer who supervises all health establishments in his "circonscription ". 

Hospital Services 

In 1966, Mali had 114 hospitals and in- patient establishments which provided 3474 beds 

equivalent to 0.7 beds per 1000 population. These beds were distributed as follows: 

Category and number Number of beds 

General. hospitals 8 1 643 

Medical centres 44 586 

Maternity clinics 54 882 

Hospital for ophthalmology 1 80 

Leprosarium 1 90 

Hospitals for trypanosomiasis and 

leprosy 6 193 

Out -patient facilities were available in 1967 at 9 hospital out -patient departments; at 

44 health centres located in the capital cities of the "cercles" and staffed by a doctor or a 

male nurse; at 293 dispensaries run by male nurses and providing simple medical care; at 11 

mobile health units operating in the 11 sectors for the control of communicable diseases. 

Some of these establishments also have a small number of beds for in- patient treatment. 

Medical and Allied Personnel and Training Facilities 

In 1968, Mali had 136 physicians or 1 physician per 35 000 inhabitants. Other health 

personnel included: 

Dentists 6 

Pharmacists 12 

Midwives 120 

Fully- qualified nurses 234 

Assistant nurses 244 

Male nurses 954 

Laboratory technicians 8 

X -ray technician 1 

It is estimated that 35 per cent, of all medical personnel work in the capital city, 

Bamako. 

Mali had 1 basic school of nursing providing a 3 -year course where 52 students were 

enrolled and 17 graduated during the academic year 1967/68; 1 midwifery school with 59 

students and 12 graduates; 1 secondary school of health providing a 3 -year training course 

for auxiliary nurses and midwives where 140 students attended in 1967/68. 
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Communicable Disease Control and Immunization Services 

For the purpose of control of communicable diseases, the country is divided into 11 

sectors, each one covering a number of administrative "cercles ". The headquarters of these 
11 sectors are Bamako, Sikasso, Segou, Kayes, Bafoulabé, Bougouni, Koutiala, Mopti, Bandiagara, 

Diré and Gao, 

The main causes of death are ascribed to malaria and tuberculosis„ The most prevalent 
morbidity is caused by malaria, tuberculosis, trypanosomiasis, schistosomiasis, smallpox, 
onchocerciasis, dysenteries, treponematosis and leprosy. A poliomyelitis epidemic occurred in 
1967 in Bamako where 259 cases were notified. Additional cases were registered at Koulikouro, 
Ségou, Mopti, Gao, Kayes and San. Schistosomiasis affects a relatively high percentage of 

the population living along the rivers. Control campaigns are of limited scope due to lack 
of financial resources. There are a few remaining cases of trypanosomiasis in the Bafoulabé, 

Ségou and Kayes districts, which however do not present a danger of spreading. An immunization 
campaign against measles was launched in 1965 with USAID assistance. The smallpox 
eradication campaign which started in 1962 continued at a satisfactory pace. It is proposed 
to vaccinate the whole population during the period 1966 -1969 at a rate of 1 000 000 

vaccinations a year. Current work of the smallpox eradication programme includes mapping and 
establishing a schedule of the movements of the nomadic tribes with a view to developing 
methods for including this population in the vaccination campaign. A smallpox epidemic 
occurred in the administrative "cercle" of Ansongo in February 1967. It affected 145 persons 
and caused 12 deaths. There are still some treponematosis foci in the Sahelian region 
covering the area between the Mauritauria and the Niger borders. The treponematosis detection 
and treatment teams are also in charge of trachoma control. 

Protein deficiency in children is the major nutritional deficiency disease. It is 

estimated that 50 per cent, of children aged 1 to 5 years present signs of deficiency 
ranging from weight -loss to severe kwashiorkor. The latter appears particularly in the 

villages around the bigger agglomerations. Vitamin A and C deficiency is also present. 

The following immunization procedures were carried out in 1966: 

Smallpox 347 625 

Yellow fever 182 972 

Measles 71 430 

BCG 39 943 

Typhoid and paratyphoid fevers 3 981 

Cholera 590 

Poliomyelitis 72 

Specialized Units 

In 1967, there were 46 centres engaged in maternal and child health care. School health 

services were provided at 1 centre in Bamako where 36 692 children were under medical and 

health supervision. Other specialized units included 1 psychiatric out -patient clinic, 1 

tuberculosis centre, 1 centre for eye diseases, 1 leprosy centre and 1 public health laboratory. 
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Environmental Sanitation• 

Bamako is the only town in Mali served with a treated water- supply system. The towns of 
Kayes, Gao, Bougoun and Koolikoro have a limited distribution of non -treated water. Plans 
for the building of water - supply systems exist for several agglomerations in the country. 

Waste water, garbage disposal and sanitary control of food establishments still represent 
important health problems. 

National Health Planning 

Mali has a national plan for the development of the health services divided into 3 

periods of 5 years each. National health planning is the responsibility of the Ministry 
of Public Health and Social Affairs. It collaborates with the Planning Ministry which 
co- ordinates the plans for all departments. A national health planning committee has been 
set up in the Ministry of Public Health and Social Affairs. 

International Assistance 

In 1968, WHO's assistance to Mali included the following projects: 

Tuberculosis Control (1967 -1972): to organize BCG vaccination of the younger age -groups; 

to train staff and maintain a satisfactory level of post -vaccination allergy through general 

health services. 

Environmental Sanitation (1963 -1968): to carry out a programme for training assistant 

health inspectors; to set up an environmental health unit in the Ministry of Public Health 

and Social Affairs, and to plan and develop a national sanitation programme. 

Nursing Education (1964- 1972): to organize nursing services, improve nursing education 

and develop the training of midwives. 

Smallpox Eradication (1965- ): to carry out a smallpox eradication programme. 

Fellowships in public health and undergraduate medical studies. 

Government Health Expenditure 

Total government expenditure on current account amounted to 17 216 million Mali francs 

for the fiscal year 1966/67, including 2137 million (i.e. 12.4 per cent.) for health services. 

In addition 10 353 million Mali francs were disbursed on capital account, 187 (1.8 per cent.) 

of which was for health projects. Altogether per capita expenditure on health amounted to 

494 Mali francs consisting of 454 Mali francs for services and 40 Mali francs for capital 

investments. 
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THE PEOPLE'S REPUBLIC OF THE CONGO 

Population and other Statistics 

The population of the People's Republic of the Congo as based on the results of sample 
surveys taken between November 1960 and February 1961 was 581 000. Population estimates 
for the period 1965 -1968 were as follows: 

Year Population 

1965 840 000 

1966 850 000 

1967 860 000 

1968 870 000 

The annual natural increase is estimated at 2.8 per cent. 

The communicable diseases most frequently notified in 1968 were: malaria, new cases 
(151 550), measles (9654), whooping -cough (8670), influenza (6183), bilharziasis (4531), 

amoebic dysentery (3159), tuberculosis of the respiratory system, new cases (651), leprosy 
(549), poliomyelitis (136), trypanosomiasis (134), bacillary dysentery (64), meningococcal 
infections (22), diphtheria (8), typhoid fever (6), rabies in man (1). 

Organization of the Public Health Services 

Health activities are administered by the Ministry of Public Health. The country is 
divided into "prefectures" each of which generally has a hospital, a maternity clinic and a 

maternal and child health centre. 

Hospital Services 

In 1967 there were 275 hospitals and in- patient establishments in the People's Republic 
of the Congo providing a total bed capacity of 5005 beds of which 4685 were in 238 government- 
maintained establishments. The bed /population ratio was 5.8 per 1000. The 5005 beds, to 
which 113 868 in- patients were admitted during the year, were distributed as follows: 

Category and number Number of beds 

General hospitals 2 1 736 

Rural hospitals 17 1 734 

Medical centres 256 1 535 

Out- patient facilities were available in 1968 at the 2 hospital out -patient departments, 
at 1 polyclinic, 224 dispensaries including 37 private dispensaries, 22 "infirmeries" and 

4 mobile health units. 

Medical and Allied Personnel and Training Facilities 

In 1967, the People's Republic of the Congo had 103 doctors of whom 91 were working in 

government service. The doctor /population ratio was 1 per 8350. Other health personnel 

included: 



- 28 - 

Medical assistants 245 

Dentists 4 

Pharmacists 14 

Fully- qualified midwives 33 

Assistant midwives 25 

Traditional midwives, matrons 145 

Fully- qualified nurses 491 

Assistant nurses 841 

Sanitary engineer 1 

Sanitarians 20 

Laboratory technicians 6 

X -ray technicians 7 

Auxiliary sanitarian 1 

Generally physicians receive their medical training abroad, mainly at French universities 
and at the University of Dakar. Efforts are made to improve and strengthen the training for 
medical and auxiliary health personnel in the country. The training school for nurses, mid- 
wives and social assistants which is in Pointe -Noire depends directly on the Ministry of 
Public Health. It organizes a 3 -year course for nurses and for midwives and a 2 -year course 
for auxiliary nurses. During the academic year 1967/68 the school had 31 nursing students, 
22 midwifery students and 55 auxiliary nursing students. 

Communicable Disease Control and Immunization Services 

The Endemic Diseases Service which is divided into 4 sectors, carries out mass vaccina- 
tion campaigns with its mobile units, in addition to their other activities which include 
case -findings of endemic diseases and the treatment of trypanosomiasis, leprosy and 
treponematosis. Malaria is the most serious and widespread endemic disease. Onchocerciasis 
is endemic. There is a low -grade endemicity of trypanosomiasis throughout the country, but 

the principal focus is in the savannah zone. As a result of the vaccination campaigns, 
yellow fever is absent, and the incidence of smallpox is declining. Yaws is prevalent in 

the northern and south -western region. Tuberculosis also figures among the major public 
health problems of the country. 

The following immunization procedures were carried out in 1967: 

Smallpox 194 031 

BCG 51 622 

Diphtheria 21 916 

Yellow fever 15 128 

Whooping -cough 538 

Typhoid and paratyphoid fevers 446 

Cholera 37 

Specialized Units 

In 1968, maternal and child health care services were based on 11 centres. Domiciliary 

care was given to 39 559 pregnant women, 54 493 children under 1 year, and 45 911 children 

aged 1 -5 years. There were also 3 school health units, 2 hospital rehabilitation out -patient 

departments, 2 psychiatric clinics and 1 tuberculosis centre. 
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International Assistance 

In 1968, WHO's assistance to the People's Republic of the Congo included the following 
projects: 

Rural Health Services (1965- 1972): to organize health services with emphasis on maternal 
and child health, tuberculosis control, environmental health, health education and nutrition, 
and to train staff. 

Nursing Education (1967- 1972): to upgrade training programmes for nurses, midwives and 
social workers to the level for state registration. 

Poliomyelitis Control (1968): WHO provided supplies of vaccines to assist in controlling 
an epidemic of poliomyelitis early in the year. 

Fellowships (1968): in dietetics, social paediatrics, statistics, undergraduate medical 
studies. • Government Health Expenditure 

Total government consumption expenditure in 1968 amounted to 14 million CFA francs. 
Of the 1.2 million provided for health expenditures 69 per cent, were spent by central 

government authorities. 



- 30 - 

RWANDA 

Population and Other Statistics 

Population estimates and some other vital statistics for the years 1965 -1967 are given in 

the following table: 

1965 1966 1967 

Mean population 3 046 013 3 218 167 3 417 853 

Number of live births 80 854 113 823 99 323 

Birth -rate (per 1000 population) 26.5 35.3 29.1 

Number of deaths 14 819 16 622 17 195 

Death -rate (per 1000 population) 4.9 5.2 5.0 

Natural increase (per cent.) 2.16 3.01 1.61 

The communicable diseases most frequently notified in 1968 were: influenza (33 908), 

measles (24 084), whooping -cough (17 921), infectious hepatitis (1658), bacillary dysentery 

(325), typhoid and paratyphoid fever (193), meningococcal infections (30), poliomyelitis (11). 

Organization of the Public Health Services 

The organization of the public health services comprises 3 levels: the central level, 

the prefecture level and the local level. The Ministry of Public Health which is the highest 

national health authority comprises the general secretariat, the finance section, the hospital 

inspectorate, the public health section and the pharmacy and distribution section. 

At the prefecture level, the medical districts are in charge of the dispensaries. 

Hospital Services 

In 1966, Rwanda had 79 hospitals with a total of 4249 beds, of which 2731 were in 56 

government hospitals. The bed /population ratio was 1.3 per 1000. These beds were distributed 

as follows: 

Category and number Number of beds 

General hospitals 20 3 178 

Medical centres (without 

doctor) 58 885 

Tuberculosis hospital 1 186 

Ambulatory care was given in 1967 at the hospital out -patient departments, at 2 poly- 

clinics, Э health centres, 80 dispensaries and 1 mobile health unit. 



Medical and Allied Personnel and Training Facilities 

In 1967, Rwanda had 58 doctors of whom 36 were employed by the Government. The doctor/ 
population ratio was 1 per 59 000. Other health personnel included: 

Medical assistants 63 

Dentist 1 

Pharmacists 5 

Fully- qualified midwives 56 

Assistant midwives 107 

Fully- qualified nurses 59 

Assistant nurses 25 

Sanitary engineers 2 

Sanitarians 13 

Laboratory technician 1 

X -ray technicians 4 

Auxiliary laboratory technicians 18 

The National University of Butare, which was opened in November 1963, has a medical 
faculty where the duration of the medical training lasts 7 years. During the academic year 
1967/68 the intake and output of this faculty was 21 and 9 respectively. 

The medical assistants are also trained at Butare• The training programme covers 4 

years after 3 years secondary education. A public health course has been included in the 
curriculum. In 1968, the school had 64 students. Rwanda has 3 schools for nurse training, 
in Kibgayi, Rwamagana and Kigali. Nursing training lasts 3 years, after 3 years of secondary 
education. The number of students has grown from 18 in 1964 to 112 in 1967. Auxiliary 
nurses are trained at 2 schools, in Rwamagana and Kirinda. The students are admitted to 
these schools after 2 years of secondary education and the training course lasts 2 years. 
During the academic year 1967/68, 46 students were attending these courses. 

The emigration of medical personnel represents a very serious concern to the Ministry of 
Public Health. 

Communicable Disease Control and Immunization Services 

In 1967, it was estimated that the malaria morbidity was 2000 per 100 000 inhabitants and 

the mortality rate 1 per 100 000. There are 76 new tuberculosis cases per 100 000 inhabitants. 
The tuberculosis mortality rate was 0.7 per 100 000 in 1967. A national campaign to control 
this disease has been launched with the assistance of WHO. Respiratory infections, 
particularly bronchitis, bronchopneumonia and pneumonia are also a cause of a relatively high 
morbidity and mortality. The prevalence of helminthic infestations such as ancylostomiasis 
and ascariasis, and of amoebiasis is widespread with 8460 cases per 100 000 inhabitants in 

1967. Measures to control these diseases concentrate on the improvement of environmental 
hygiene and the construction of family latrines. 

The incidence of venereal diseases is increasing. There are, however, no systematic 
control activities in the country, with the exception of the treatment of the cases and their 

contacts. 



- 32 - 

Particular precautions have been taken by the Ministry of Public Health to prevent the 

introduction of smallpox from neighbouring countries where the disease is endemic. Mass 

vaccinations are presently carried out by 2 mobile teams comprising 1 medical assistant and 2 

vaccinators. During the years 1965 -67, 30 per cent, of the country's total population 

were immunized. 

Protein -calorie deficiency disease and kwashiorkor represented in 1967 the eighth cause 
of morbidity and the third cause of mortality with a mortality rate of 4,79 per 100 000 and 

morbidity rate of 1,113 per 100 000. Nutritional education centres have been established in 

all " préfectures" with a view to controlling kwashiorkor, 

Specialized Units 

The pilot maternal and child health centre at Kirbirizi offers integrated services to 

mothers and children. During 1967, these services were utilized by 105 285 pregnant women, 

24 580 infants under 1 year and 65 040 children aged 1 to 5 years. In 1967, of all 

deliveries, 25 860 were institutional, One dental unit was attended by 3679 patients. 

Other specialized units included 1 medical rehabilitation centre, 1 tuberculosis centre, 1 

leprosy centre and 2 public health laboratories. 

Environmental Sanitation 

In 1968, it was estimated that only 1,8 per cent, of the country's total population 

benefited from piped water systems while 25 per cent, had water from public fountains. 

Major Public Health Problems 

The main problems of concern to the health authorities are, in order of priority, training 

of health personnel, health education of the public, nutrition and environmental health. 

Social and Economic Developments of Significance for the Health Situation 

during the Period 1965 -1968 

A monetary reform took place in April 1966 which had a beneficial effect on the cost of 

living and on the national budget. 

The establishment of the National Pedagogical Institute with the assistance of UNESCO 

and UNDP is an important step in the educational development of the country. The reorgani- 

zation of the school for social studies at Karubanda, which trains social assistants, and 

the collaboration of this school with the medical faculty and the Ministry of Public Health 

are contributing to the social promotion in Rwanda. 

In the field of the organization of public health services, the Ministry of Public Health 

has improved its organic structures through the setting -up of a statistical service in 1967, 

arid of the hospital inspectorate in 1968. 

National Health Planning 

The development plan for 1967 -1972 was approved by the Government and the Parliament 

towards the end of 1967 and came into force in January 1968. The national health plan is 

part of this over -all economic and social development plan. It is the first health plan 

prepared in Rwanda and provides for the establishment of health centres at the "préfecture" 

level, of inter -communal and satellite health centres, It also plans the extension of the 

Kigali general hospital services, the extension and creation of new services at the teaching 

hospital of Butare. Education and training of medical and paramedical personnel occupy an 

extremely important position in this plan. 
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International Assistance 

The assistance provided by WHO in 1968 included the following projects: 

Tuberculosis Control (1965- 1972): to build up a national tuberculosis control programme 
with emphasis on BCG vaccination and to train nursing and auxiliary staff. 

Maternal and Child Health Services (1964- 1972): to expand the maternal and child health 
services and train personnel. 

University of Butare (1967- 1970): to develop the medical school of the University of 
Butare and promote the teaching of public health. 

Smallpox Eradication (1968- ): to carry out a smallpox eradication programme. 

Fellowships (1968): 1 fellowship in radiology. 

Government Health Expenditure 

For 1967, Rwanda reports total government expenditure on current acount of 
Rwanda francs 1 455 million including Rwanda francs 102 million (7 per cent.) on health 
services. This resulted in a per capita expenditure of Rwanda francs 29.8 on health services. 
No capital expenditure was shown. 
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TOGO 

Population and Other Statistics 

At the last census, taken between November 1958 and December 1960, the population of 
Togo was 1 439 800. Population estimates and some other vital statistics, for the period 
1965 -1968, are given in the following table: 

1965 1966 1967 1968 

Mean population 1 637 850 1 680 400 1 724 000 1 769 200 

Number of live births 56 045 59 557 68 573 - 

Birth-rate (per 1000 

population) 34.2 35.4 39.8 - 

Number of deaths 12 420 13 538 14 851 - 

Death-rate (per 1000 
population 7.6 8.1 8.6 - 

Natural increase (per cent.) 2.66 2.73 3.12 - 

The communicable diseases most frequently notified in 1968 were: malaria, new 
cases (252 562), dysentery (128 440), measles (16 663), whooping -cough (6749), influenza (2108), 

amoebic dysentery (1254), leprosy (949), smallpox (784), tuberculosis of the respiratory 
system, new cases (415), meningococcal infections (133), trypanosomiasis (100), trachoma (82), 

poliomyelitis (31), typhoid fever (3), scarlet fever (2). 

Organization of the Public Health Services 

The health activities in Togo are under the Ministry of Public Health. The head of the 
technical services is the Director of Public Health, directly responsible to the Minister of 
Public Health. Under the Director is an Assistant Director and the heads of the 4 bureaux 
of the Directorate: (1) studies and planning, (2) administration and personnel, (3) public 
health and social hygiene, and (4) pharmacies. 

An advisory medical committee and an administrative committee for hospitals, created in 
1958, control the activities of all hospitals and out -patient clinics insuring better diagnosis 
and treatment of communicable diseases and also the participation of local authorities in the 
administration of hospitals. 

The Public Health and Social Hygiene Bureau includes the service of endemic diseases and 

its mobile teams and is responsible for preventive medicine activities and also the rural 
health demonstration zone at Vogan (about 15 miles from Anécho). 

The country is divided into 15 health sectors corresponding, as a rule, to the 

administrative circonscriptions. Each health sector is headed by a medical officer. 

• 

• 
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Hospital Services 

In 1967, Togo had 16 hospitals operated by the public health authorities of the 

country. The total bed complement was 2105 to which 29 454 patients were admitted during 
the year. The bed /population ratio was 1.2 per 1000. These beds were distributed as 

follows: 

Category and number Number of beds 

General hospitals 

Rural hospitals 

2 

14 

845 

1 260 

Out- patient facilities were available in 183 polyclinics and dispensaries which recorded 
7.2 million attendances in 1967. 

Medical and Allied Personnel and Training Facilities 

In 1967, Togo had 87 doctors of whom 65 were in government service. The doctor /popula- 
tion ratio was 1 per 20 000. Other health personnel included: 

Medical assistants 121 

Dentists 5 

Pharmacists 17 

Fully- qualified midwives 78 

Assistant midwives 175 

Fully- qualified nurses 307 

Assistant nurses 70 

Veterinarians З 

Sanitary engineer 1 

Togo has a school for midwifery training which was opened in 1963 and which offers a 

3 -year course, and a national school for nurse training which organizes a 2 -year course. 

Auxiliary midwives and auxiliary nurses are trained in the main health sectors by the medical 

officers. There is also a school of health assistants in Lomé. 

Communicable Disease Control and Immunization Services 

Among the communicable diseases the following are considered to be Togo's most important 
health problems: malaria, measles, tetanus, dysentery (all forms), and helminthiases. An 
epidemiological survey on intestinal parasitoses was carried out in 1966 in Lomé. The results 
have shown that prevalence of ascariasis and ancylostomiasis in children aged 0 -7 years was 
18 to 53 per cent. and 4 to 10 per cent. respectively. 

Malaria is considered to be the major public health problem in Togo and malaria pre - 
eradication activities are priority health tasks. Smallpox still represents an important 

health risk. Vaccination campaigns have been carried out regularly during the past years. 

The inhabitants of certain areas of the country have however never been vaccinated. A 

smallpox eradication campaign was launched in 1967 aiming at the whole population of the 
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country within a period of 3 years. Yaws which was endemic in both southern and northern 
Togo is no longer an important problem. The incidence of leprosy is found to be low in the 

coastal area but the rate increases further north. 

Trypanosomiasis occurs only in the northern zone (savannah). There is an old epidemic 
focus in the region of Sassari. The number of new cases diagnosed annually in Togo averages 
about 70. Onchocerciasis is endemic along the Oti and Mono rivers in the north. The north 
of Togo is in the meningitis belt, but serious epidemics of cerebrospinal meningitis have 
been comparatively rare. The incidence of measles is relatively high and is partly 
responsible for an important infant mortality. A vaccination campaign has been initiated 
with the assistance of the United States of America. 

The following immunization procedures were carried out in 1967: 

Smallpox 759 146 

Measles 173 322 

Yellow fever 5 720 

Tetanus 5 481 

Diptheria 4 159 

Whooping cough 3 760 

BCG 2 931 

National Health Planning 

The first 5 -year social and economic development plan covering the years 1966 -1970 was 
adopted in 1965 by the National Assembly. It involves a total investment of $ 115.9 million 
of which $ 6.8 million are allocated for education and $ 6.2 for health and social and 
cultural equipment. 

International Assistance 

In 1968, WHO's assistance to Togo included the following projects: 

Nursing Services and Education (1963- 1972): to organize nursing and midwifery 

education. 

Development of Basic Health Services (1968- ): to develop basic health services 
which can provide support for mass campaigns against communicable diseases; to improve 
facilities for improving the diagnosis and treatment of malaria; to develop a sanitation 
programme; and to train personnel. 

Epidemiological Services (1968- 1972): to establish epidemiological services for co- 
ordinating all communicable disease control work; to strengthen health laboratory services; 
and to train personnel. 

Smallpox Eradication (1968- ): to carry out a smallpox eradication programme. 

Fellowships (1968) in various health fields. 



- 37 - 

ANGOLA 

Population and Other Statistics 

At the last census, taken in December 1960, the population of Angola was 4 840 719. 

Population estimates and some other vital statistics, for the period 1965 -1968, are given in 
the following table: 

1965 1966 1967 1968 

Mean population 

Number of live births 

Birth -rate (per 1000 
population) 

Number of deaths 

Death -rate (per 1000 
population) 

Natural increase 

(per cent.) 

Number of infant deaths 

Infant mortality rate 

(per 1000 live births) 

Number of deaths, 
1 -4 years 

Death -rate, 1 -4 years 
(per 1000 population 
at risk) 

Number of maternal 
deaths 

Maternal mortality rate 
(per 1000 live births) 

5 154 000 

114 433 

22.2 

8 909 

1.73 

2.05 

1 787 

15.6 

1 351 

1.61 

75 

6.6 

5 223 000 

128 698 

24.6 

10 077 

1.93 

2.27 

2 260 

17.6 

1 635 

1.95 

85 

6.6 

5 293 000 

140 337 

26.5 

9 388 

1.77 

2.48 

1 889 

13.5 

1 392 

1.66 

107 

7.6 

5 362 000 

11 727 

1 474 

784 

0.93 

Of the 9388 deaths recorded in 1967, the main causes were (ICD 1955): senility without 

mention of psychosis, ill- defined and unknown causes (1562), congenital malformations, birth 

injuries, post -natal asphyxia and atelectasis, infections of the newborn and other diseases 

peculiar to early infancy and immaturity (1245), gastritis, duodenitis, enteritis and colitis, 

except diarrhoea of the newborn (846), accidents (768, including 90 motor vehicle accidents), 

pneumonia (709), chronic rheumatic heart disease, arteriosclerotic and degenerative heart 

disease and other diseases of the heart (316), tuberculosis, all forms (296), vascular lesions 
affecting the central nervous system (262), cirrhosis of liver (256), anaemias (227), malignant 
neoplasms (204). 

The communicable diseases most frequently notified in 1967 were: malaria, new cases 

(188 122), influenza (11 524), gonorrhoea (8349), whooping -cough (5639), measles (4647), 

tuberculosis, all forms, new cases (3298), leprosy (1474), syphilis, new cases (1362), 

amoebic dysentery (1215), infectious hepatitis (1033), bacillary dysentery (685), typhoid 

fever (204), meningococcal infections (83), trypanosomiasis (36), diphtheria (35). 
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Hospital Services 

In 1966, Angola had a total hospital bed complement of 12 736 of which 4180 beds were 
in government- maintained hospitals. The bed population ratio was 2.4 per 1000. The 12 736 
beds to which 115 174 in- patients were admitted during the year, were distributed as follows: 

Category and number Number of beds 

General hospitals - 2 862 

Rural hospitals 145 8 685 

i Medical centres - 307 
1 

Maternity hospitals 52 741 

Paediatric hospitals 2 141 

Out -patient facilities were available in 1968 at 18 hospital out- patient departments, 
106 health centres, 18 dispensaries, 629 rural health posts and dispensaries, and 23 mobile 
health units. 

Medical and Allied Personnel and Training Facilities 

In 1967, Angola had 450 doctors of whom 300 were in government service. The doctor/ 
population ratio was 1 per 11 760. Other health personnel included: 

Dentists 20 

Pharmacists 68 

Pharmaceutical assistants 142 

Fully- qualified midwives 101 

Assistant midwives 90 

Fully- qualified nurses 707 

Assistant nurses 733 

Veterinarians 95 

Assistant veterinarians 168 

Physiotherapists 3 

Laboratory technicians 82 

X -ray technicians 36 

Health aides 382 

Rural health aides 171 

Angola had 1 medical school which had a total of 214 students during the academic year 
1967/68. Veterinarians are given a 4 -year course at 1 school which had 70 students and 7 

graduates in 1967/68. A 3 -year nurse training course was attended by 24 students in 1967/68 
of whom 7 graduated at the end of their studies. Auxiliary nurses are trained in 4 schools 
which organize a 2 -year course. There were 93 students and 11 graduates in 1967/68. The 
2 -year course for midwifery training was attended by 13 students. Other training facilities 
for health personnel included a 3 -year course for laboratory technicians (7 students and Э 

graduates in 1967/68), a 3 -year training course for X -ray technicians (33 students and 11 
graduates), a 3 -year course for pharmaceutical assistants (24 students and 2 graduates). 
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Immunization Services 

The following immunization procedures were carried out in 1967: 

Smallpox 2 896 751 

BCG 70 129 

Plague 64 272 

Tetanus 19 927 

Whooping -cough 10 968 

Diphtheria 4 598 

Poliomyelitis 2 358 

Typhoid and paratyphoid fevers 2 016 

Specialized Units 

In 1968, maternal and child health services were based on 7 pre -natal centres and 4 child 

health centres. They were attended by 19 916 pregnant women, 93 841 infants under 1 year of 
age and 161 828 children aged 1 to 5 years. Domiciliary care was given to 321 pregnant women, 

1738 infants and 1837 pre - school children. In 1968, of all deliveries, 11 953 were conducted 

in hospitals. The school health service unit was attended in 1967 by 79 959 schoolchildren 
representing 26 per cent. of the total school population. Dental care was provided at 18 
dental health units where 41 264 patients were treated in 1968. Medical rehabilitation 

services were provided at 18 hospital rehabilitation departments. They recorded 3720 new 

out -patients in 1968. Psychiatric consultations were given at 4 centres which had 4855 new 

out -patients in 1968. There were 141 industrial establishments offering medical and health 

care to their workers. Other out -patient facilities in specialized clinical fields included 
6 tuberculosis dispensaries, 16 leprosy clinics, 12 sleeping disease clinics. 

Environmental Health 

In 1968, of the 428 communities in Angola, 382 with 1 035 087 inhabitants had piped 

water systems serving 19 per cent, of the inhabitants with piped water, while 10 per cent, had 

to depend on public fountains for water. All 428 communities had sewerage systems and 10 

per cent. of the population were living in houses connected to sewers. 
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CAPE VERDE 

Population and Other Statistics 

At the last census, taken in December 1960, the population of Cape Verde was 

199 661. Population estimates and some other vital statistics, for the period 1965 -1968, 
are given in the following table: 

f 

1965 1966 1967 1968 

Mean population 224 300 230 600 237 800 242 000 

Number of live births 9 638 9 621 10 190 10 131 

Birth -rate (per 1000 population) 43.0 41.7 42.9 41.9 

Number of deaths 2 377 2 167 2 593 2 347 

Death -rate (per 1000 population) 10.6 9.4 10.9 9.7 

Natural increase (per cent.) 3.24 3.23 3.20 3.22 

Number of infant deaths 739 804 1 018 887 

Infant mortality rate (per 1000 
live births) 76.7 83.6 99.9 87.6 

Number of deaths, 1 -4 years 327 334 377 304 

Death -rate, 1 -4 years (per 1000 

1000 population at risk) 34.0 34.7 - - 

Number of maternal deaths 24 15 15 11 

Maternal mortality rate (per 1000 

live births) 2.5 1.6 1.5 1.1 

Of the 2593 deaths recorded in 1967, the main causes were (ICD 1955): gastritis, 

duodenitis, enteritis and colitis, except diarrhoea of the newborn (586), senility without 

mention of psychosis, ill- defined and unknown causes'(491), congenital, malformations, birth 

injuries, post -natal asphyxia and atelectasis, infections of the newborn and other diseases 

peculiar to early infancy and immaturity (352), chronic rheumatic heart disease, arterio- 

sclerotic and degenerative heart disease and other diseases of the heart (134), malignant 

neoplasms (83), vascular lesions affecting the central nervous system (78), bronchitis (70), 

accidents (60, including 1 motor vehicle accident), tuberculosis, all forms (50). 

The communicable diseases most frequently notified in 1967 were: gonorrhoea (595), 

tuberculosis, all forms, new cases (526), whooping -cough (450), syphilis, new cases (353), 

measles (265), typhoid fever (166), amoebic dysentary (138), malaria, new cases (84), 

leprosy (13), diphtheria (11), paratyphoid fever (8), poliomyelitis (6). 

Hospital Services 

In 1966, there were 24 hospitals in Cape Verde providing altogether 462 beds of which 

458 were in 23 government hospitals. The bed /population ratio was 2.0 per 1000. These 

beds were distributed as follows: 
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Category and number Number of beds 

General hospitals 2 303 

Rural hospitals 2 66 

Medical centres 15 59 

Maternity hospitals 5 34 

Out -patient facilities were provided in 1968 at 3 hospital out -patient departments, 
9 health centres ( "Delegacias de Saúde "), 6 dispensaries, 21 medical posts and 13 health 
posts. 

Medical and Allied Personnel 

In 1967, Cape Verde had 28 doctors of whom 23 were in government 
population ratio was 1 per 8500. Other health personnel included: 

Dentists 

Pharmacists 

Pharmaceutical assistants 

service. The doctor 

2 

8 

2 

Fully- qualified midwives 2 

Fully- qualified nurses 60 

Assistant nurses 5 

Veterinarians 2 

Laboratory technicians 2 

X -ray technician 1 

Sanitarians З 

Auxiliary personnel of the malaria 
eradication programme 54 

Immunization Services 

The following immunization procedures were carried out in 1967: 

Smallpox 93 298 

BCG 4 523 

Yellow fever 1 174 

Tetanus 192 

Cholera 38 

Specialized Units 

In 1968, maternal and child welfare services were based on 5 centres which were 
attended by 1694 pregnant women. During the same year, 1690 deliveres were conducted in 

hospitals. Other specialized units included 2 school health services, 9 dental health 
units and 3 public health laboratories. 
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MOZAMBIQUE 

Population and Other Statistics 

Population estimates for the period 1965 -1968 are given in the following table: 

Year Population 

1965 6 957 000 

1966 7 040 000 

1967 7 124 000 

1968 7 274 000 

Of the 9894 deaths recorded in 1967 in the government hospitals the main causes were 
(ICD 1955): senility without mention of psychosis, ill- defined and unknown causes (2705), 
accidents (723, including 241 motor vehicle accidents), tuberculosis, all forms (716), 
congenital malformations, birth injuries, post -natal asphyxia and atelectasis, infections of 
the newborn and other diseases peculiar to early infancy and immaturity (659), pneumonia (573), 
gastritis, duodenitis, enteritis and colitis, except diarrhoea of the newborn (564), malignant 
neoplasms (494), malaria (363), cirrhosis of liver (223), nephritis and nephrosis (146), 
deliveries and complications of pregnancy, childbirth and puerperium (135). 

The communicable diseases most frequently reported in 1967 in in- patient establishments 
were: malaria, new cases (2459), tuberculosis, all forms, new cases (1575), infectious 
hepatitis (561), syphilis, new cases (153), trypanosomiasis (152), smallpox (104), 

meningococcal infections (33), diphtheria (30), typhoid fever (26), rabies in man (8). 

Organization of the Public Health Services 

The Provincial Director of Health and Welfare is responsible for the health and welfare 
services and programmes in Mozambique. The Provincial Directorate comprises 5 departments: 
medical, administrative, public health, pharmaceutical services, welfare. The medical 
department is in charge of the technical and professional training of personnel, hospital 
care and medical care establishments. The administrative department is, among others, dealing 
with personnel questions. The public health department has 4 divisions dealing with maternal 
and child health, housing, food hygiene, environmental health, water supply, control of 

communicable diseases and prevention, school health, statistics and surveys. The welfare 
department deals with family welfare, maternal aid child welfare, rehabilitation, with 
assistance to invalids and minors. As part of the central administration there are a number 

of specialized services concerned with the control of endemic diseases, e.g. tuberculosis, 
leprosy, trypanosomiasis. There are also services for nutrition and blindness. The 
Directorate of Health and Welfare is assisted by a number of advisory bodies including the 
health, hygiene and welfare council, the technical co- ordinating council for endemic diseases, 

the council for sanitary improvement, the council for hospital construction and improvement. 

The Province is divided into 9 health regions which correspond to the administrative 

regions and which have a regional health and welfare department in charge of a medical 

inspector who is technically responsible to the Director of the Health and Welfare Services 
and administratively to the regional governor. The health district is the basic health 

administrative unit. There are at present 82 health districts sub -divided into 97 circum- 

scriptions. Each district is headed by a medical officer who is in charge of a sub - regional 

or rural hospital and who provides medical care in the health posts and maternity centres. 
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Hospital Services 

In 1967, Mozambique had 989 hospitals and in- patient establishments providing 13 102 beds 

of which 11 570 were in 691 government hospitals. The bed /population ratio was 1.8 per 1000. 

The total number of beds was distributed as follows: 

Category and Number Number of Beds 

General hospitals 28 3 274 

Rural hospitals 117 3 384 

Medical centres 
(without doctor) 584 957 

Tuberculosis hospital 1 242 

Maternity clinics 241 2 416 

Psychiatric hospitals 2 930 

Leprosy clinic 1 48 

Trypanosomiasis clinics 8 124 

Leprosaria 7 1 727 

Out -patient facilities were available in 1967 at 83 hospital out -patient departments, 

83 health centres, 3 dispensaries and 419 health posts. 

Medical and Allied Personnel and Training Facilities 

In 1967, Mozambique had 443 physicians of whom 366 were in government service. The 
doctor /population ratio was 1 per 16 000. Other health personnel included: 

Dentists 20 

Dental mechanics 23 

Pharmacists 104 

Pharmaceutical assistants 137 

Fully- qualified midwives 98 

Assistant midwives 225 

Fully- qualified nurses 993 

Assistant nurses 790 

Veterinarians 49 

Sanitary inspectors 4 

Physiotherapists 8 

Laboratory technicians 59 

X -ray technicians 19 

Laboratory auxiliaries 20 

The training of paramedical personnel and nursing personnel is considered a priority task 
by the health authorities of the Province. Training of these categories of personnel is given 
in the technical nursing school which organizes courses in basic and specialized nursing and in 
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auxiliary nursing. During the 4 -year period under review, altogether 269 students attended 
the various professional courses of this school. Two additional nursing training schools were 
established and in 1968 a 1 -year course was started for the training of rural health agents. 
The average annual intake of this course is 30 students. It is planned to open 2 additional 
schools for the training of auxiliary nurses and rural health agents. Courses for this latter 
category are also being organized in the hospitals of each district capital. The functions 
of the rural health agents include environmental sanitation, community development, health 
education and control of the main communicable diseases of an endemo -epidemic nature. Other 
training courses of a 2 to 3 -year duration organized in Mozambique since 1961 include courses 
for laboratory technicians, pharmacy assistants and X -ray assistants. 

Communicable Disease Control and Immunization Services 

Smallpox is the only quarantinable disease recorded in Mozambique. The incidence of 
this disease increased from 115 cases in 1965 to 168 cases in 1968. This increase is mainly 
due to a higher incidence of the disease in neighbouring countries and to imported cases. 
Intensified vaccination activities have been carried out during the last 3 years aiming at 
the vaccination or revaccination of 95 per cent, of the Province's total population. 

In 1961 a pre -eradication project was established in the southern part of Mozambique, 
covering an area of 164 320 square kilometres and a population of 1.5 million people. In 

1962, a pilot zone was created to work out an operational methodology, training of health 
personnel and the general organization of the campaign. The activities of this pre -eradication 
campaign progressed with epidemiological and entomological surveys, health education, develop- 
ment of the basic health infrastructures, spraying operations. The parasitic rates in the 
pilot zone having been reduced from 5 per cent. in 1965 to 4 per cent. in 1966, rose again 

to 7 per cent. in 1967 as a result of a general recrudescence of malaria. Bilharziasis is 

found throughout the Province and shows a high prevalence. Surveys have indicated that 
schistosomiasis haematobium affects in certain areas up to 90 per cent, of the population. 
The prevalence of schistosomiasis mansoni is of lesser epidemiological importance and affects 
about 20 per cent, of the population. The health authorities have started a control 
programme in a pilot zone in the south of the territory where water dams are being constructed, 
increasing the irrigation network and thus spreading the disease among the local people. In 

view of the high incidence of the disease and the high hospital admissions for this disease, 
special studies were carried out by the Institute of Tropical Medicine and by the Institute 
for Medical Research of Mozambique. These studies deal with the ecology and classification 
of the mollusc vectors, with the methods of laboratory diagnosis, control measures and 
epidemiological investigations into bilharziasis infestation of the population. In the 

remaining parts of the country health education and prophylactic treatment of the patients is 

carried out. An intensive yaws campaign was carried out between 1959 and 1963, after the 

completion of which the residual level of infection was considered satisfactory and the 

control measures became part of the activities of the general health services. During the 

period under review about 0.4 per cent, of all patients attending the hospital out -patient 

clinics in Mozambique had yaws. Tuberculosis control is carried out through specialized 

services established in the 3 zones into which the Province was divided: in Lourenço Marques 
(Sud), Baira (Centre) and Nampula (North). The number of new patients attending these 

centres increased from 1947 in 1965 to 2707 in 1967. Since 1969 emphasis is being placed on 

mass BCG vaccination of all persons up to the age of 15 years, which corresponds to approxi- 

mately 30 per cent, of the total population and on bacteriological and clinical examination 

of suspected cases, Trypanosomiasis is found throughout the Province, with a few endemic 

foci confined mainly to the northern area. The global incidence of this disease is 

decreasing, with 113 new cases in 1967. The control of this disease is the responsibility of 
a specialized service. Leprosy is widespread. The incidence rate has, however, declined 

from 0.7 per cent. in 1965 to 0.35 per cent. in 1967. The leprosy control activities are 

gradually being integrated into the general health services. 



- 45 - 

The following immunization procedures were carried out 

• Smallpox 

Poliomyelitis 

Tetanus 

Whooping -cough 

Diphtheria 

BCG 

Yellow fever 

Typhoid and paratyphoid fevers 

Cholera 

in 

2 

1967: 

443 705 

72 163 

35 617 

32 883 

32 762 

21 463 

10 638 

7 098 

1 337 

Specialized Units 

In 1967, maternal and child health care was based on 185 pre -natal centres and 185 child 
health centres. They were attended by 31 303 pregnant women and 67 357 children. Domiciliary 
care was given to 343 pregnant women and to 4573 children. During the same year, 36 741 

deliveries were institutional and 115 were conducted by a doctor or qualified midwife under 
domiciliary arrangements. The school health service provided health and medical services to 
93 378 schoolchildren representing 18.6 per cent, of the total school population having access 

to the school health service. Dental care was given at 82 dental health units where 19 222 

patients were treated. There were 12 medical rehabilitation hospital departments which were 

attended by 2281 out -patients. Psychiatric consultations were given at 5 hospital out -patient 

clinics. Out- patient facilities in specialized clinical fields included: 76 leprosy 

dispensaries, 174 leprosy posts and 3 tuberculosis dispensaries. There were also 20 mobile 
health units engaged in the campaigns against malaria, blindness, leprosy and tuberculosis. 

There were 4 public health laboratories which carried out 273 269 examinations. 

Major Public Health Problems 

Malaria is the most important public health problem in the whole province, followed by 

tuberculosis. The high infant mortality, mainly due to infantile diarrhoea, the high 

incidence of rabies and tetanus and the increase of venereal diseases, are also health 

concerns. 

National Health Planning 

Mozambique has a 5 -year health plan covering the period 1968 -1973. This plan is based 

on a detailed analysis of the health needs of the Province as reflected in the number of 

hospital beds, medical and nursing personnel, and of the main health problems created by the 

most important endemic diseases. The objectives of this plan are to extend the hospital 

network, to accelerate the training of paramedical personnel at all levels, to develop 
maternal and child health care, to intensify the activities of the communicable control 

services, particularly the activities of the malaria service, to develop environmental 

sanitation programmes, particularly in rural areas. The following indices have been fixed 
for the planning period: 11 300 inhabitants for 1 doctor, 430 inhabitants for 1 hospital bed 

and 4.4 hospital beds for 1 nurse. The nutritional status of the population in the various 
regions of the Province has also been analysed with a view to formulate a nutrition programme 

and to adapt the food production of the various regions to the qualitative and quantitative 

needs of the inhabitants. 

Government Health Expenditure 

Total government provisions for 1967 amounted to 5252 million escudos, 534 million of 

which were devoted to health services and to the expansion and improvement 
of health 

facilities. Thus, per capita expenditure on health from government sources amounted to 

75 escudos. 
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PORTUGUESE GUINEA 

Population and Other Statistics 

At the last census, taken in December 1960, the population of Portuguese Guinea was 
521 336. Population estimates, for the period 1965 -1968, are given below: 

Year Population 

1965 526 000 

1966 527 000 

1967 528 000 

1968 529 000 

Organization of the Public Health Services 

The health services in Portuguese Guinea are administered by the provincial department 
of health and welfare services. This department comprises a number of specialized services 
dealing respectively with the control of endemic diseases, tuberculosis, leprosy, malaria, 

trypanosomiasis, mental health, cancer, maternal and child welfare, nutrition and school 
health. The province is divided into 10 health districts. 

Hospital Services 

In 1966, Portuguese Guinea had 34 hospitals with a total bed complement of 850 (equivalent 

to 1.6 beds per 1000 population). These beds were distributed as follows: 

Cagegory and number Number of beds 

General hospital 1 300 

Rural hospitals 9 315 

Maternity hospitals 24 235 

Out -patient facilities were provided in 1968 at 13 hospital out -patient departments and 

6 health centres, 32 medical aid posts. 

Medical and Allied Personnel and Training Facilities 

In 1967, Portuguese Guinea had 48 doctors or 1 doctor for 11 000 inhabitants. Other 

health personnel included: 

Dentist 

Dental assistant 

Pharmacists 

Pharmaceutical assistants 

Fully- qualified midwives 

Assistant midwives 

1 

1 

3 

7 

6 

56 
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Fully- qualified nurses 29 

Assistant nurses 95 

Veterinarian 1 

Laboratory technician 1 

X -ray technicians 3 

Visiting nurses 2 

Social assistants 2 

The training school in Bissau offers a 2 -year course for the training of nurses, auxiliary 
nurses, midwives and auxiliary midwives. 

Communicable Disease Control and Immunization Services 

The communicable diseases most frequently found in Portuguese Guinea are trypanosomiasis, 
onchocerciasis, tuberculosis, yaws and leprosy. Large -scale control activities against 
malaria, filariasis, tetanus and smallpox (although no smallpox cases were recorded since 
1956) have been initiated in 1969 by the health authorities. 

The number of tuberculosis cases has decreased from 1319 in 1965 to 580 in 1968. 

Tuberculosis control measures were mainly concentrated on BCG vaccination (4276 in 1965 and 

46 899 in 1968), early diagnosis through X -ray examinations, treatment of cases, preferably 
on an ambulatory basis by mobile teams. A vast chemoprophylaxis campaign is planned in the 
third development plan. Since 1965, following an epidemic outbreak of trypanosomiasis in the 

interior of the province, chemoprophylactic treatment of the population with Pentamidina has 

been started in areas with residual foci. This campaign has gradually progressed to cover 
annually a population of over 150 000. The number of new cases of trypanosomiasis has 
decreased from 304 in 1965 to 78 in 1968 and the infection rate from 0.09 to 0.02 during the 
same period. Leprosy control activities are based on systematic case -finding followed by 
treatment of cases, mainly on an ambulatory basis. The number of new leprosy cases has 
dropped from 495 in 1965 to 317 in 1968, and the number of contagious cases has decreased 
from 1216 to 392 during the same period. Following repeated PAM treatment campaigns during 
1956 -1959 the number of yaws cases has been reduced from 296 cases in 1965 to 57 in 1968. 

Malaria eradication activities were undertaken between 1955 and 1963 in the pilot area of 
Bissau. During this period the parasitic rate dropped from 75 per cent, to 2 per cent. 

Under the third development plan 2 000 000 escudos have been allocated for 1969 for the re- 
establishment of the malaria eradication campaign. The onchocerciasis focus in the hydro - 
graphic basin of the river Geba continued to be treated with DDT spraying. The number of 

onchocerciasis -oases has remained stationery around about 3000. An epidemiological survey 
of an important filariasis focus has been initiated in 1968 followed by a vast control action. 
The smallpox vaccination campaign was extended in 1969 to cover the whole population of the 
province. A tetanus vaccination campaign had also been undertaken in 1969. 

The following immunization procedures were carried out in 1967: 

BCG 

Poliomyelitis 

Smallpox 

Yellow fever 

Diphtheria 

Whooping- cough. 

Tetanus 

79 690 

7 054 

4 168 

2 904 

829 

829 

829 
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Specialized Units 

In 1968, maternal and child health care was based on 1 centre. There was also 1 

school health unit, 1 dental health unit, 1 medical rehabilitation centre, 1 mental health 
centre, 1 tuberculosis dispensary, 1 leprosy clinic, 20 mobile leprosy and tuberculosis teams 
and 4 trypanosomiasis control units. 

Major Public Health Problems 

The most important public health problems of Portuguese Guinea are malaria followed by 
filariasis and onchocerciasis. The training of qualified nursing, personnel to meet the 
current needs also represents a problem for the health authorities which have initiated a 
programme of accelerated training for this category of personnel. 

Social and Economic Developments of Significance for the Health Situation 
during the Period 1965 -1968 

A great effort has been made in expanding the hospital network. A tuberculosis hospital 
is under construction. A national labour and social security institute has been established 
providing a social security and health insurance scheme for workers. New districts comprising 
some 100 houses providing hygienic living conditions particularly in Bissau, Bafata, Bissora 
and S. Domingos, have been created. The road network has been developed and the electrical 
power network has been extended. 
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REUNION 

Population and Other Statistics 

At the last census, taken in October 1967, the population of Réunion was 416 525. 

Population estimates and some other vital statistics for the period 1965 -1968, are given in 

the following table: 

1965 1966 1967 1968 

Mean population 395 000 405 000 414 000 426 000 

Number of live births 16 869 16 683 16 013 15 857 

Birth -rate (per 1000 

population) 42.7 41.2 38.7 37.2 

Number of deaths 3 814 4 284 3 603 3 763 

Death -rate (per 1000 

population) 9.7 10.6 8.7 8.8 

Natural increase (per cent.) 3.30 3.06 3.00 2.84 

Number of infant deaths 1 271 1 336 963 941 

Infant mortality rate 
(per 1000 live births) 75.3 80.1 60.1 59.3 

Number of deaths, 1 -4 years 321 497 315 - 

Number of maternal deaths 40 41 - - 

Maternal mortality rate 

(per 1000 live births) 2.3 2.5 - - 

The communicable diseases most frequently notified in 1967 were: tuberculosis, all 

forms, new cases (316), syphilis, new cases (263), typhoid fever (116), amoebic dysentery (102), 

gonorrhoea (70), whooping -cough (19), leprosy (8), poliomyelitis (5), meningococcal infections 

(3), diphtheria (3), measles (2), malaria, new case (1). 

Of the 3763 deaths recorded in 1968 the main causes were ('CD. 1965): accidents (303, 

including 127 motor vehicle accidents), birth injury, difficult labour and other anoxic and 

hypoxic conditions (251), malignant neoplasms (192), hypertensive disease (155), symptoms and 

ill- defined conditions (113), bacillary dysentery and amoebiasis, enteritis and other 

diarrhoeal diseases (108), cirrhosis of liver (75), pneumonia (75), chronic rheumatic heart 

disease (67), tuberculosis, all forms (66), nephritis and nephrosis (64), congenital 

malformations (54), diabetes mellitis (48). 

Hospital Services 

In 1967, there were 14 hospitals and establishments for in- patient care in Réunion. The 

total bed complement was 2877 of which 2420 beds were in 11 government maintained hospitals. 
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The bed /population ratio was 6.9 per l000. These 2877 beds to which 38 766 patients were 
admitted during the year, were distributed as follows: 

Category and number Number of beds 

General hospitals 4 1 544 

Rural hospitals 5 257 

Tuberculosis hospital 1 214 

Paediatric hospitals 2 383 

Psychiatric hospital 1 405 

Preventorium 1 74 

Medical and Allied Personnel 

In 1967, Réunion had 150 doctors of whom 10 were in government service. The 
doctor /population ratio was 1 per 2760. Other health personnel included: 

Dentists 35 

Pharmacists 66 

Fully-qualified midwives 77 

Fully- qualified nurses 564 

Assistant nurses 397 

Veterinarians 5 

Physiotherapists 9 

Auxiliary sanitarian 1 

There is a nurse training school in Saint -Denis which organizes a 2 -year course for 
auxiliary nursing personnel of Réunion and the neighbouring islands (Mauritius and Comoro 
Archipelago). 

Communicable Disease Control and Immunization Services 

A malaria pre -eradication survey was carried out in the island between 1965 and 1967. 

As a result of the survey a malaria focus was discovered in the highlands of the island, but 

transmission was not detected in the lowlands. A plan for eradication of malaria has been 
prepared. Parasitic infestations, particularly ancylostomiasis and ascariasis, are 

widespread in the island and are caused mainly by a deficient environmental sanitation. 

Tuberculosis remains one of the main public health concerns. Leptospirosis is endemic in 
the island. W. bancrofti filariasis is very common. The prevalence of venereal diseases 
is increasing. 

The following immunization procedures were carried out in 1967: 

Poliomyelitis 77 582 

Whooping -cough 53 803 

Diphtheria 44 311 

Tetanus 44 311 

Smallpox 37 611 
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BCG 7 721 

Typhoid and paratyphoid fevers 3 293 

Yellow fever 434 

Cholera 285 

Specialized Services 

In 1968, maternal and child health care was based on 91 centres. During the year, 

4521 pregnant women, 14 126 children under 1 year and 56 007 children aged 1 to 5 years 

availed themselves of these services. School health services were provided at 8 school 

health units. They were attended by 41 569 schoolchildren, representing 33 per cent, of 

the total school population. Out- patient facilities in specialized clinical fields included 
in 1968, 5 tuberculosis dispensaries, attended by 4210 new out -patients, 9 venereal diseases 

dispensaries attended by 1144 new out -patients, 9 leprosy dispensaries attended by 473 new 

out -patients. During the year, 89 new patients attended the out -patient department of the 

psychiatric hospital. Medical examinations given to workers in 1968 included 245 pre- employ- 
ment and 2213 routine periodic examinations. The public health laboratory carried out 
144 010 examinations. 

Environmental Sanitation 

In 1968, all of the 24 communities in Réunion had piped water systems. Sewerage systems 

are being built in 2 communities. They will serve 109 076 inhabitants, 

International Assistance 

In 1968, WHO's assistance to Réunion included a 12 -month fellowship in paediatric 
cardiology. 

Government Health Expenditure 

In 1968, the total government expenditure on health services, amounted to 

frs CFA 6 358 684 784 including frs CFA 962 367 915 for social welfare services. Of this 

amount, frs CFA 4 872 185 341 were spent by the central government and frs CFA 1 486 499 443 

by the communes. The coverage per capita was frs CFA 14 926. In addition frs CFA 3 024 498 

were charged to capital account for health development projects. 
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SA0 TOME AND PRINCIPE 

Population and Other Statistics 

At the last census, taken in December 1960, the population of Sáo Tomé and Principe was 
64 149. Population estimates and some other vital statistics, for the period 1965 -1968 are 
given in the following table: 

1965 1966 1967 1968 

Mean population 60 700 62 300 63 000 65 000 

Number of live births 3 238 3 144 3 179 3 170 

Birth -rate (per 1000 population) 53.1 50.5 50.5 48.8 

Number of deaths 964 1 118 847 970 

Death -rate (per 1000 population) 15.8 17.9 13.4 14.9 

Natural increase (per cent.) 3.73 3.26 3.71 3.39 

Number of infant deaths 248 274 265 251 

Infant mortality rate (per 1000 

live births) 76.6 87.2 83.4 79.2 

Number of deaths, 1 -4 years 195 330 203 247 

Number of maternal deaths 1 3 2 5 

Maternal mortality rate (per 1000 
live births) 0.3 0.9 0.6 1.6 

Of the 847 deaths recorded in 1967, the main causes were (ICD 1955): senility without 
mention of psychosis, ill- defined and unknown causes (354), gastritis, duodenitis, enteritis 
and colitis, except diarrhoea of the newborn (69), congenital malformations, birth injuries, 

post -natal asphyxia and atelectasis, infections of the newborn and other diseases peculiar to 
early infancy and immaturity (39), pneumonia (37), malaria (37), arteriosclerotic and 
degenerative heart disease and other diseases of the heart (33), tuberculosis, all forms (26), 

malignant neoplasms (25), accidents (24, including 19 motor vehicle accidents). 

The communicable diseases most frequently notified in 1967 were malaria, all cases (7773), 

influenza (879), infectious hepatitis (495), dysentery, all forms (432), measles (223), 

gonorrhoea (183), poliomyelitis (71), typhoid and paratyphoid fevers (52), tuberculosis, all 

forms, new cases (49), syphilis, new cases (43), meningococcal infections (8), leprosy (7). 

Hospital Services 

In 1966, Sáo Tomé and Principe had 32 general hospitals with 2162 beds of which 393 were 
in 2 government- maintained hospitals, 1 located in Sáo Tomé and the other in Principe. The 

bed population ratio was 34.9 per 1000 population. 

Out -patient facilities were available in 1968 at 19 hospital out -patient departments, 4 

health centres, 17 health posts, 1 clinic and 12 first -aid posts. 

Medical and Allied Personnel and Training Facilities 

In 1967, Sáo Tomé and Príncipe had 20 doctors of whom 16 were in government service. 

The doctor /population ratio was 1 per 3150. 
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Other health personnel included: 

Dentist 1 

Dental assistant 1 

Pharmacists 6 

Pharmaceutical assistants 13 

Fully qualified midwives 2 

Assistant midwives 4 

Fully qualified nurses 19 

Assistant nurses 70 

Veterinarian 1 

Physiotherapist 1 

X -ray technician 1 

Auxiliary laboratory technicians 2 

Malaria control personnel 4 

The technical school of the health and welfare services which was established in 1964 in 

the central hospital, organizes an 18 -month course followed by 6 months in- service training 
for auxiliary nurses and auxiliary midwives. In 1968, there were 35 auxiliary nursing students 

and 10 auxiliary midwife students. 

Communicable Disease Control and Immunization Services 

There has been no smallpox during the period under review. Saco Tome and Principe is 

also free of schistosomiasis and trypanosomiasis. Malaria is the most important endemic 
disease present in the island. Eradication activities were started in 1969 after the 

necessary infrastructure for the campaign (services, equipment and personnel) had been 

established. The incidence of tuberculosis has been reduced through intensive BCG vaccination. 

The tuberculosis mortality has declined from 134 in 1950 to 23 in 1967 and 13 in 1968. A 

mobile X -ray unit started operating in 1969. An intensive smallpox vaccination campaign 

had been conducted during the period 1965 -1968, and 73 691 vaccinations had been carried out, 

covering 80 per cent, of the island's population. 

The following immunization procedures were carried out in 1967: 

Poliomyelitis 15 278 

BCG 4 368 

Smallpox 3 400 

Yellow fever 1 291 

Tetanus 326 

Specialized Units 

In 1968, maternal and child health care was based on one centre located in Sáo Tomé and 

on 6 maternity centres of which 3 were on the island of Sáo Tomé. They were attended by 

3099 pregnant women, 4127 infants under 1 year of age and 10 886 children aged 1 to 5 years. 

During the same year, 2020 deliveries, representing 63.5 per cent, of all deliveries, were 

conducted in hospitals. Psychiatric consultations were given at 1 out- patient clinic. 

Other specialized units included 1 tuberculosis dispensary and 1 leprosy clinic, both located 

in the town of Sáo Tome. 
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Environmental Sanitation 

In 1968, of the 73 communities of Sáo Tomé and Príncipe, 12 communities with 40 000 
inhabitants had piped water systems. It is estimated that 57 per cent, of these 40 000 
inhabitants were served with piped water to their dwellings, whereas 20 per cent, had to rely 
on public fountains for water. Of the 73 communities, 2 only had sewerage systems and 20 
per cent, of their inhabitants lived in houses connected to sewers. 

Major Public Health Problems 

The major public health problems in Sáo Tomé and Principe are the control of the most 
common communicable diseases, such as malaria, intestinal infestations provision of drinking - 
water to the rural population and construction of better housing with sanitary facilities, 
improvement of the nutritional status, particularly increase of the protein intake, improvement 
of the living and health conditions of the inhabitants, intensification of health education of 
the public. 

Social and Economic Developments of Significance for the Health Situation during the 
Period 1965 -1968 

During the period under review a great effort has been made in the field of education with 
the aim of attaining a 100 per cent. school attendance. A number of schools have been built. 
Particular attention has been given to the housing development in rural areas and a housing 
development fund has been created. The water -supply system and the road network have also 
been improved. A Labour Institute has been established; it takes an active part in the 

general education and health education campaign. A labour court has also been created. 
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SPANISH SAHARA 

Population and Other Statistics 

At the last census, taken in December 1960, the population of Spanish Sahara was 23 793. 

Population estimates and some other vital statistics, for the period 1965 -1968, are given in 
the following table: 

1965 1966 1967 1968 

Mean population - 33 512 46 740 63 358 

Number of live births 699 822 851 1 223 

Number of deaths 193 387 186 394 

Number of infant deaths - 22 16 17 

The communicable diseases most frequently notified in 1968 were: influenza (2747), 

measles (1011), whooping -cough (334), infectious hepatitis (214), tuberculosis of the lung 

(173), gonorrhoea (100). 

Organization of the Public Health Services 

The health services of the general Government of the Spanish Sahara which are administered 

by a directorate, are divided into 2 health regions, the northern and the southern regions, 

which are headed by the medical directors of the hospitals of Aaiun and Villa Cisneros. The 

medical officers of the rural dispensaries, in addition to providing medical care, also act as 

municipal and local inspectors of health and public hygiene in their respective circonscription. 

Medical care in hospitals, dispensaries and health centres is given free of charge to the 

nomad population. A sickness insurance scheme is being established within the national social 

security scheme. 

Hospital Services 

In 1967, the Spanish Sahara had 9 hospitals with a total bed complement of 300 of which 

210 were in 5 government- maintained hospitals. The bed /population ratio was 6.3 per 1000. 

These 300 beds were distributed as follows: 

Category and number Number of beds 

General hospitals 2 170 

Rural hospitals 5 110 

Medical centres 2 20 

Ambulatory services were provided at the out -patient departments of the hospitals at 

Aaiun and Villa Cisneros, at 6 urban and 10 rural dispensaries, 4 medical aid posts and 8 mobile 

health units. 

Medical and Allied Personnel and Training Facilities 

In 1966, 51 doctors were working in the Spanish Sahara. The doctor /population ratio was 

1 per 940. Other health personnel included in 1968: 
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Midwives 

Nurses 

Sanitarians 

2 

19 

44 

Training facilities for health personnel included 2 schools for health agents, 1 at the 

hospital at Aaiun and the other at the hospital of Villa Cisneros. These schools organize an 

accelerated course of 1 year duration and a 2 -year diploma course. 

Communicable Disease Control and Immunization Services 

There was no smallpox case during the reporting period. This disease was last reported 
in 1954. Venereal diseases do not represent a serious health threat. A tuberculosis control 
campaign based on a mass X -ray examination, tuberculin testing, BCG vaccination, chemoprophy- 
laxis, hospitalization of infectious cases and health education, has been launched in 1967 in 

the Spanish Sahara simultaneously with the campaign initiated in Spain by the General Directorate 
of Health. All tuberculosis cases have been registered. Among the 942 cases recorded during 
the period under review, there were 2 deaths. It is expected that the collaboration of 
tuberculosis specialists with the medical officers in the rural dispensaries and the mobile 
health units will contribute to the control of this disease. The first poliomyelitis 
vaccination campaign (Salk vaccine) started in 1963, followed by annual vaccination campaigns 
with Sabin oral vaccine, given to all persons aged between 2 months and 18 years. Polio- 

myelitis vaccination is combined with diphtheria, tetanus and whooping -cough immunization, 
which is given to all children aged between 2 months and 7 years in hospital centres, 

dispensaries and by mobile teams visiting the nomad camps. There were 2 outbreaks of measles, 

1 in 1966 and the other in 1968 with more than 1000 cases each year and 10 deaths in 1966. 
The incidence of infectious hepatitis is increasing with 405 cases in 1967 including anicteric 
hepatitis which is frequently occurring among children. Although meningococcal meningitis 
is widespread in the neighbouring countries, there was no case in the Spanish Sahara during 

1965 -1968. 

Specialized units 

In 1968, pre -natal and child health services were available at the hospitals of Aaiun 

and Villa Cisneros and at the maternity and child health centre of Aaiun. During the year, 

1289 pregnant women and 22 349 children under 5 years of age were given domiciliary care. 

In 1968, of all deliveries, 633 were conducted in hospitals and 297 under domiciliary 

arrangement. Dental care was provided at the dental health units of the hospitals in Aaiun 

and Villa Cisneros and at the dispensaries of Guera, Semara and Auserd. These units were 

attended by 2067 patients. Psychiatric consultations were also provided at the 2 general 

hospital out -patient departments. Other out -patient facilities in specialized clinical 

fields provided in dispensaries included 5 tuberculosis clinics, 5 venereal diseases clinics 

and 2 ophthalmology and trachoma clinics. There were 2 public health laboratories. 

Environmental Sanitation 

In 1968, of the 18 communities with 16 358 inhabitants, 13 communities had piped water 

systems and 12 communities had sewerage systems. 

Major Public Health Problems 

Tuberculosis undoubtedly represents the territory's most important health problem. 

Other health problems are the incidence of poliomyelitis and the social problems of the blind 

and the invalid. In collaboration with a number of official and private bodies the 

Government has initiated the organization of a campaign in favour of the subnormal in order 

to study the socio- economic problems and the problems of diagnosis, treatment and education 

and of the possible social integration of the physically diminished persons. Measles which 

occurs in epidemic outbreaks also constitutes a health problem. Particular attention is 
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paid to the supply of safe water and to the mosquito control. The housing problem is closely 
related to the health sector. During the reporting period 3270 housing units have been built. 
The sedentarization of the nomad population is also a public health concern. 

Social and Economic Developments of Significance for the Health Situation during 
the Period 1965 -1968 

The period under review has been characterized by a general improvement of the level of 
living, the accelerated sedentarization of nomads in rural and urban centres, the establishment 
of new schools, particularly for the nomadic population, the extension of the health services 
network, an increase in the number of health personnel and the extension of the vaccination 
campaign. 

Medical and Public Health Research 

Research activities have been carried out by the health service of the province in 
collaboration with the Institute of Tropical Medicine, the Institute for African Studies and 
the Department of Hygiene, Microbiology and Parasitology of the Medical Faculty of Madrid. 
These research activities are mainly concerned with the particular medical and health problems 
in the Sahara region. 

Government Health Expenditure 

Total general government consumption expenditure in 1968 amounted to 398 million pesetas, 
including disbursements of 35.7 million (i.e. 9 per cent.) by the Department of Health and 
2.9 million (0.7 per cent.) by other departments. Capital accounts show provisions of 
altogether 20.7 million pesetas for health purposes. Accordingly per capita expenditure 
amounted to 609 pesetas for health services and 326 pesetas for long -range health projects. 
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ARGENTINA 

Population and Other Statistics 

At the last census, taken in September 1960, the population of Argentina was 20 010 539. 
Population estimates and some other vital statistics, for the period 1965 -.1968, are given in 
the following table: 

1965 1966 1967 1968 

Mean population 

Number of live births 

Birth-rate (per 1000 
population) 

Number of deaths 

Death -rate (per 1000 
population) 

Natural increase (per 

cent.) 

Number of infant deaths 

Infant mortality rate (per 

1000 live births) 

Number of deaths, 1 -4 years 

Death -rate, 1 -4 years (per 

1000 population at risk) 

Number of maternal deaths 

Maternal mortality rate 
(per 1000 live births) 

22 545 000 

481 814 

21.4 

196 467 

8.7 

1.27 

27 392 

58.9 

5 916 

3.3 

688 

1.4 

22 897 000 

479 396 

20.9 

194 450 

8.5 

1.24 

25 669 

53.5 

5 521 

2.9 

689 

1.4 

23 255 000 

518 198 

22.3 

202 673 

8.7 

1.36 

30 211 

58.3 

4 180 

2.2 

672 

- 

23 

- 

617 

- 

- 

- 

- 

-- 

- 

- 

- 

- 

- 

- 

000 

Of the 202 673 deaths recorded in 1967, the main causes were (ICD 1955): chronic rheumatic 
heart disease, arteriosclerotic and degenerative heart disease and other diseases of the heart 
(34 289), malignant neoplasms (33 356), vascular lesions affecting the central nervous system 
(17 788), senility without mention of psychosis, ill- defined and unknown causes (16 724), 

congenital malformations, birth injuries, post -natal asphyxia and atelectasis, infections of 

the newborn and other diseases peculiar to early infancy and immaturity (10 958), accidents 

(9524, including 3454 motor vehicle accidents), hypertension (5220), pneumonia (4942), diabetes 
mellitus (4333), gastritis, duodenitis, enteritis and colitis, except diarrhoea of the newborn 

(4037), cirrhosis of liver (3253), tuberculosis, all forms (2734). 

The communicable diseases most frequently notified in 1967 were; influenza (105 303), 

measles (26 715), tuberculosis, all forms, new cases (21 367), whooping cough (20 226), 

gonorrhoea (9234), infectious hepatitis (7699), syphilis, new cases (7456), trypanosomiasis 

(3443), amoebic dysentery (2778), bacillary dysentery (2077), malaria, new cases (1624), 

scarlet fever (1614), typhoid and paratyphoid fevers, (1245), diphtheria (1080), leprosy (986), 

meningococcal infections (897), trachoma (403), poliomyelitis (80). 
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Organization of the Public Health Services 

The Secretariat of State for Public Health which is part of the Ministry of Social Welfare 
is organized in 5 national directorates and 1 directorate -general of administration. The 5 

directorates are concerned with the following main fields: technical information, co- operation, 
medical and health normalization, finances, public health development. 

The country is divided into 8 regions, corresponding to the regional health co- ordination 
services. The administration of the health services is further sub -divided into areas, 
communes or municipalities. 

Hospital Services 

In 1967, Argentina had 3368 hospitals and establishments for inpatient care, providing 
141 888 beds of which 109 416 were in 1592 government-maintained hospitals. The bed population 

ratio was 6.3 per 1000. These 141 888 beds were distributed as follows: 

Category and numper Number of beds 

General hospitals 426 65 996 

Rural hospitals 1 719 25 899 

Medical centres 614 4 668 

Tuberculosis hospitals 30 6 652 

Maternity hospitals 37 2 601 

Paediatric hospitals 28 2 890 

Psychiatric hospitals 57 25 000 

Leprosy hospitals 5 1 606 

Cancer hospitals 6 212 

Opthalmology hospitals 11 232 

Orthopaedic hospitals 6 164 

Rehabilitation centres 15 718 

Other specialized 
hospitals 414 5 250 

Out- patient facilities were provided in 1968 at 271 hospital out -patient departments, 

5 polyclinics, 2611 health centres, 16 dispensaries, 121 medical -aid posts and 14 other out- 

patient establishments. 

Medical and Allied Personnel and Training Facilities..- 

In 1962, Argentina had 31 831 doctors, or 1 doctor per 670 inhabitants. . Other health 
personnel included: 

Dentists 11 584 

Fully- qualified midwives 7 092 

Fully- qualified nurses 28 114 

X -ray technicians 1 359 
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Argentina had 9 medical faculties, 6 dental faculties, 6 faculties for pharmaceutical and 
biochemical studies, 1 faculty for veterinary medicine and 1 faculty for sanitary engineering. 
In 1967 -1968 there were 22 843 medical students and 2144 graduates, 4704 dental students and 

535 graduates, and 7938 veterinary medical students. Nurses are trained in 75 schools which 

provide a 3 -year course and auxiliary nurses in 11 schools which provide a 9 -month course. 
Other training facilities in Argentina included courses for medical and health personnel 
graduating in public health, statistics, public health engineering, 1 school for sanitary 
assistants and 11 schools for physiotherapists. 

Communicable Disease Control and Immunization Services 

The incidence of communicable diseases represents a serious health concern in Argentina. 

The number of poliomyelitis cases was 260 in 1965 and 68 in 1967. However, there was again 

an increase in 1968 with 190 cases. Intensive vaccination campaigns have been carried out. 

The smallpox incidence had started decreasing since 1961, but increased again in 1966 and 1967, 

with the majority of the cases reported in the border provinces. A national vaccination 

campaign was started in 1968. The tuberculosis morbidity rate was 73.2 per 100 000 inhabi- 

tants in 1965, and 78.9 in 1967. The incidence of venereal diseases, particularly of syphilis, 

has been increasing during the period under review. 

The following immunization procedures were carried out in 1967: 

Poliomyelitis 3 005 529 

Smallpox 1 808 302 

Diphtheria 425 333 

Whooping -cough 242 524 

Tetanus 225 862 

BCG 97 698 

Yellow fever 67 555 

Typhoid and paratyphoid fevers 52 741 

Measles 2 448 

Specialized Units 

In 1967, maternal and child health care was provided in 252 pre -natal centres and 370 

child health centres. These centres were attended by 40 822 pregnant women, 20 929 children 

under 1 year of age and 122 352 children aged 1 to 5 years. Domiciliary care was given to 

10 449 pregnant women and to 178 815 children. In 1967, 136 207 deliveries were attended 

by a doctor or qualified midwife. School health services were provided in 298 centres which 

were attended by 400 000 schoolchildren. Other out -patient facilities in specialized fields 

included 61 independent rehabilitation centres, 11 hospital rehabilitation out -patient depart- 

ments and 108 psychiatric out -patient clinics. 

Environmental Sanitation 

Of the 3155 communities in Argentina, 1052 had water - supply systems and 101 had sewerage 

systems. 

Social and Economic Developments of Significance for the Health Situation during the Period 

1965 -1968 

The monetary stabilization has been one of the main achievements in the economic field 

during the period under review. The public administration and public health sector have 

been re- organized. At the beginning of the 4 -year period the Government administered one -fifth 
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of all available hospital beds and the private sector another fifth. Of the remaining bed 
complement, 30 per cent, were administered by provincial governments, 15 per cent, by munici- 
palities and 13 per cent. by welfare organizations. An effort has been made to establish a 
co- ordination between these various sectors providing medical care, and to decentralize the 
administration of these services. A number of centrally administered establishments were 
placed under the direct authority of the provincial and communal governments, with a view to 
increasing their technical efficiency. 

National Health Planning 

At present, Argentina has no proper national health plan. The Secretariat of State for 
Public Health has established a standard pattern for programming the activities of the medical 
care establishments and for assessing their results. This pattern will serve as a basis for 
the formulation of regional and provincial health plans. A study of the hospital bed capacity 
and demand for hospital beds has been carried out. 

Medical and Public Health Research 

In 1968, the directorate for human resources and research established the administrative 
basis for the research activities which are carried out within the framework of the Secretariat 
of State for Public Health This directorate comprises the division of research which has 
normative and co- ordinating functions and which centralizes all information concerning research 
activities, without, however, being in charge of the execution of research projects. The 

research activities are carried out by various bodies depending on the Secretariat of State 

for Public Health. A study has been prepared of the existing health resources and facilities 
for medical education in Argentina, including demographic information, morbidity data, utili- 
zation of medical care resources, human resources, operational resources and facilities for 

professional training. Medical and public health research carried out during the reporting 

period was concerned, among others, with haemorrhagic fever, Chagas' disease, malaria, 

vaccinations, hydatosis, parasitosis. 

International Assistance 

In 1968, WHO/PAHO's assistance to Argentina included the following projects: 

Malaria Eradication Programme (1951- ) 

Smallpox Eradication (1954 -1972) 

Tuberculosis Control (1960 -1970) 

Pan American Zoonoses Centre (1966 -1971) 

Water Supplies (1961 -1971) 

Health Services (1966 -1970) 

Fellowships (1968) 

Health Services, North -western Provinces (1957 -1970) 

Health Services, Cuyo Region (1961 -1968) 

Health Statistics (1960 -1971) 

Data Processing Centre (1968 -1972) 
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Nutrition (1966 -1970) 

Mental Health (1966 -1970) 

Mental Health Research (1964- ) 

Radiation Protection (1967- ) 

Industrial Hygiene (1968) 

Air Pollution (1967 -1968) 

Food Control (1967 -1969) 

Rehabilitation (1966 -1970) 

Latin American Centre for Medical Administration (1967 - 

School of Public Health (1958 -1970) 

Medical Education (1958 -1970) 

Health Manpower Study (1968 -•1971) 

Nursing Education (1957 -1970) 

Sanitary Engineering Education (1960 -1970) 

Training of Statistical Personnel (1965 -1971) 
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BARBADOS 

Population and Other Statistics 

At the last census, taken in April 1960, the population of Barbados was 232 327. 

Population estimates and some other vital statistics, for the period 1965 -1968, are given in 
the following table: 

1965 1966 1967 1968 

Mean population 243 655 246 600 249 400 251 800 

Number of live births 6 358 6 353 5 455 5 481 

Birth -rate (per 1000 population) 26.1 25.8 21.9 21.8 

Number of deaths 1 905 2 012 2 047 2 045 

Death -rate (per 1000 population) 7.8 8.2 8.2 8.1 

Natural increase (per cent.) 1.83 1.76 1.37 1,37 

Number of infant deaths 251 303 295 250 

Infant mortality rate (per 1000 live births) 39.5 47,7 54.1 45.6 

Number of deaths, 1 -4 years 54 60 58 42 

Death -rate, 1 -4 years (per 1000 population 
at risk) 2.1 2.4 2,3 

Number of maternal deaths 7 6 8 15 

Maternal mortality (per 1000 live births) 1.1 0.94 1.5 2.7 

Of the 2045 deaths recorded in 1968, the main causes were (ICD 1965): chronic rheumatic 
heart disease, hypertensive disease, ischaemic heart disease and other forms of heart disease 
(393), cerebrovascular disease (319), malignant neoplasms (269), congenital anomalies, birth 
injury, difficult labour and other anoxic and hypoxic conditions and other causes of 

perinatal mortality (165), symptoms and ill- defined conditions (101), diabetes mellitus 
(96), pneumonia (80), accidents (67, including 31 motor vehicle accidents), avitaminosis and 
other nutritional deficiency (35), bronchitis, emphysema and asthma (27). 

The communicable diseases most frequently notified in 1960 were: influenza (782), 
tuberculosis, all forms, new cases (30), diphtheria (20), typhoid fever (17). 

Organization of the Public Health Services 

The responsibility for the health services provided by the central Government rests with 
the Minister for Health and Community Development. The administrative head of the Ministry 
is the Permanent Secretary, while the technical head is the Chief Medical Officer. The 
health services provided by the central Government are divided into hospital services and 

public health services. 

The public health services are divided into 3 branches: preventive services, 
environmental services and operative services. For the purpose of preventive services, the 

island is divided into 3 areas each under the control of a medical officer of health 
supervising a team of public health nurses who staff a number of health centres. The 

services provided are free of charge to the community. 
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For environmental health purposes the island is divided into areas which are under the 
responsibility of a chief public health inspector. Each area is divided into 2 zones of 

which each is placed under the control of a senior inspector. Each zone is sub -divided 
into a number of districts, under the responsibility of a district inspector. The Public 
Health Inspectorate, like the Public Health Nursing Service, is directly responsible to the 
medical officers of health who, in turn, are responsible to 2 senior medical officers of 
health working directly under the Chief Medical Officer. 

Quarantine services are carried out at the seaport and at the airport by a team of 

public health inspectors who are responsible, through a medical officer of health, and a 

senior medical officer of health, to the Chief Medical Officer. 

The local health services provide institutional care for the aged and infirm and medical 
care for the indigent. Medical attention is given by a number of district medical officers 
employed by the local authorities. In the near future, all local authority health services 
will be taken over by the central Government either for direct administration or for 
administration by authorities appointed by the central Government. The central Government 
provides a social welfare service, which is a section of the Ministry of Health and Community 
Development. Various voluntary organizations also provide services closely associated 
with the government services. They receive financial assistance from the central Government. 
These services include the Child Care Committee, the Family Planning Association, the Mental 
Health Association and the Tuberculosis Association. 

Hospital Services 

In 1967, Barbados had 9 hospitals and establishments for in- patient care, providing 1620 
beds of which 1444 beds were in 5 government operated hospitals. To these establishments, 
excluding the ear, nose and throat hospital, 16 860 patients were admitted during the year. 
The total number of beds - equivalent to 6.5 beds per 1000 population - was distributed as 
follows: 

Category and number Number of beds 

General hospitals 4 761 

Maternity clinic 1 20 

Psychiatric hospital 1 800 

Leprosy hospital 1 25 

Quarantine hospital 1 6 

Ear, nose and throat hospital 1 8 

Out- patient care was available at 2 hospital out -patient departments, at 3 main health 

centres and 7 sub -centres, at 5 dispensaries and 12 medical aid posts. Each health centre is 

staffed by a medical officer of health, public health nurses and inspectors and provides mainly 
prophylactic services. Laboratory and X -ray services are also available. The dispensaries 
are provided by the local authority, chiefly for dispensing drugs to public assistance patients. 
The medical aid posts are staffed by visiting district medical officers and nurses provided 
by the local authority for assisting the poor and indigent. 

Medical and Allied Personnel and Training Facilities 

In 1967, Barbados had 106 doctors of whom 69 were in government service. The doctor/ 
population ratio was 1 per 2350. Other health personnel included: 
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Dentists 17 

Auxiliary nurses 364 

Veterinarians 5 

Sanitary engineer 1 

Sanitarians 84 

Physiotherapists 2 

Laboratory technicians 26 

X -ray technicians 15 

Radiographers 9 

Druggists (local certificate) 97 

Medical students are trained at the University of the West Indies, Jamaica. The Queen 

Elizabeth Hospital in Barbados is one of the units merged with the University Hospital 

of the West Indies and assists in the clinical teaching of medical students. The Tercentenary 

School of Nursing which is a department of the Queen Elizabeth Hospital provides training for 

nurses, midwives and nursing aides. There is also a school for psychiatric nurses which is 

a department of the government psychiatric hospital. Training in these fields range from a 

period of 3 years for general nursing to 6 months for nursing auxiliaries. During the 

academic year 1967/1968, the courses enrolled 122 nurses, 40 auxiliary nurses and 27 midwives. 

A training course was held in 1968 for public health inspectors at which 12 inspectors were 

trained. Plans are under review to provide suitable training opportunities for druggists. 

Communicable Disease Control and Immunization Services 

Malaria, bilharziasis, trypanosomiasis, onchocerciasis, yaws, trachoma, smallpox and 

other tropical and quarantinable diseases do not occur in Barbados. 

Routine tuberculin testing is carried out on children at school entry and on contacts of 

notified cases of tuberculosis. BCG is administered as indicated. Venereal diseases are 

treated free of charge at all health centres. Accurate figures for gonorrhoea and non- 

specific urethritis are not available, but the medical officers of health report a marked 

increase in the incidence of non -specific urethritis. An Aedes aegypti eradication programme 

has beep in operation since 1954. The incidence of the mosquito in premises visited dropped 
from 6.2 per cent. in 1954 to 0.3 per cent, in 1967. Plans were made for an expanded 
3 -year (1968 -1971) programme as a final effort towards complete eradication. Leprosy is not 

a public health problem. Routine poliomyelitis immunization is administered to all children 

attending child health clinics. In addition, in the fourth quarter of 1968, a mass 

immunization campaign was carried out for children up to the age of 6 years. Typhoid fever, 

ancylostomiasis and.asoariasis occur in small aumbener 

The following immunization procedures were carried out in 1967: 

Diphtheria 11 466 

Smallpox 10 865 

Typhoid and paratyphoid fevers 10 376 

Poliomyelitis 9 678 

BCG 6 143 

Tetanus 4 253 

Yellow fever 89 
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Chronic and Degenerative Diseases 

In 1966, a cytology programme for the early detection of uterine cancer was started with 

funds provided by the Population Council. It is proposed to incorporate this programme in the 

government health services. 

Specialized Units 

In 1968, there were 12 pre -natal centres and 10 child health centres were engaged in 
maternal and child health care. They provided services to 2886 pregnant women and 2589 children 
aged 1 to 2 years. In 1968, of all deliveries, 3973 or 71.9 per cent, were institutional. 
There were also 4 school health units and 9 dental health units, Barbados also has 1 mobile 
dental unit which is at present concentrating on all schoolchildren under 15 years of age and 
on pregnant women. This is part of the school dental programme which involves, inter alia, 

the services of 5 part -time dentists and 2 dental hygienists. In 1968, the 2 hospital 
rehabilitation out -patient departments were attended by 887 new patients and 439 new out -patients 
were recorded at the psychiatric clinic. Tuberculosis and venereal diseases clinics are 
included among the services provided by the health centres. There are also 2 public health 
laboratories in Barbados. 

Environmental Sanitation 

There is 1 piped water system on the island. It is estimated that 61 per cent, of the 

population is served with piped water and 39 per cent, has water from public fountains. There 
is no community sewage system. The general methods of excreta disposal are water borne to 

septic tanks and absorption wells and dry privy pots. The collection and disposal of refuse 
is undertaken by the local authorities who are given technical assistance by the medical 
officers of health and public health inspectors. 

Major Public Health Problems 

Malnutrition in infants and young children with its associated conditions is still the 
most important public health problem. The situation as regards tuberculosis is improving. 
Venereal diseases are common, The increase in the incidence of non -specific urethritis causes 
some concern, 

Social and Economic Developments of Significance for the Health Situation during the Period 
1965 -1968 

Barbados became an independent State in November 1966. Activities in the field of 
social and economic development during the period under review have included the establishment 
of the National Insurance and Social Security Scheme, The scheme provides sickness, invalidity, 
old age, funeral grants, employment and injury benefits for the working population. The main 
developments in the field of health were the construction of the Queen Elizabeth Hospital, the 

decentralization and reorganization of the health services. 

National Health Planning 

The fourth Government's economic development plan covers the period 1965 -1968. Previous 
plans were drawn up for the years 1951 -1956, 1956 -1961 and 1961 -1964. There is a National 
Planning Committee which is a sub -committee of the Cabinet and which is responsible for 
planning activities and co- ordination. The Ministry of Health is represented on this Committee. 
The Ministry of Health has prepared a plan which is part of the over -all plan and which has the 
following objectives: to increase the efficiency of all health and medical care services; 
to establish district hospitals; to develop the work of the health centres through the 
establishment of out -patient clinics; to promote public health education; to continue the 
environmental sanitation scheme; to establish proper standards for food and drugs and to 
improve and extend visual and dental services in schools, 



• 

• 

- 67 - 

The Ministry of Health implements its plan with appropriate assistance from the Ministry 

of Works, the Central Planning Office and other agencies, both public and voluntary, Some 

sections of the plan have been evaluated by local committees. 

Medical and Public Health Research 

Facilities for research in Barbados are limited. As in 1968, the Queen Elizabeth 

Hospital was made a teaching hospital for medical students attending the University of the 

West Indies, it is anticipated that this will stimulate research. 

In 1968, a research project on infant malnutrition was started with the financial 

assistance of the Millbank Memorial Fund. 

International Assistance 

In 1968, WHO/PAHO's assistance to Barbados included the following projects: 

Water Supplies (1964- ): rteprepare-plans for water- supply systems. 

Aedes aegypti Eradication (1968- 1971): to eradicate Aedes aegypti. 

Health Services (1968- ): to train staff for the implementation of the health part of 

the 4-year development plan (1968-1971). 

Hospital Administration (1965- 1970): to organize and operate the Queen Elizabeth Hospital 

as the central medical care institution of Barbados and as a teaching hospital for the 

University of the West Indies, 

Education basic and post nursing and midwifery 
education. 

Government Health Expenditure 

Government per capita expenditure on public health services amounted to EC$ 37.9 in the 

fiscal year 1967/68. This adds to a total expense on health services of EC$ 9.5 million and 

represents 16,7 per cent, of the total general government consumption expenditure. An 
additional amount of EC$ 625 000 was spent in the same period from capital account for the 

improvement and expansion of health facilities. 
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BOLIVIA 

Population and Other Statistics 

At the last census, taken in September 1950, the population of Bolivia was 3 019 031. 

Population estimates and some other vital statistics for the period 1965 -1968 are given in 

the following table: 

1965 1966 1967 1968 

Mean population 4 334 000 4 446 000 4 561 000 4 680 000 

Number of live births 172 657 179 971 236 300 

Birth -rate (per 1000 population) 39.8 40.5 51.8 

Number of deaths 61 189 65 901 58 634 

Death -rate (per 1000 population) 14.1 14.8 12.9 

Natural increase (per cent.) 2.57 2.57 3.89 

Number of infant deaths 18 388 19 473 21 014 

Infant mortality rate 
(per 1000 live births) 106.5 108.2 88.9 

Number of deaths, 1 -4 years 8 284 7 848 5 595 

Death -rate, 1 -4 years 
(per 1000 population at risk) 15.2 14.0 

Number of maternal deaths 138 166 

Maternal mortality rate 
(per 1000 live births) 1.5 1.4 

Of the 58 634 deaths recorded in 1967, the main causes were (ICD 1955): congenital 
malformations, birth injuries, post -natal asphyxia and atelectasis, infections of the newborn 

and other diseases peculiar to early infancy and immaturity (6279), senility without mention 

of psychosis, ill- defined and unknown causes (6031), dysentery, all forms (5649), chronic 

rheumatic heart disease, arteriosclerotic and degenerative heart disease and other diseases 

of the heart (5294), bronchitis (5262), whooping -cough (4507), measles (3443), pneumonia 
(2710), non -meningococcal meningitis (2418), thyrotoxicosis (2296), anaemias (2144), 

tuberculosis, all forms (1791), cirrhosis of liver (1210). 

The communicable diseases most frequently notified in 1967 were: malaria, new cases 
(1358), influenza (1219), tuberculosis, all forms, new cases (1099), whooping -cough (699), 

measles (296), syphilis, new cases (103), typhoid fever (92), infectious hepatitis (76), 

bacillary dysentary (65), scarlet fever (11), diphtheria (10), poliomyelitis (4). 

Organization of the Public Health Services 

The health services in Bolivia are organized at 3 functional levels: central for 

policy and decision making, intermediate for supervision and local for execution. 

The Ministry of Public Health is the supreme health authority in the country. The 

Directorate of National Health Services is organized in 4 divisions dealing with administration, 
technical services, medical care and specialized programmes, respectively. The Division of 
Specialized Programmes is in charge of the Institute of Communicable Diseases, the Institute 
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of Occupational Health, the Institute of Altitude Biology, the national nutrition service, 
the national malaria eradication service and the recently established National School of 
Public Health. All these services enjoy a great autonomy. The national service of 
haemorrhagic fever has been detached from the Institute of Communicable Diseases and placed 
under the direct control of the Ministry of Public Health. The Division of Administration 
includes departments dealing with budget, personnel, supplies and general services. The 
Medical Care Division is in charge of hospital administration, hospital building, laboratories, 
pharmacy and odontology. The Division of Technical Services is in charge of family 
protection, environmental health, biostatistics, social services and nursing. At the 
intermediate level there are 10 health units which, generally speaking, correspond to the 
political division of the country and which include the following: La Paz, Potosi, 
Chuquisaca, Oruro, Cochabamba, Tarija, Santa Cruz, Beni, Pando and Tupiza. Each health unit 
has its proper organization and health administration with the following services: 
epidemiology, environmental sanitation, nursing, social service, biosta�tistics. and odontology, 
and health education. The main functions of the intermediate level are programming and 
supervision. 

The local level is represented by the health services provided through departmental 
health centres, provincial hospital health centres, medical aid posts and health posts. 

The departmental health centres provide mainly preventive and promotive health services 
and only a limited amount of in- patient medical care. In some instances, these centres are 
integrated into the hospitals. The main functions of the departmental health centres cover 
maternal and child health, including school health, environmental sanitation, medical and 
nursing care, dental care, immunization, tuberculosis and venereal diseases control. 

The provincial hospital health centres gradually replace the provincial "medicaturas ". 
They are staffed by a doctor, a dentist, a nurse, a sanitarian and auxiliary personnel, and 
provide health services within the area they cover. 

Medical aid posts exist in the various provincial capitals or in agglomerations with a 
high population. They control one or several health posts which are staffed by an auxiliary 
nurse and whose functions include vaccination, health education and first -aid services. 

The Ministry of Public Health is organized on a decentralized basis with a wide 
delegation of functions and responsibilities. Among the advisory committees which function 
within the Ministry of Public Health are: the advisory committee of the Directorate of 
National Health Services which advises the Director of National Health Services on technical 
and administrative matters; the training committee which is in charge of the development of 
training programmes for health personnel; the co- ordination committee which exists at the 
directorate level of each of the 4 divisions; the integration committee which groups the 
planning office, the national malaria eradication service, the Division of Communicable 
Diseases and the Medical Care Division, and is in charge of the integration of the various 
health programmes at the central and local levels. 

Hospital Services 

In 1967, Bolivia had 273 hospitals with a total bed capacity of 10 120 of which 4501 
beds were in 110 government- maintained hospitals. The bed /population ratio was 2.2 per 1000. 
The 10 120 beds were distributed as follows: 
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Category and number Number of beds 

General hospitals 18 4 265 

Rural hospitals 26 1 282 

Medical centres (without 
doctor) 196 2 752 

Tuberculosis hospitals 7 544 

Maternity hospitals 9 267 

Paediatric hospitals 7 284 

Psychiatric hospitals 7 525 

Leprosy hospitals 2 168 

Hospital for ophthalmology 1 33 

Out- patient care was given in 1968 at 10 hospital out -patient departments, 10 health 
centres, 66 dispensaries, 59 medical aid posts and 2 mobile health units. 

Medical and Allied Personnel and Training Facilities 

In 1966, Bolivia had 1187 doctors or 1 doctor per 3750 inhabitants. Other health 
personnel included the following: 

Dentists 692 

Pharmacists 319 

Fully- qualified midwives 78 

Fully- qualified nurses 368 

Nurses with midwifery qualifications 33 

Assistant nurses 395 

Auxiliary nurses 223 

Sanitary engineers 28 

Sanitarians 32 

Health educators 19 

Bolivia has З medical faculties at the universities of San Andrés (La Paz), San Simon 

(Cochabamba), and San Francisco Xavier (Sucre) respectively. The annual output of these 
faculties has slowly increased from 100 medical graduates in 1966 to 150 in 1969. The 

medical faculty at La Paz organized in 1969 a department for preventive medicine. It 

has also introduced 1 year of internship during the seventh year of medical studies. There 

is at present no real relationship between the planning of medical education, the socio- 

economic planning of the country and the quantitative needs of the public health service. 
The promotion of general education has resulted in a gradual increase of the number of medical 

candidates and other health personnel. 

The above -mentioned universities also have faculties of pharmacy and biochemistry which 
afford a 5 -year course for the training of pharmacists. Dental education is provided at the 
same universities and at the University of Juan Misael Saracho (Tarija). During the academic 

year 196768, there were 81 students enrolled in the 4 -year courses of 4 schools of nursing of 

whom 50 completed the course in 1968. Midwives are trained in 2 midwifery schools providing 
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a 4 -year course which was attended by 70 students. Training of auxiliary nurses and auxiliary 
midwives lasts 10 months and 6 months respectively. Bolivia also has a 4 -year training school 
for social workers. Occasional courses are organized for the training of sanitary assistants, 
laboratory assistants and X -ray technicians. 

Communicable Disease Control and Immunization Services 

The malaria eradication programme was launched in 1957. The present positive incidence 
rate is 1.8 per cent. The average tuberculosis incidence rate is estimated at 1.5 to 1.7 
per cent, according to studies carried out in various parts of the country. A BCG vaccination 
campaign covering all persons under 20 years of age has been started. Haemorrhagic fever 
presents an epidemic character among certain population groups of the eastern part of Bolivia. 
The disease is caused by the virus Machupo and is transmitted by the rodent Callonys callosus. 
Measles has ceased to be the principal cause of infant mortality. Chagas' disease remains 
a public health problem in the plains and the valleys of the country. However, the extent 
and the importance of this disease are not well known. In certain areas of the country, a 

70 per cent, infection with Triatoma infestais, the most prevalent vector in Bolivia, has been 
found. 

The following immunization procedures were carried out in 1966: 

Smallpox 1 037 883 

Yellow fever 148 783 

Whooping -cough 117 623 

Poliomyelitis 71 797 

Diphtheria and tetanus 39 193 

BCG 36 989 

Typhoid and paratyphoid fevers 14 490 

Specialized Units 

In 1968 there were 38 pre -natal and 148 child health units engaged in maternal and child 
health care. The schoolchildren were under medical and health supervision provided at 10 
school health units. Dental treatment was available at 54 dental health centres. Other 
specialized units included 2 independent medical rehabilitation centres, 1 psychiatric out -. 
patient unit and 2 public health laboratories. 

Environmental Sanitation 

Of 611 communities with a total, population of 4 364 230, only 48 with 1 228 693 

inhabitants had piped water -supply systems which served 476 705 inhabitants. Of the same 
611 communities, 9 with a population of 1 084 098 had sewerage systems and 290 024 persons 
lived in houses connected to sewers, 

Major Public Health Problems 

One of the most important public health problems confronting the health authorities is 

the high infant mortality rate, which is caused mainly by diseases of the respiratory system. 
This rate reaches 150 deaths per 1000 live births among certain population groups. To study 
this problem the Ministry of Public Health places considerable emphasis on the extension of 
health services in the rural areas of the country, with its main component of maternal and 
child care and the improvement of the nutritional status of the population. The communicable 
diseases already mentioned also constitute serious health problems. 
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Social and Economic Developments of Significance for the Health Situation during the Period 

1965 -1968 

During the period under review great efforts have been made to develop the rural areas 

and to integrate the indigenous rural populations into the national life. The use of native 

languages, such as Quechua and Aymara, has been intensified, especially as a means of 

communication. This effort has also resulted in an extension of the rural health services. 

From the administrative point of view the decentralized organization of the 10 health units 

has been further developed. 

Medical and Public Health Research 

Medical research is still in its early development in Bolivia. The Institute of Altitude 

Biology undertakes research into the biological and physiopathological effects of the altitude 

on the human body. It receives support from the General Directorate of Cultural and 

Technical Affairs of the Ministry of Foreign Affairs of France. This institute had a 

research budget of $B 3 248 000 in 1968. 

National Health Planning 

The 2 -year health plan covering the years 1965 -1966 was approved by the National Economic 

and Social Development Council in 1965. It underlined the necessity to formulate a more 

comprehensive plan covering the health situation of the country and defining a health policy 

related to the formulation of an economic and social development plan. The planning, 

investigation and evaluation office of the Minstry of Public Health which was established in 

1964 started the preparation of such a plan following a government decree of 1966. This 

national health plan covers the period 1966 -1975 and refers only to the population which has 

access to the health services provided by the Ministry of Public Health (58 per cent, of the 

total population) and limits its projections to the existing resources of the In 

order to obtain the necessary information for the formulation of a general policy in the 

health field, it was, first of all, necessary to draw up an inventory of the whole health 

sector. Therefore, the 10 -year health plan constitutes primarily a statement on the health 

situation of the country. 

This 10 -year plan covers the following general items: 

Public health expenditure, structural problems, present health policy, population 

covered by health services. 

Diagnosis of the health situation in each of the 10 health units of the country, health 

structure, inventory of resources and activities, prognostic based on the population 

projection, change in mortality and estimated needs. 

Evaluation of the situation and definition of priorities. 

In 1968, the Government of Bolivia signed an agreement with WHO /PAHO and UNICEF for the 

realization of a national health plan. The main objectives of this agreement are: 

(a) improvement of the level of health of the rural and urban population as an 

important factor for the economic and social development of the country; 

(b) organization, extension and improvement of the health services established in the 

10 health units of the country taking into account the integration of all health 

services; 

(c) intensification of health activities in the rural milieu; 

(d) the health manpower needs in the various personnel categories. 
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International Assistance 

In 1968, WHO/PAHO's Assistance to Bolivia included the following projects: 

Malaria Eradication Programme (1957- ): to eradicate malaria from the country. 

Smallpox Eradication (1962 -1970): following the completion of the attack phase of the 
smallpox eradication programme, to organize a maintenance programme and a programme of 
epidemiological surveillance. 

Typhus (1968): a WHO consultant made a serological survey, a field evaluation of typhus 
vaccine prepared with a living, attenuated strain, in preparation for a typhus control 
programme. 

Health Services (1955 -1975): to improve the national health services at the central 
and local levels; and to train professional and auxiliary personnel. 

National Plan for Rural Development (1953- ): to promote the economic social and health 
development of the rural populations of the Andean Highlands, so as to facilitate their 
integration into the national community. 

Fellowships (1968) in various health fields. 

Health Services, Cochabamba and Tarija (1967- 1970): to develop the health services in 

the Cochabamba -Tarija area. 

Health Statistics (1968- ): To reorganize biostatistical services at the national and 
local levels. 

Radiation Protection (1967- 1970): to develop radiation protection services in hospitals 
and other institutions and to train personnel for these services. 

Medical Education (1968- ): to revise the programme of the 3 medical sehools and 

incorporate concepts of social and preventive medicine into the curricula. 

Sanitary Engineering Education (1964- 1971): to improve the technical training of 
engineering personnel. • Veterinary Medicine Education (1967- ): to improve the teaching at the School of 

Veterinary Medicine of the University of Santa Cruz de la Sierra. 

Dental Education (1968- ): to improve the training of dentists and to establish a 
co- ordinated programme of continuing and post -graduate dental education. 
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BRAZIL 

Population and Other Statistics 

At the last census, taken in November 1960, the population of Brazil was 70 119 071. 

Population estimates for the period 1965 -1968 are given below: 

Year Population 

1965 80 766 000 

1966 83 175 000 

1967 85 655 000 

1968 88 209 000 

The birth -rate is estimated to be 43 per 1000 population and the general death -rate 13 

per 1000. The infant mortality rate is high (estimated at 112 per 1000 live births and over 

200 per 1000 live births in the rural areas of the north -eastern states) as supposedly is the 

maternal mortality rate. 

The communicable diseases most frequently notified in 1968 were: smallpox (3844), plague 

(285), yellow fever (2). 

Organization of the Public Health Services 

Brazil is a Federal State comprising a Federal District, 22 states and 4 territories. 

The majority of the health services are provided by the federal system either directly or 
through support of the State Government. The Federal Ministry of Health is organized in 4 

main departments: the departments of public health, rural endemic diseases, children, and 

the "Oswaldo Cruz" Institute. The functions of this latter institute are research and 

production of biologicals. Each state has its own health administration based on the State 

Department of Health. 

Hospital Services 

In 1967, Brazil had altogether 3238 hospitals with 294 083 beds (equivalent to 3.4 beds 

per 1000 population). Out- patient facilities were available at the end of 1967 at 2097 

hospital out -patient departments, 1783 out -patient departments independent of hospitals, 37 

polyclinics, 254 health centres, 42 dispensaries, 2327 medical aid posts, 87 emergency aid 

posts. 

Medical and Allied Personnel and Training Facilities 

The doctor population ratio was 1 per In 1966, there were 39 732 doctors in Brazil. 

2090. Other health personnel included: 

Dentists 24 335 

Pharmacists 8 737 

Empirical midwives 2 485 

Fully- qualified nurses 5 406 

Assistant nurses 13 737 

Practical nurses 4 454 
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Laboratory technicians 2 200 

X -ray technicians 1 900 

Nursing auxiliaries 32 137 

Nutritionists 585 

Assistant X -ray technicians 1 266 

Medical social workers 937 

Other health auxiliaries 48 963 

There are 42 medical schools in Brazil, the majority of which are associated with 

universities. In 1967/1968, there were 20 448 medical students of whom 1977 graduated at the 

end of the academic year. Dental training is provided in 41 schools which were attended by 

7360 students of whom 1436 graduated in 1968. Training for pharmacists is provided in 36 

schools which had 3086 students and 646 graduates in 1967/1968. There were also 12 schools 

for veterinary medicine which had 2295 students and 430 graduates. In 1968, there were 39 
graduate nurse training schools which were attended by 1576 students of whom 414 graduated • in 1968. 

• 

Communicable Disease Control and Immunization Services 

The mortality from communicable diseases represents 40 per cent, of all deaths. This 
high mortality is associated with nutritional problems which are especially serious in the rural 

areas. The communicable diseases of Brazil are very numerous. Malaria is a serious health 
problem in the greater part of the country. A malaria eradication programme has been 
developed in phases since 1958. At the beginning of 1968, the following malaria situation 
existed in the country: 

The State of Guanabara was in the maintenance phase; 

The states of Leara, Rio Grande do Norte, Paraiba, Pernambuco, Sergipe, Rio de Janeiro, 
SRo Paulo and Paraná were in the consolidation phase and in the final attack phase; 

The Territory of Roraima was in the advanced attack phase; 

The states of Goiaz, Espirito Santo and the Territories of Ampa and Rondonia were 
initiating integral coverage; 

The remaining malarious area of the country of which part is in the attack phase, 
initiated the integral coverage in the second half of 1968. 

The population living in areas where malaria transmission has been interrupted, including 
the State of Sáo Paulo, was 10 604 735 in the beginning of 1968. This represents 25 per cent. 
of the population of the originally malarious area of the country. In the majority of the 
Brazilian state capitals tuberculosis has the highest death -rate among communicable diseases. 
The estimated general prevalence of the disease in the country is 5 per 1000 inhabitants 
and the mortality rate in the capitals, 67 per 100 000. The " Servicio Nacional de 
Tuberculosis" (SNT) which is the Federal, independent service in the National Health Department 
in the Ministry of Health, is the central authority in charge of control and eradication 
activities in the whole country. The specialized tuberculosis service, represented in all 
states, territories and the federal district, attended in 1967 areas covering 28.9 per cent. 
of the total population. The trend was toward integration of tuberculosis control in general 
health services of the states. The tuberculosis control resources existing in 1967 in 
Brazil included 211 tuberculosis dispensaries (82 in the capitals and 129 in the interior) 
and 26 574 hospital beds for tuberculosis patients. Schistosomiasis is also one of the 
principal public health problems in Brazil. About 6 000 000 persons are infected and in a 
significant proportion of them the disease is causing evident and serious disability and 
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appreciable mortality. The disease has been increasing in extent, both in the north and in 
the south. The National Government, through the " Departmento Nacional de Endemias Rurais" 
and its research dependency, the "Instituto Nacional de Endemias Rurais", has sponsored 
research on schistosomiasis and has been interested in a control programme for many years. 
More recently 2 of the State Health Departments have developed their own programmes for the 

disease. Pilot control projects have been undertaken in Pernambuco, Bahia, Minas Gerais, 
Guanabara. Leptospirosis represents an important problem in certain areas of the country. 
The epidemiology of the disease is however not well known. Epidemic outbreaks occured in 
Recife (1966) and in Rio de Janeiro (1966/1967). Brazil is one of the main smallpox focuses 
in the American continent with 99.3 per cent, of all cases which occurred in 1967. A 

smallpox eradication campaign was started covering the 4 -year period 1967 -1970. 
Human and animal rabies are endemic in the whole country. It is estimated that there are 
about 80 cases annually. The Ministry of Agriculture initiated a national plan for the 

control of bovine rabies in 1964. Plague is present in the north -eastern part of the 
country. 

In 1966, the following immunization procedures were carried out by the "Serviças Operais 
de Saud° Publica": 

Poliomyelitis 6 429 262 

Smallpox 3 468 545 

Tetanus 1 808 545 

Whooping -cough 1 591 781 

Diphtheria 1 570 723 

Typhoid and paratyphoid 
fevers 1 205 547 

BCG 445 296 

Measles 36 368 

Specialized Units 

At the end of 1967, maternal and child care was based on 1980 pre -natal centres and 
2799 child health centres. There were also 250 well -baby clinics. During the year, 
555 315 pregnant women, 1 858 413 infants under 1 -year and 2 412 001 children aged 1 to 14 

years availed themselves of these services. Domiciliary care was given to 95 152 pregnant 

women, 161 666 infants under 1 year of age and 164 796 children aged 1 to 14 years. It is 

estimated that 85 per cent, of all deliveries occur outside the hospital setting and are 
attended by empirical personnel. School health and pre -school health services were 
provided at 2850 units. Dental care was given at 1030 dental health units. 

Environmental Sanitation 

At the end of 1967, of the 3938 communities with a total population of 85 783 003, 

1956 communities with 33 292 131 inhabitants had piped water -supply systems providing 63.8 
per cent, of their inhabitants with piped water, whereas 5.6 per cent, had water from public 

fountains. Of these 3938 communities, 913 with 27 776 797 inhabitants had sewerage systems 
serving 40.5 per cent, of their inhabitants who lived in houses connected to sewers. 

International Assistance 

In 1968, WHO /PAHO's assistance to Brazil included the following projects: 

Air and Water Pollution Control (1963 -1970) 
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Water Supplies (1962- 

Health Services, North -Eastern States (1958 -1970) 

Fellowships (1968) in various fields. 

Nursing (1953- ) 

National Virus Laboratory Services (1959 -1968) 

Yellow -Fever Laboratory (1950 -1970) 

Health Education (1968 -1970) 

Health Statistics (1963 -1972) 

Health Planning (1967 -1972) 

Training Centre in Nursing /Midwifery (1967 -1972) 

Nutrition (1960 -1970) 

Nutrition Courses (1963 -1970) 

Institute of Nutrition, Recife (1964 -1970), 

Medical Care Services (1966 -1972) 

Training of Orthopaedic Bracing (1964 -1968) 

School of Public Health, Rio de Janeiro (1956 -1971) 

School of Public Health, Sáo Paulo (1958 -1970) 

Medical Education (1965 -1971) 

Paediatric Education, Recife (1963 -1970) 

Research Training (1965- ) 

Library of Medicine (1967 -1970) 

Seminar on Curriculum Development for Schools of Nursing (1968) 

Training of Nursing Auxiliaries (1963 -1970) 

Institute of Sanitary Engineering, Rio de Janeiro (1964 -1970) 

Sanitary Engineering Education (1965 -1971) 

Veterinary Medicine Education (1960 -1970) 

Dental Education (1963 -1970) 

Biostatistics Education and Population Dynamics (1965 -1970) 
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CANADA 

Population and Other Statistics 

At the last census, taken in June 1966, the population of Canada was 20 014 880. 
Population estimates and some other vital statistics for the period 1965 -1968 are given in 
the following table: 

1965 1966 1967 1968 

Mean population 19 040 000 20 050 000 20 441 000 20 772 000 

Number of live births 418 595 387 710 370 894 364 310 

Birth -rate (per 1000 
population) 21.4 19.3 18.1 17.6 

Number of deaths 148 939 149 863 150 283 153 196 

Death-rate (per 1000 
population) 7.6 7.5 7.4 7.4 

Natural increase (per cent.) 1.38 1.18 1.07 1.02 

Number of infant deaths 9 862 8 960 8 151 7 583 

Infant mortality rate (per 1000 
live births) 23.6 23.1 22.0 20.8 

Number of deaths, 1 -4 years 1 782 1 763 1 694 1 470 

Death -rate, 1 -4 years 
(per 1000 population at risk) 1.0 1.0 1.0 0.9 

Number of maternal deaths 135 135 88 99 

Maternal mortality rate (per 
1000 live births) 0.3 0.3 0.2 0.3 

Of the 153 196 deaths recorded in 1968, the main causes were (ICD 1955): arterio- 

sclerotic and degenerative heart disease (49 411), malignant neoplasms (28 615), vascular 
lesions affecting the central nervous system (15 525), accidents (11 493, including 5488' 
motor vehicle accidents), congenital malformations, birth injuries, post -natal asphyxia and 

atelectasis, infections of the newborn, other diseases peculiar to early infancy and 

immaturity (6498), pneumonia (5433), diabetes mellitus (2897), hypertension (2822), . 

suicide and self -inflected injury (2021), bronchitis (1598), cirrhosis of liver (1517), 

chronic rheumatic heart disease (1225), senility without mention of psychosis, ill- defined 

and unknown causes (1026), intestinal obstruction and hernia (924), nephritis and nephrosis 
(921), ulcer of stomach and duodenum (900), influenza (785), tuberculosis, all forms (630). 

The communicable diseases most frequently notified in 1967 were: gonorrhoea (22 345), 

scarlet fever and streptococcal sore throat (20 121), infectious hepatitis, including serum 

jaundice (8224), whooping -cough (4954), tuberculosis, all forms, new cases (4601), 

dysentery, all forms (4367), syphilis, new cases (2342), typhoid and paratyphoid fevers 

(124), meningococcal infections (105), diphtheria (41), malaria, new cases (9), leprosy (3). 
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Organization of the Public Health Services 

The Minister of National Health and Welfare is responsible for the Department of 

National Health and Welfare which is the chief federal health agency. As presently 

structured, this Department involves 6 main branches which are described respectively as 

health services, health insurance and resources, medical services, food and drug services, 

welfare services and administration. Each of these branches is headed by a Director 

General. The Medical Research Council of Canada also comes under the authority of the 

Minister of National Health and Welfare. 

The primary objective of the health services branch is to promote, preserve and improve 

the health of the country's population through preventive and other measures, control of 

environmental, microbiological and other conditions, rehabilitation through manufacture and 

sale of prosthetic devices, planning and training. 

The health insurance and resources branch provides for the development and improvement 

of certain health services, for the development and improvement of supply and quality of 

health manpower in Canada, and for the development and administration of programmes to make 

high quality hospital and medical care services available to all Canadians. 

The medical services branch provides for the promotion, improvement and preservation of 

the health of certain groups, such as civil aviation personnel, federal public servants, 

Indians and Eskimos, all residents of the Yukon and Northwest Territories, immigrants, 

international travellers and mariners. 

The food and drug services branch administers the Food and Drug Act, the Proprietary or 

Patent Medicine Act, and the Narcotic Control Act. It is responsible for the safeguard of 

the Canadian consumer from health hazards and fraud in the manufacture, importation, 

advertising -and sale of drugs and medical devices and from health hazards in the importation, 

processing and sale of foods and cosmetics. 

The welfare services branch includes the following main areas of responsibility: 

income security, welfare assistance and services, emergency welfare services, international 

welfare services, fitness and amateur sport. 

The administration branch is grouping those executive and central service activities 

which are not directly involved in individual operating programmes but which are responsible 

for or participate in the over -all administration and management of the Department. 

The Medical Research Council is responsible for the development of research in the 

field of health sciences essential to the improvement and maintenance of health services in 

Canada. 

A number of other federal agencies administer health services or functions commonly 
identified as public health responsibilities. The Department of Veterans Affairs operates 

a comprehensive programme for disabled and dependent veterans and certain other groups, 

through 15 treatment institutions. The Department of National Defence employs its own 

medical, dental and nursing personnel, but arranges with the Department of Veterans Affairs 

for most of the base hospital care required. 

In the field of health statistics, the Dominion Bureau of Statistics publishes vital 
statistics, accident and morbidity statistics and health care data on various types of 

hospitals and related institutions. The Department of Agriculture maintains control measures 

with respect to certain animal diseases transmissible to man and the inspection of livestock, 

meat and other agricultural food products. 
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Provincial governments carry the major responsibility for the planning, performance 
and evaluation of public health services. Health programmes are either carried out directly 
by the provincial health departments or are conducted by local health authorities or volun- 
tary agencies under provincial legislation and supervision. In most provinces the basic 
range of public health services comprises environmental health, vital statistics, communicable 
disease control including tuberculosis, mental health, maternal and child health, dental 
health, nutrition, health education and public health laboratories. To these must be added 

the provincial hospital insurance schemes, and a variety of public medical care schemes. 

Local public health services are generally directed by local boards of health in 
accordance with the provincial health statutes and local by -laws. The local health unit 
is staffed by a medical officer of health, a sanitary inspector and a number of public health 
nurses. 

A number of voluntary agencies, organized at national, provincial and local levels, 

sponsor important supplementary health services, health education, and medical research 
projects. Most of these agencies are concerned with specific diseases or disabilities, 
or with special services such as home health nursing care and medical or vocational rehabili- 
tation. 

Hospital Services 

In 1966, there were 1449 hospitals in Canada with a total of 211 601 beds or 10.6 beds 

per 1000 population. These beds were distributed as follows: 

Category and number Number of beds 

General hospitals 1 037 114 606 

Tuberculosis hospitals 41 5 069 

Infectious disease hospitals 3 512 

Maternity hospitals 13 673 

Paediatric hospitals 11 2 962 

Psychiatric hospitals 107 67 804 

Chronic disease hospitals 201 17 350 

Leprosy hospital 1 6 

Cancer hospitals 2 156 

Ophthalmologic hospital 1 14 

Orthopaedic hospitals 9 534 

Clinics for physiotherapy 8 534 

Institutions for epileptics 3 913 

Institutions for alcohol and 

drug addicts 12 468 

Out -patient facilities were provided in 1967 at 62 hospital out -patient departments, 83 

polyclinics operated by the Department of National Health and Welfare in the Yukon and the 
Northwest Territories, and 79 medical aid posts staffed by 1 or 2 nurses and providing emer- 
gency treatment and public health services in remote areas. 
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Medical and Allied Personnel and Training Facilities 

In March 1968, there were 23 358 doctors actively practising in Canada, giving a 

doctor /population ratio of 1 to 875. At the same date there were also 6199 actively practising 

dentists and 10 585 registered pharmacists. Other health personnel in 1966 included: 

Fully- qualified nurses 114 583 

Assistant nurses 34 701 

Psychiatric nurses in mental institutions 2 704 

Veterinarians 1 987 

Physiotherapists 2 448 

Laboratory technicians 6 459 

X »ray technicians 3 205 

Combined laboratory and X -ray technicians 309 

Chiropractors 1 128 

Osteopaths 84 

Dietitians 1 226 

Enrolment in the 15 medical schools in 1967/68 reached 63 441 438 in the 10 dental 
schools, 1824 in the 8 pharmacy schools and 604 in the 4 veterinary medical schools. 

The medical schools of the Laval and Saskatchewan universities introduced for 1968/69 
the break -away from the traditional 4 -year curriculum to a 5 -year curriculum. The universi- 
ties of Montreal and McGill are also planning the introduction of an additional year in 1969, 

whereas McMaster University and the University of Calgary are starting a 3 -year, year -round 
attendance curriculum. 

Training in physiotherapy, dental hygiene and physical and health education are available 
at 6, 4 and 18 schools respectively. In 1967, Canada had 186 nursing schools, including 
hospital schools, with 24 323 students and 7359 graduates and 102 schools for auxiliary 
nurses with 5089 students and 3800 graduates. • During the academic year 1967/68, there were 767 laboratory technicians trained in 63 

schools and 1255 X -ray technicians and radiographers in 91 schools. 

Communicable Disease Control and Immunization Services 

During 1968, the 5 leading notifiable diseases accounting for over 90 per cent, of all 

reported diseases were, in order of magnitude, the venereal diseases, scarlet fever and 
streptococcal sore throat, infectious and serum hepatitis, tuberculosis and bacillary dysen- 
tery. This pattern was similar to that seen in the preceding years. 

The most dramatic advance in the control of a communicable disease in recent years has 
been achieved through the use of killed and live polio virus vaccines. There were 3912 
reported cases of paralytic poliomyelitis in 1953, whereas there was none in 1968. It is 

expected that similar dramatic results will be achieved in the control of measles. Two 
types of vaccines are being used in Canada, the attenuated live vaccine, and a killed prepara- 
tion combined with the quadruple vaccine against pertussis, polio, tetanus and diphtheria. 
Reported cases of venereal disease declined in 1968 but the total incidence was still above 
that of a decade ago. 
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Chronic and Degenerative Diseases 

Faced with the growing burden of degenerative and chronic diseases, the health 

professions, hospitals, public health agencies and voluntary groups are expanding their 

activities for the care of the chronically ill. Because of the importance of prevention 

of long -term disabilities, public health agencies have initiated preventive and case -finding 

measures. They also participate in the operation of rehabilitation, institutional and home 

care programmes. In addition, an increasing number of provincial and local health depart- 

ments or units have established case registries of the disabled and follow-up services. 

Although disabling conditions are usually more prevalent among the middle -aged and 

elderly, they are also an important problem in children, e.g., cerebral palsy, congenital 

heart disease, vision, hearing and speech defects. 

Specialized Units 

All provincial health departments have established consultant services on maternal and 

child health. Maternal and child care was avilable in 1967 at 979 hospitals, of which 11 

were specialized maternity hospitals providing pre -natal services. In the same year, 

368 198 births, or 95.4 per cent, of all births, occurred in hospitals, whereas 2696 were 

conducted under domiciliary arrangement. Dental treatment was available in 6159 dental 

units, including offices of dental practitioners. There were 13 independent medical 

rehabilitation centres and 32 hospital rehabilitation out -patient departments. Psychiatric 

consultations were given at 199 specialized centres which were attended by 87 822 new out- 

patients in 1967. Canada had 13 industrial hospitals providing medical and health services 

to various industrial establishments. In addition to these facilities almost all establish- 

ments provide first -aid services to their workers. Canada also has 65 regional and central 

public health laboratories. 

Environmental Sanitation 

In 1967, of the 2800 communities with an estimated population of 20 355 000, 1500 with 

15 455 000 inhabitants had piped water and sewerage systems. Approximately 75 per cent. 

of the population was served with piped water and was living in homes connected to sewers. 

Major Public Health Problems 

Cardiovascular diseases, cancer and accidents are major health problems, representing 

the 3 leading causes of death in Canada. Cardiovascular diseases have caused nearly a half 

of all fatalities since 1960 and cancer has been responsible for over one -sixth of all deaths. 

The number of Canadians dying annually due to accidents has risen considerably over the past 

15 years and has accounted for about 9 per cent, of all deaths. Among other major public 

health problems are air pollution, water pollution, inadequate housing, prevention and treat- 

ment of chronic illnesses, malnutrition, prevention and care of the mentally ill and 

retarded. 

To this list can be added the rapidly increasing costs of the delivery of health 

services. Seven task forces have been appointed to conduct specific studies in the 

following areas: costs of public health services; utilization; salaries and wages; 

operational efficiency; beds and facilities; methods of delivery of medical care; price 

of medical care. A consolidated report is awaited. There is also an excessive loss of 

infant and young adult life and a heavy mortality from accidents, respiratory diseases and 

enteritis, in the special ethnic groups of Indians and Eskimos. 

A persistently high infant mortality rate is also considered as a major health problem 

in Canada. There has been a uniform drop over the past decades in the mortality in all 

age -groups except the immediate neonatal period. These neonatal deaths are mainly 
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caused by conditions related to pregnancy and delivery. The programme for the care of 
infants and pre -school children and the school health programme requires a more consistent 
approach. 

The main forms of malnutrition in Canada are rickets and obesity, the latter representing 
a significant public health problem. Dental caries affect more people in Canada than any 
other disease, resulting in an evident dental manpower shortage. 

Industrialization of previously non -industrialized and sometimes depressed areas, has 

brought with it some major public health problems and has emphasized already existing ones, 

such as alcoholism and drug addiction. The lack of, or limited understanding of occupational 
health can be considered another major public health problem. Legislation and regulations 
designed to protect the health of workers are not uniform across the country and are 

inadequate in several provinces. There is also a need for the development of health 
services designed to protect and promote the health of workers employed in very small 

establishments. 

Progress in the Health Services 

During the period under review, major emphasis was placed upon further development of 

broad social assistance programmes including and relating to specific health activities 
involving hospital and medical care. 

A greatly expanded smoking and health programme to warn Canadians, particularly those 
of school age, against the hazards of smoking, was introduced in 1965 and progressively 
extended. A drug adverse reaction reporting programme was initiated. In the broader 
field of social security the most important development was the implementation of the Canada 
Pension Plan in 1965. This plan provides working persons with 3 classes of benefits: 
pensions when they retire, pensions should they become severely disabled and benefits for 
their survivors. Under an amendment to the Old Age Security Act, the pensionable age is 

being reduced from 70 to 65. In the welfare field, the Canadian Assistance Plan, which was 
enacted in 1966, is designed to supplement the Pension Plan and provides for a co- ordinated, 

all- inclusive public assistance programme. According to this plan, federal contributions 
cover half the cost of health care and welfare services that provinces make available to 
persons in need. This plan eliminates the need for categorical programmes for old age 

assistance, blind persons allowance and disabled persons allowance and places them under 1 

programme. 

As provided in the Medical Care Act, the national medical care programme came into 
effect in 1968. This programme is on a shared -cost basis with the provinces and provides 
that the Federal Government will contribute approximately one half of the costs of provincial 
medical care insurance plans which meet minimum criteria of comprehensiveness, universality 
and administration by a public authority on a non- profit basis. 

Increased exploration and development in the Arctic is expected to improve the socio- 
economic status of Eskimos. There is an expansion, replacement and modernization of 
hospital, clinic and public health services in the Arctic. 

A change in immigration policy has resulted in a larger proportion of immigration 
from Asian countries, the Caribbean and South America, with a concomitant change in the 

pattern of imported diseases. There has also been an expansion in the volume of inter- 
national traffic. This did however, not create any serious public health problems thanks 
to the constant vigilance of the health authorities. 

The social cultural and economic developments in Canada have during the years 1965 -1968 
favoured the expansion of dental health education programmes at the federal and provincial 
levels, and increased the demand for preventive dental services and restorative dental care. 
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A nation -wide smoking and health programme was developed, including health education and 
epidemiological and motivational research. 

In the field of maternal and child health, it should be noted that in 1966 the birth -rate 
reached 19.4 per 1000 population, which is the lowest level on record. 

About 70 per cent, of all infant deaths occurred in the neonatal period. The peri- 
natal death -rate has declined slowly but steadily from 65.2 in 1921 to 26.0 in 1965. Maternal 
mortality has been greatly reduced. However, Canada's maternal death rate of 3.2 in 1965 
is higher than that for several other countries and Canada ranks seventh in the world. 

During the years 1967/68, 2 new grants have been introduced in the health grant 
programme: a mental retardation grant in the total amount of $ 2.5 million, and a narcotic 
addiction grant in the annual amount of $ 200 000 for 4 years. 

Social and Economic Developments of Significance for the Health Situation during the 
Period 1965 -1968 

During the period under review Canada has enjoyed general prosperity with growing 
urbanization and industrialization. Industrial developments in the eastern and western part 
of the country have affected the health situation of the country and have also had social 
and cultural implications. The eastern part of Canada is slowly becoming industrialized 
with the greatest development occurring in Nova Scotia. Two heavy water plants exist in 
this province. New Brunswick has also had industrial development though to a lesser degree, 
with a large proportion of pulp and paper industries. Newfoundland is developing health 
services in previously established mines and manufacturing industries. Much of the indust- 
rial development of these provinces has occurred in previously depressed areas. Preventive 
health services at work and higher economic levels have raised living standards in many 
communities. 

National Health Planning 

The recommendations of the Royal Commission on Health Services made in 1964 continue to 
serve as the basic pattern for future health developments in Canada. Although they do not 
constitute a national health plan, they provide the essential material for health planning on 
a national scale. 

Health planning activities in Canada during the reporting period were limited to the 
formulation of health programmes in such fields as: maternal and child health, health 
education, dental health, health manpower. 

The Department of National Health and Welfare organized the first National Conference 
on Maternal and Child Health in 1967, which dealt with the following items: health needs of 
mothers and young children, programmes and services to meet these needs, factors affecting 
the utilization of services, changes in emphasis and organization necessary to meet needs 
more effectively. 

An ad hoc meeting on Health Education was convened in 1966 by the Department of National 
Health and Welfare to discuss some of the urgent needs of health education in Canada and to 
propose specific solutions particularly with regard to manpower needs, professional prepara- 
tion, planning utilization and evaluation of health education materials. The Department is 

also embarking on a plan to develop a comprehensive educational programme in environmental 
health through means such as publicity, radio, displays and educational publications. 

The development of a children's dental health programme has become a top priority 
activity of professional organizations in co- operation with government agencies. The estab- 
lishment of an Advisory Committee on Dental Health to assist, 'advise and make recommendations 
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to the Minister of National Health and Welfare on matters relating to dental and oral health 

has greatly contributed to the planning for the improvement of dental health in the country. 

A health resources programme has been set up to examine all aspects of the supply of 

health manpower and to develop practical and positive recommendations for action to improve 

human resources in the health and allied professions, to provide technical and professional 
consultative services to the provinces in the field of health manpower and education, and to 

support programmes for improving the quality, quantity and utilization of health manpower 
in Canada. 

Medical and Public Health Research 

Health research in Canada is carried out in universities, hospitals, research institutions 
and government departments. The main sources of financial support are the federal and 

provincial governments, voluntary agencies, charitable institutions, professional bodies 

and business corporations. 

In 1965 health research funds in Canada amounted to more than $ 16 million and by 1968 
they had almost doubled to just under $ 32 million. 

The Federal Government conducts intramural medical health and dental research within 
the Department of National Health and Welfare, the Defence Research Board and the Department 
of Veterans Affairs. Extramural research in universities, hospitals and other institutions 
is supported by the Medical Research Council, the National Research Council, Department of 

National Health and Welfare, the Queen Elizabeth II Fund, the Canada Council as well as the 

fitness and amateur sport programme and the Smoking and health programme of the Department of 

National Health and Welfare. The Medical Research Council has become the principal federal 
agency for all medical research, It has more than $ 17 million available for support of 

research. It now reports direct to the Minister of National Health and Welfare. 

The Department of National Health and Welfare supports extramural applied research in 

such areas of public health as prevention, epidemiology, environmental health. Intramural . 

research is conducted by the various directorates: food and drug, medical services, health 
insurance and health services, as well as by the research and statistics directorate. 

A public health research grant continued to be paid to the provinces at the rate of 
23 per cent, per capita with the aim of developing and stimulating public health research in 
all major health fields. 

For the period 1967/68 to 1971/72 inclusive, a grant in the total amount of $ 2.5 million 
was established to stimulate and develop health research in the field of mental retardation. 
From the $ 500 000 annual allocation, $ 200 000 are available for health projects and 
$ 300 000 for welfare projects. Starting in 1967/68, a grant of $ 200 000 per year for a 
4 -year period has been made available to the Narcotic Addiction Foundation of British 
Columbia for the expansion of its treatment and research facilities. 

Other areas in which research activities have been carried out are dental health, medical 
problems of defence interest, aviation medicine, -aging, children's diseases and health 
hazards of cigarette smoking. 

International Assistance 

In 1968, WHO awarded fellowships in the following fields: epidemiology, geriatrics, 
medical care administration and sanitary engineering. 

Government Health Expenditure 

General government health expenditures in the fiscal year 1967 amounted to 
8,41М 2018,2_milli,on,, 2817, per >cent..,ef which was�еpeat,bу ,federal authorities, 68.5 Pertеent. 
by the provinces and 3,4 per cent, on local levels. Altogether $ CAN 99 were provided 
per capita for the health of the population. 
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CHILE 

Population and Other Statistics 

At the last census, taken in November 1960, the population of Chile was 7 374 115. 
Population estimates and some other vital statistics, for the period 1965 -1968, are given 
in the following table: 

1965 1966 1967 1968 

Mean population 8 708 000 8 922 000 9 136 685 9 351 000 

Number of live births 274 580* 268 233* 259 729* - 

Birth -rate (per 1000 population) 31,5 30.1 28.4 - 

Number of deaths 91 648 91 086 86 840 84 560 

Death -rate (per 1000 population) 10.5 10.2 9.5 9.0 

Natural increase (per cent.) 2.10 1.99 1.89 2.02 

Number of infant deaths 29 409 29 013 25 900 22 807 

Infant mortality rate (per 1000 
live births) 

107.1 108.2 99.7 83,5 

Number of deaths, 1 -4 years 5 375 5 185 4 151 3 593 

Death -rate, 1 -4 years (per 1000 
population at risk) 

5,1 4,9 3.9 3,2 

Number of maternal deaths 860 771 734 579 

Maternal mortality rate (per 1000 
live births) 

2.8 2.7 2.7 2,1 

* 
Figures non -corrected for register omissions. 

Of the 84 560 deaths recorded in 1968, the main causes were (ICD 1965): pneumonia 
(12 443), chronic rheumatic heart disease, hypertensive disease, ischaemic heart disease, 
other forms of heart disease (9546), malignant neoplasm (9500), congenital anomalies, birth 

injury, difficult labour and other anoxic and hypoxic conditions, and other causes of peri- 
natal mortality (5762), cerebrovascular disease (5239), symptoms and ill- defined conditions 
(5125), enteritis and other diarrhoeal diseases (4533), accidents (4067, including 2123 motor - 

vehicle accidents), cirrhosis of the liver (3522), tuberculosis of the respiratory system 
(2915), influenza (2363), avitaminosis and other nutritional deficiencies (1237), bronchitis, 

emphysema and asthma (1078). 

The communicable diseases most frequently notified in 1967 were: measles (15 702), 

influenza (7042), typhoid and paratyphoid fevers (4536), syphilis, new cases (3990), scarlet 

fever (2345), infectious hepatitis (1803), whooping -cough (1538), diphtheria (659), amoebic 

dysentery (280), bacillary dysentery (183), meningococcal infections (97), poliomyelitis (79), 

typhus other than louse -borne typhus (6). 

Organization of the Public Health Services 

The National Health Service is responsible for the public health activities in the 

country and for medical care services for beneficiaries of social insurance schemes. The 
Ministry of Public Health provides 95 per cent, of all health services in Chile. Additional 
medical and health services are provided by the national medical service for civil servants, 
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the army, the police, the State railways, the universities, the prison authorities. The 

health activities of these bodies are co- ordinated by the National Advisory Health Council. 

The National Health Service, which is under the control of the Ministry of Public Health, 

is centralized at the policy- making level and decentralized at the executive level. Its 

main components are the High National Council and the Directorate -General. The Minister of 

Public Health is chairman of the High National Council which includes representatives of 

public and private organizations. The Directorate -General which has the over -all responsi- 

bility for the National Health Service, is organized in 2 departments: the administrative 

and the technical departments. The functions of this latter department are the establishment 
of norms and standards, assessment, technical supervision and control, planning and 
evaluation. Its sub -departments are concerned with health protection, promotion and 
rehabilitation, statistics, architecture and planning. A sub -unit of the technical depart- 
ment deals with rural health, The technical department is also in charge of the zonal 
directorates which represent the second health administrative level. The country is divided 
into 13 health zones and 1 sub -zone, Arica. Each health zone is sub -divided into health 
areas of which there are at present 55. At all levels there are technical and administrative 
advisory councils which are responsible for an effective co- ordination and whose members are 
the hospital directors. These hospitals represent the executive and operational units of 
the health service which is based on the concept of integral medical assistance. 

Hospital Services 

In 1967, Chile had 294 hospitals providing 36 620 beds of which 32 508 were in 229 
government -maintained establishments. The bed /population ratio was 4.0 per 1000. During 
the year, 848 201 patients were admitted to these beds. 

The 32 508 beds in government hospitals were distributed as follows: 

Category and number Number of beds 

General hospitals 136 22 831 

Rural hospitals 68 1 500 

Tuberculosis hospitals 6 1 948 

Infectious disease hospital 1 157 

Maternity hospital 1 9 

Paediatric hospitals 8 1 775 

Psychiatric hospitals 3 3 844 

Cancer hospital 1 112 

Other hospitals 5 332 

Out- patient facilities provided by the National Health Service were available in 1968 
at 179 hospital out -patient departments, 109 peripheral consultation centres, 560 medical aid 

posts, 99 first aid posts, 48 rural medical aid stations and 5 mobile health units. Nearly 
10 000 000 consultations were recorded in these establishments during 1968 

Medical and Allied Personnel and Training Facilities 

In 1967, 3930 doctors were working in government service in Chile. The doctor/ 
population ratio was thus 1 per 2320. Other health personnel employed by the Government 
included: 
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Dentists 869 

Pharmacists 306 

Matrons 841 

Fully- qualified nurses 1 181 

Laboratory technicians 210 

Social assistants 470 

Dieticians 236 

Other professional health personnel 479 

Other health auxiliaries 13 570 

Chile had 5 medical faculties providing a 7 -year course, 3 dental faculties providing a 5 -year 

course, 2 pharmaceutical faculties providing a 5 -year course, 2 faculties for veterinary 

medicine providing a 5 -year course and 1 sanitary engineer school providing a 5 -year course. 

During the academic year 1967 -1968, the students enrolled at these faculties and those 

graduating at the end of their studies included: 2321 medical students and 452 graduates, 

909 dental students and 148 graduates, 464 pharmaceutical students and 82 graduates, 289 

veterinarian students and 87 graduates, 4 sanitary engineering students and 3 graduates. 

There were 11 nursing schools which afforded a 4 -year course and which altogether had 1483 

nursing students of whom 233 graduated in 1968. Auxiliary nurses were trained in 37 schools 

which provided a 1 -year course and which had 1350 students of whom 1128 graduated at the end 

of their studies. Other training facilities for health personnel included: 6 schools for 

laboratory technicians (361 students and 94 graduates in 1967- 1968), and 1 school for sanitary 

technicians (68 students and 50 graduates in 1967- 1968). 

Communicable Disease Control and Immunization Services 

During the period 1965 -1968, mortality and morbidity rates from communicable diseases 

have declined for the following diseases: measles, poliomyelitis, whooping -cough, diphtheria 

and typhoid fever. The mortality rate of measles has been reduced by 68 per cent., of 

whooping -cough by 74 per cent., of typhoid fever by 95 per cent, and of diphtheria by 64 per 

cent. The incidence of syphilis has been reduced by 55 per cent, in Santiago and by 44 per 

cent, in Valparaiso. The control of venereal diseases is carried out in specialized units 

in the big towns, whereas it is part of the general medical care services of the hospital 

out -patient departments in the rest of the country. Tuberculosis is one of the main causes 

of death and represents 5 per cent, of all deaths. The tuberculosis mortality rate in 
1965 was 42.6 per 100 000 inhabitants and 33.0 per 100 000 in 1968 which represents a 
reduction of 23 per cent, during the 4 -year period. 

The following immunization procedures were carried out in 1967: 

Diphtheria 1 606 411 

Smallpox 1 556 506 

Whooping -cough 1 067 198 

Poliomyelitis 891 510 

BCG 360 962 

Measles 297 571 

Typhoid and paratyphoid fevers 211 337 
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Chronic and Degenerative Diseases 

Some of the chronic and degenerative diseases, such as cancer and cardiovascular diseases 

are among the 5 first causes of death in Chile. Cardiovascular diseases represent 19.5 per 

cent, of all deaths and cancer 11.5 per cent. The morbidity and mortality due to these 

diseases continue to increase and constitute a public health problem. There is at present 

a national cancer register which provides epidemiological data. Efforts are made by regional 

hospitals for the prevention and control of rheumatic diseases and of diabetes. Accidents 

represent about 10 per cent, of all deaths and are the sixth cause of death, Epidemiological 

studies have been undertaken on which a control programme will be based. 

Specialized Units 

At the end of 1968, there were 9 maternal and child health centres which recorded 

163 686 attendances, 6 mobile dental health units, 11 clinics for broncho -pulmonary diseases 

which recorded 28 655 consultations, 5 venereal diseases centres which recorded 57 805 

consultations, 5 traumatology clinics and 2 geriatric clinics. 

Environmental Sanitation 

In 1968 Chile had 38 486 communities with a total population of 9 351 000. Of these 

communities, 5833 with 5 432 000 inhabitants had piped water systems which served 82 per cent. 

of the inhabitants, while 14 per cent, had water from public fountains, Sewerage systems 

existed in 813 communities with 3 485 000 inhabitants of which 65 per cent, were living in 

houses connected to sewers. 

Social and Economic Developments of Significance for the Health Situation during the Period 

1965 -1968 

The annual increase of the gross national product has been 5.3 per cent, during the 

period under review. During the same period the population has increased by 2.3 per cent. 

Thus the per capita income increased by about 3 per cent, per year, whereas during the years 

prior to 1965 it was 2.5 per cent. The agricultural and livestock production has increased 

during the 4 -year period by about 4.1 per cent, annually. The total electric power in Chile 

was 940 000 kw in 1964 and is expected to reach 1 870 000 in 1972, which means that the 

electric power for public services will have doubled. 

The number of schoolchildren at the basic and medium level has increased by 30 per cent. 
during the period 1964 -1968. The increase in the technical and professional education was • 100 per cent, compared to 1964. Illiteracy has been reduced from 16.4 per cent, to 12 per 

cent, during the same period. During 1965 -1968, 2639 schools were established. 

The unemployment rate was 4.4 per cent, in 1968. Salaries of employees and workers have 
been improved by 54 per cent, during the 4 -year period as compared to the 1959 -1964 level. 
The agricultural sector has, however, not followed the same trend. The number of housing 
units constructed during the last 4 years was 175 000 including 50 200 units constructed in 

1968. During the reporting period, 312 000 families representing 1 800 000 persons have 
found a permanent or provisional solution to their housing problems, whereas the total 
population increased during the same period by 830 000 inhabitants. Social promotion has 
been developed through the establishment of community health councils in all establishments 
of the National Health Service. 

National Health Planning 

During the period 1965 -1968 the machinery for the planning process has been gradually 
developed in Chile. In 1968 the planning organization at the various levels of the health 
sector, comprised the following set up: 
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the sectorial planning office of the Ministry of Public Health which collaborates with 
the planning office of the Presidency of the Republic; 

the Institutional Planning Office; 

the zonal planning offices which participate in the formulation, execution and evaluation 
of the plans at the local level. 

A control and evaluation system for the programmes has been prepared. Much emphasis has 
been given to the training aspect of health planning. The School of Public Health has 
organized training courses in health planning in 1964 and 1965. Between 1966 and 1968 these 
courses were incorporated in a permanent unit of the school. The National Health Service 
through its planning office has organized 4 courses between 1966 and 1968, and the sectorial 
planning office has organized 1 course in 1968. 

A first plan for the 10 -year period 1966 -1975 was prepared in 1965 using the CENDES /PAHO 
methodology. This plan has set out the following objectives: 

to initiate the planning process in the National Health Service of Chile; 

to train technical and administrative personnel in the planning field; 

to determine the levels of health in each province; 

to formulate a national plan without disrupting the activities at the local level; 

to establish the basis for the implementation of a budgetary system for the health 
programmes. 

In 1967 a study of the health level and health structure in the 55 areas of the National Health 
Service was carried out. In 1968, the National Health Service plan for all health establish- 
ments, areas and zones of the country was prepared. 

Medical and Public Health Research 

The Ministry of Public Health, with the assistance of the United States Agency for 
International Development (USAID) and the Pan American Sanitary Bureau, has undertaken a 

study of the problem of human resources in the health sector, taking into account the future 
requirements, the present availability of professional health personnel to meet the demand 
for health services, and its output within the economic context of the country, in order to 

establish a personnel policy in the health field. 

International Assistance 

In 1968, WHO/PAll's assistance to Chile included the following projects: 

Smallpox Eradication (1967- ) 

Venereal Disease Control (1965-1973) 

Environmental Sanitation (1968- ) 

Health Services (1961 -1972) 

Fellowships (1968) in various health fields. 

Nursing (1960 -1970) 

Microbiology Centre (1968 -1972) 
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Maternal and Child Health (1967 -1972) 

Paediatric Residencies (1967 -1971) ' 

Clinical and Social Paediatrics Courses (1968- ) 

Nutrition (1960- ) 

Brain Development in Malnourished Children (1968 -1971) 

Mental Health (1965 -1970) 

Institute of Occupational Health and Air Pollution Research (1961 - 

Medical Care Services (1966- ) 

Rehabilitation (1960 -1970) 

Cancer (1965 -1970) 

School of Public Health (1963- ) 

Medical Education (1962 -1970) 

Training in the Medical Use of Radio -isotopes (1962 -1970) 

Sanitary Engineering Education (1964 -1970) 

• 
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COLOMBIA 

Population and Other Statistics 

At the last census, taken in July 1964, the population of Colombia was 17 484 508. 

Population estimates and some other vital statistics, for the period 1965 -1968, are given in 

the following table: 

1965 1966 1967 1968 

Mean population 18 043 342 18 620 034 19 215 158 19 829 304 

Number of live births 663 816 663 632 669 978 

Birth -rate (per 1000 population) 36.8 35.6 34.9 

Number of deaths 178 372 174 712 179 676 

Death -rate (per 1000 population) 9.9 9.4 9.4 

Natural increase (per cent.) 2.69 2.62 2.55 

Number of infant deaths 54 705 53 088 52 470 

Infant mortality rate (per 1000 

live births) 82.4 80.0 78.3 

Number of deaths, 1 -4 years 30 733 28 084 31 465 

Death -rate, 1 -4 years (per 1000 
population at risk) 13.0 10.7 11.7 

Number of maternal deaths 1 442 1 595 1 625 

Maternal mortality rate (per 1000 
live births) 2.2 2.4 2.4 

On the 179 676 deaths recorded in 1967, the main causes were (ICD 1955): gastritis, 

duodenitis, enteritis and colitis, except diarrhoea of the newborn (20 900), senility without 

mention of psychosis, ill- defined and unknown causes (20 436), congenital malformations, birth 

injuries, post -natal asphyxia and atelectasis, infections of the newborn and other diseases 
peculiar to early infancy and immaturity (19 394), chronic rheumatic heart disease, arterio- 

sclerotic and degenerative heart disease and other diseases of the heart (13 909), pneumonia 

(11 643), malignant neoplasms (9775), bronchitis (9312), accidents (8393, including.6367 motor 

vehicle accidents), vascular lesions affecting the central nervous system (6382), tuberculosis, 

all forms (4265), homicide and operations of war (4135), avitaminoses and other deficiency 

states (3969), anaemias (3001). 

The communicable diseases most frequently notified in 1968 were: influenza (90 962), 

gonorrhoea (43 279), measles (21 890), whooping -cough (17 614), scarlet fever and streptococcal 

sore throat (16 707), tuberculosis of the respiratory system, new cases (16 206), malaria, 

new cases (14 328), typhoid and paratyphoid fever (7024), diphtheria (641), poliomyelitis, 

paralytic form (261), leprosy (246), meningococcal infections (327), rabies in man (95), 

typhus, murine (79), yaws, new cases (63). 
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Organization of the Public Health Services 

The health services in Colombia are organized on 3 levels: national, regional and 

local. At the central level, the Ministry of Public Health is responsible for the general 

policy and planning of public health, the supervision, assessment, co- ordination, technical 

and administrative evaluation of health programmes, the co- ordination of health plans and 
programmes with the national economic and social development plan, and the planning, carrying - 
out and supervision of training of personnel for the public health service. Closely 
associated with the Ministry of Public Health are the following: the National Institute for 
Specialized Health Programmes (INPES), the National Cancer Institute, the National Hospital 
Fund, the Institute for Family Welfare, and the Institute for Municipal Development. 

The Minister of Public Health is advised by the High Council of Public Health and by a 

national council for medical and auxiliary professions. The General Secretariat in the 

Ministry of Public Health comprises 3 divisions: eradication campaigns, medical care and 
environmental sanitation. The planning bureau and the public health planning committee, and 

the office for the administration of health manpower are under the direct authority of the 
Secretary General. 

The regional level is responsible for health programmes in the region. The regional 
administrations are in charge of the supervision, assessment, co- ordination and evaluation of 
these programmes. At the local level there are hospitals, health centres, health posts and 
other health institutions. For clinical purposes health posts are associated with health 
centres and the latter in their turn with hospitals. 

Hospital Services 

In 1967, Colombia had 671 hospitals and establishments for in- patient care providing 
46 099 beds, of which 36 472 were in 501 government establishments. The bed /population ratio 
was 2.4 per 1000. These 46 099 beds, to which 946 050 patients were admitted during the 
year, were distributed as follows: 

Category and number Number of beds 

General hospitals 432 26 068 

Rural hospitals 37 4 744 

Tuberculosis hospitals 21 2 408 

Maternity hospitals 14 281 

Paediatric hospitals 25 6 982 

Cancer, leprosy and 
rehabilitation clinics 8 674 

Other hospitals 119 3 587 

Out -patient facilities were available at 657 hospital out- patient departments, 710 health 
centres, 410 health posts, 4 mobile health units and 205 consultation services provided by 
the social security and national insurance scheme. 
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Medical and Allied Personnel and Training Facilities 

In 1967, Colombia had 8654 doctors or 1 doctor per 2220 inhabitants. Other health 
personnel included: 

Fully- qualified nurses 

Assistant nurses 

Auxiliary nurses 

1 840 

5 307 

15 000 

Colombia has 9 medical faculties, 5 dental faculties, 4 pharmaceutical faculties, 5 

veterinary medical faculties, and 1 faculty for sanitary engineering. During the academic 
year 1967/68, the enrolment and output of these faculties was: 3008 medical students and 
469 graduates, 898 dental students and 229 graduates, 586 pharmaceutical students and 46 
graduates, 99 sanitary engineering students, 869 veterinary medical students and 59 graduates. 
The School of Public Health was established at the University of Antioquia, Medellin. During 
the period under review 2 new medical faculties were created, namely at the University del 
Rosario at Bogotá and at the Industrial University of Santander en Bucaramanga. There are 
annually about 67 doctors who emigrate from Colombia. 

Other training facilities at university level include 6 schools for training in 
bacteriology which had 752 students in 1967/68 and 126 graduates in 1968; 1 school for 

training in biostatistics with 38 students; and 2 schools for training in biology with 66 

students and 13 graduates. 

There are 6 universities providing a 4 -year course in nursing. They were attended by 

480 student nurses. Auxiliary nurses are trained in 30 schools which organize a 1 -year 

course. During 1967/68, there were 858 students enrolled at these schools. 

Other training facilities for health personnel include 1 school for laboratory technicians, 
3 schools for physiotherapists, 1 school for X -ray technicians, 4 schools for dieticians and 
nutritionists and 1 school for sanitary inspectors. 

Communicable Disease Control and Immunization Services 

Since 1967, the Aedes aegypti eradication campaign has been integrated into the malaria 
eradication service. The eradication of yellow fever has been achieved throughout the 
country, with the exception of the town of Cucuta and of the area of Santa Marta where 
reinfestation occurs periodically. In 1966, the number of tuberculosis cases was estimated 
to be 183 539 and the number of new cases 41 708. Case -detection is mainly based on fluoro- 
scopy of persons above 15 years of age and tuberculin testing of those under 15 years. 

Tuberculosis control activities are gradually integrated into the general health services. 
In 1969, a mass BCG vaccination campaign had been initiated. Smallpox has not occurred in 
Colombia since 1965. A mass vaccination campaign had been launched in 1967 and is expected 
to be concluded in 1970. A mass vaccination campaign against diphtheria, whooping -cough and 
tetanus had been started in 1969 among the population groups at risk. As between 1962 and 
1967 the yaws prevalence has risen from 0.36 per cent, to 17 per cent, among the population 
in the affected areas (approximately 750 000 inhabitants). A control compaign was organized 

in 1967 by the Ministry of Public Health. In 1966, the number of registered leprosy patients 
was 17 561, of whom about 85 per cent, were under treatment. It is estimated that the leprosy 
prevalence rate for the whole country is 1.5 per 1000 inhabitants, In spite of economic 
difficulties of the malaria eradication campaign between 1963 and 1966, the malaria infection 
rate dropped to 21 per 1000 in 1966. During that year malaria was the ninth cause of 
morbidity and the fortieth cause of mortality. In 1968, 16 per cent, of the malarious area 
of the country was in the consolidation phase, e.g. more than 50 per cent, of the localities, 

74 per cent, of all houses and 70 per cent, of its inhabitants. The health services recorded 
12 071 malaria cases. 
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The following immunization procedures were carried out 

Smallpox 

Tetanus 

Diphtheria 

Whooping -cough 

BCG 

Typhoid and paratyphoid fevers 

Poliomyelitis 

Yellow fever 

in 

2 

1967: 

307 324 

643 616 

636 986 

632 610 

415 159 

233 591 

228 878 

33 282 

Specialized Units 

In 1967, there were 14 pre -natal and 16 child health centres engaged in maternal and 

child health care. They were attended by 188 466 pregnant women, 200 240 children under 

1 year of age and about 775 000 children aged 1 to 5 years. Domiciliary care was given to 

67 214 pregnant women and 204 441 children. Of the 669 978 live births in 1967, 40.5 per 

cent, were attended by a doctor or qualified midwife, including 254 687 deliveries in 

hospitals and 16 666 deliveries conducted under domiciliary arrangement, School health 

services were provided at 7 school health units which came under the control of the Ministry 

of Education. They were attended by 60 000 schoolchildren. 

Dental care was available at hospitals and health centres. Medical rehabilitation 

services were available at 12 hospital out -patient departments. Psychiatric consultations 

were given at 24 specialized hospital centres. In 1967, 55 507 industrial establishments 

affiliated to the social security scheme provided medical and health services to their workers. 

Colombia also has 30 leprosy clinics, 49 tuberculosis clinics and 4 public health laboratories. 

Environmental Sanitation 

It is estimated that in 1967, 1534 municipalities and district headquarters with a total 

population of 9 065 000 had piped water systems serving 52 per cent, of the population. 

Major Public Health Problems 

The following priorities have been established in 1967, based on the mortality and the 

demands for medical care and hospitalization: intestinal infections, ancylostomiasis and 

other helminthic diseases, tuberculosis, measles, whooping -cough and malaria. Among the 

diseases which have not yet been brought under control the following were the main causes of 

death: diseases of the respiratory system, diseases of the circulatory system, diseases of 

early infancy and childhood, malignant neoplasms and accidents. 

Social and Economic Developments of Significance for the Health Situation during the 
Period 1965 -1968 

The most important developments during the period under review included a continuous 
increase of the national gross product and of the per capita income, acceleration of the 
industrialization process, and increased export of so- called secondary products. There has 

also been a marked trend towards the economic integration of the Latin American countries as 
expressed in the Andean sub -regional agreement (Bolivia, Colombia, Chile, Ecuador and Peru). 
Other important changes included the development of the electrical potential of the country, 

the development and extension of the road network, the establishment of large -scale housing 
projects, considerable investments in the educational sector, and in the social sectors in 

general, and extension of the activities of the Colombian Institute for Agrarian Reform. 
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In the field of administration, the constitutional reform and the administrative reform 

are the most outstanding developments reported during the period under review. 

In the field of health mention has to be made of the new trend established by decree in 
1966 towards the integration of all health services at the various organizational levels and 
the concomitant regionalization of these services. In 1967, a national health plan was 
formulated using the CENDES /PAHO methodology. This plan was supplemented in 1968 by a number 
of sectoral plans. 

The study on human resources promoted by the Ministry of Health and by the Association of 
Medical Faculties with the assistance of the Milbank Memorial Fund and РАНО was completed. 

The social security coverage was extended to include accidents and occupational diseases, 
in addition to invalidity, old age and death. 

A National Hospital Fund was created. The School of Public Health at the University of 
Antioquia was developed and consolidated during the period under review. 

National Health Planning 

Prior to 1960, various sectorial plans had been elaborated in Colombia, including the 

hospital plan in 1950, the pilot plan for the integration of health services in 1960, the 

4 -year public investment plan (health sector) for the period 1961 -1964, the 10 -year plan for 

the expansion of the integrated health services in Colombia covering the period 1962 -1971 and 
the 4 -year plan for 1965 -1968. All these plans covered only specific sectors of the health 
field. They showed a considerable gap between the health needs of the country and the 
resources available to solve them. Based on the experience gained and on improved planning 
techniques a 10 -year national health plan for 1968 -1977 and regional plans for the depart- 
ments of Antioquia and Valle were formulated in 1967, using the methodology CENDES /PAHO. 
The national health plan comprises 5 main chapters dealing respectively with: 

(a) general information; 

(b) the health level of the country in terms of morbidity and mortality with a view to 
defining the needs for hospital and medical care services, to establishing priorities for 
the control of communicable diseases based on mortality, the demand for curative services 
and the technological and operative capacity to reduce them; 

(c) programmes for the reduction of mortality from certain diseases, the incidence and 
eventually the mortality of which can be controlled through preventive activities, 
including environmental sanitation aid immunization programmes; 

(d) the medical care problem and the needs for hospital, medical and dental services, 
including an analysis of the already existing resources to meet the demands, a survey of 

the investment projects in medical care establishments which are under way and an analysis 
of the structure and allocation of public funds for health and of the organization and 
administrative structure of the health sector; 

(e) the requirements in the field of education and training of health personnel needed 
for the execution of the plan. 

The co- ordination of the health plan with other plans for the social and economic develop- 
ment is the direct responsibility of the administrative department of the national planning 
office. 
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Medical and Public Health Research 

The National Institute for Special Health Programmes (INPES) comprises a division for 

special research activities whose main function is to carry out socio- economic research for a 

better understanding of the main public health problems, operational research for the improve- 
ment of medical and health care of the population and administrative research for the extension 
of health services. 

The National Health Institute, which is also part of the National Institute for Special 
Health Programmes, is mainly concerned with medical research, particularly in the field of 
epidemiology and microbiology. 

Research activities are also carried out by the Colombian Association of Medical 
Faculties in collaboration with INPES. Among the most important studies carried out in 
Colombia are the study on human resources for health work and an experimental study on health 
services with particular emphasis on the use of auxiliary health personnel in the delivery of 
services. Research work was also undertaken on Chagas' disease and rabies. 

International Assistance 

In 1968, WHO /PAHO's assistance to Colombia included the following projects: 

Malaria Eradication Programme (1959- ): to eradicate malaria from the country. 

Study of the Chemotherapy of Malaria (1966- 1968): the aim was to assess the usefulness, 
for the radical cure of Plasmodium vivax infections, of a 3 -day, 3 drug treatment which if 
proved effective would enable considerable savings to be effected in treatment costs and 
radical cure treatment to be given in circumstances where the classical 14 -day treatment can- 
not be used. 

Smallpox Eradication (1967- 1972): to carry out a campaign aimed at vaccinating at least 
80 per cent, of the population against smallpox and to organize epidemiological surveillance. 

Water Supplies (1960- 1970): to plan and carry out a national water -supply programme. 

Aedes aegypti Eradication (1951 -1970): to eradicate Aedes aegypti. 

Health Services (1951 -1970): to prepare a national health plan; to strengthen the 
Ministry of Public Health and the departmental and local services; to extend integrated health 
services to the entire population; and to train professional and auxiliary personnel. 

Fellowships (1968): in sanitary engineering education and in yellow -fever vaccine 
preparation. 

National Institute of Health (Carlos Finlay) (1950- ): to strengthen the services 
which the yellow -fever department of the National Institute of Health provides to other 
countries in connexion with the yellow -fever eradication campaign in the Americas. 

Clinical and Social Paediatrics Courses (1968- 1970): to improve the preparation of 
paediatricians. 

School of Public Health (1959 -1970): to develop and improve the organization of the 
School of Public Health of the University of Antioquia. 

Medical Education (1965- 1972): to strengthen medical education and to provide continuous 
training to physicians from rural areas. 
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Centre for the Teaching of Pathology (1967- 1972): to establish through the collaboration 
of the pathology departments of the National University, the University of Valle, and the 

University of Antioquia an international training centre for pathologists; to develop training 
programmes in pathology for technical and auxiliary personnel. 

Experimental Studies of Health Services (1967- ): to design an operational investiga- 
tion, based on the results of the study of health manpower and medical education carried out 
between 1964 and 1967, of the use made of, and the training provided for, auxiliary personnel 
in health services. 

Sanitary Engineering Education (1964- 1971): to improve the training of sanitary engineers; 
to set up centres for training and applied research in environmental engineering at the 

National University of Colombia, the University of Los Andes and the University of Valle. 

Dental and Medical Education (1961- 1971): to include preventive dentistry in the courses 
of the School of Dentistry of the University of Antioquia; and to establish a centre for 

research on dentistry, in which particular attention will be paid to the public health aspects. 

Government Health Expenditure 

In 1967 total general government expenditure on health amounted to 1402 million pesos 
including current and capital expenses. They were carried by the Ministry of Health 
(39.6 per cent.), other ministries (11.1 per cent.), health administrations of intermediate 
levels (43.6 per cent.), and local health authorities (5.7 per cent.). Altogether general 
government expenditure was 73 pesos per capita on health purposes. 
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COSTA RICA 

Population and Other Statistics 

At the last census, taken in April 1963, the population of Costa Rica was 1 336 274. 

Population estimates and some other vital statistics, for the period 1965 -1968, are given in 
the following table: 

1965 1966 1967 1968 

Mean population 1 489 825 1 540 760 1 594 000 1 640 000 

Number of live births 58 161 58 751 61 963 

Birth -rate (per 1000 
population) 39.0 38.1 38.9 

Number of deaths 11 649 11 379 11 214 

Death -rate (per 1000 

population) 7.8 7.4 7.0 

Natural increase (per cent.) 3.12 3.07 3.19 

Number of infant deaths 4 360 4 098 3 859 

Infant mortality rate (per 
1000 live births) 75.0 69.8 62.3 

Number of deaths, 1 -4 years 1 419 1 320 1 279 

Of the 11 214 deaths recorded in 1967, the main causes were (ICD 1955): congenital 
malformations, birth injuries, post -natal asphyxia and atelectasis, infections of the newborn 
and other diseases peculiar to early infancy and immaturity (1565), gastritis, duodenitis, 

enteritis and colitis, except diarrhoea of the newborn (1302), malignant neoplasms (1163), 

senility without mention of psychosis, ill- defined and unknown causes (844), pneumonia (694), 

arteriosclerotic and degenerative heart disease (677), accidents (561, including 155 motor 
vehicle accidents), vascular lesions affecting the central nervous system (455), bronchitis 
(362), measles (260), tetanus (202). 

The communicable diseases most frequently notified in 1968 were: influenza (11 093), 

gonorrhoea (2501), malaria, new cases (1133), infectious hepatitis (910), syphilis, new 
cases (677), whooping -cough (553), tuberculosis of the respiratory system, new cases (446), 

measles (111), typhoid and paratyphoid fevers (82), leprosy (32), diphtheria (19), polio- 
myelitis (4). 

Organization of the Public Health Services 

The Ministry of Public Health is responsible for the health services at the national 
level. The Social Security Fund of Costa Rica is, to a very large extent, also concerned 
with activities in the field of health and welfare. A national commission has been created 
to co- ordinate their activities, The Ministry of Public Health comprises 2 Directorates - 
General, for health and medico -social assistance respectively, and a number of normative and 

technical departments. There is also a sectorial planning office in the Ministry of Public 
Health. The country has been divided into 19 health districts. 
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Hospital Services 

In 1967 Costa Rica had 48 hospitals and establishments for medical care with 6165 beds 
of which 5203 were in 37 government maintained establishments. The bed population ratio 
was 3.9 per 1000. The 6165 beds to which 144 811 in- patients were admitted during the year, 

were distributed as follows: 

Category and number Number of beds 

General hospitals 21 3 448 

Rural hospitals 16 204 

Medical centres 4 113 

Tuberculosis hospitals 2 535 

Maternity hospital 1 131 

Paediatric hospital 1 461 

Psychiatric hospital 1 1 118 

Leprosarium 1 117 

Physiotherapy centre 1 38 

Out -patient facilities were provided in 1968 at 35 hospital out -patient departments, 
5 polyclinics, 228 nutrition centres, health posts and health units, 51 dispensaries, 34 

medical aid posts and 16 mobile health units. 

Medical and Allied Personnel and Training Facilities 

In 1967, Costa Rica had 858 doctors or 1 doctor per 1860 inhabitants. Other health 

personnel included: 

Dentists 

Pharmacists 

Fully- qualified nurses 

Nurses with midwifery 
qualifications 

Assistant nurses 

Auxiliary nurses 

Veterinarian 

Sanitary engineers 

Sanitarians 

Laboratory technicians 

X -ray technicians 

Dieticians 

Microbiologists 

Social workers 

1 

125 

54 

341 

114 

296 

680 

1 

4 

90 

186 

32 

4 

53 

80 
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The University of Costa Rica has a medical, a dental and a pharmaceutical faculty. 
During the academic year 1967 -1968, there were 215 medical students and 36 graduates, 51 

dental students and 11 graduates, 73 pharmaceutical students and 9 graduates. Dental assis- 

tants are given a 9 -month training course and X -ray technicians a 1 -year training course. 
There is 1 nurse training school which provides a 3 -year course (134 students and 71 graduates 
in 1967- 1968), 1 midwifery school which provides a 9 -month training course (15 students and 
graduates) and 3 auxiliary nursing schools which provide a 9 -month course (191 students and 
160 graduates). 

Communicable Disease Control and Immunization Services 

It is estimated that 37 per cent, of all deaths are due to communicable diseases and 

that 48 per cent, of all deaths occur among children under 5 years of age. With regard to 

the morbidity of these diseases, it is estimated that 60 per cent, of all hospitalizations 

are due to communicable diseases and 68 per cent, of these hospitalizations include children 

under 5 years of age. An intensive measles and smallpox vaccination campaign had been 

launched in 1967. The smallpox vaccination campaign covered 40.4 per cent, of the total 

population at risk and the measles vaccination campaign 56.5 per cent. A large -scale BCG 

vaccination campaign was started in 1968 which covered 72.3 per cent, of the population. 

The infectious and parasitic diseases which in 1966 caused the highest mortality were: 

tetanus, ascariasis, pulmonary tuberculosis and measles. Neonatal tetanus is an important 

cause of death, particularly in rural areas. Intestinal parasitosis is highly prevalent 

throughout the country, but it is more particularly marked in the rural areas. The whooping - 

cough morbidity was 78.3 per 100 000 children in 1966. In 1966, measles were the fourth 

cause of death in the age -group 1 to 4 years and the tenth cause in the age -group 5 to 14 

years. Poliomyelitis is endemic in the whole country. The tuberculosis mortality rate 

declined from 9.4 per 100 000 inhabitants in 1965 to 6.8 in 1966. Simultaneously the 
morbidity rate dropped from 39.8 per 100 000 inhabitants in 1965 to 36.5 in 1966. Tubercu- 
losis is however still an important cause of death among the productive population groups. 

In 1966 it was the seventh cause of death in the 15 to 44 age -group and the sixth in the 46 

to 64 age -group. Malnutrition is an important factor contributing to the high infant 
mortality and is associated with a low level of living. 

The following immunization procedures were carried out in 1966: 

Tetanus 

Diphtheria 

Whooping -cough 

Poliomyelitis 

Smallpox 

Typhoid and paratyphoid 
fevers 

Chronic and Degerative Diseases 

164 041 

162 555 

162 555 

94 967 

54 148 

20 200 

In 1966, cancer was the third cause of death in the age -group 5 to 14 years, the second 

cause in the age -group 15 to 44 years, and the first cause of death in the age -group 45 to 

64 years, and again the second cause in the age -group of 65 years and above. Accidents, 

particularly motor vehicle accidents, are constantly increasing. In 1966, accidents were 
the sixth cause of death in the age -group 1 to 4 years, the first cause in the 5 to 14 years 

age -group and in the 15 to 44 years age -group, the fourth cause in the 45 to 64 years age -group 

and the sixth in the age -group 65 years and over. 
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Specialized Units 

In 1968, maternal and child health services were based on 137 pre -natal centres and 153 

child health centres. During the year, 64 154 pregnant women availed themselves of these 

services. A total of 52 203 deliveries were conducted in hospitals. School health services 
were provided in 34 school health units which were attended by 17 822 schoolchildren. Dental 

care was given at 44 dental health units, where 235 200 patients received treatment. Other 

specialized out -patient facilities included 1 hospital rehabilitation out -patient department, 
1 mental health centre, 1 leprosy clinic, 1 cancer clinic, 5 venereal diseases clinics and 2 

tuberculosis clinics. The 26 public health laboratories carried out 414 217 examinations. 

Environmental sanitation 

In 1967, of the country's 2565 communities, 489 with 910 263 inhabitants had piped water 
systems and 61.3 per cent, of the inhabitants were served with piped water to their dwellings. 

Only 10 communities with 158 781 inhabitants had sewerage systems and 10.7 per cent, of the 

population lived in houses connected to sewers. 

National Health Planning 

Before formulating a national health plan, the sectorial planning office in the Ministry 
of Public Health has made a diagnosis of the country's health situation. Based on this 

review, a plan has been drawn up for the rationalization of the resources available for the 

basic health programmes, which are mainly directed at the health care of mothers and children, 

at the development of environmental health, at the improvement of the nutritional status of 

the population. 

International Assistance 

In 1968, WHO /PAHO's assistance to Costa Rica included the following projects: 

Malaria Eradication Programme (1956- ): to eradicate malaria from the country. 

Water Supplies (1960- 1970): to draw up programmes for providing public water -supply 

and sewerage systems to urban and rural communities. 

Health Services (1959 -1970): to prepare and implement a national health plan as part of 

the national economic and social development plan; to expand and improve the administration 

of the health services. 

Fellowships (1968) in various health fields. 

Health Aspects of Radiation (1967- 1969): to develop radiation protection services in 

hospitals and other institutions, and to train personnel for these services. 

Drug Control (1968- ): to organize services for the control of drugs and for the 

production and testing of biologicals. 

Medical Care Services (1968- ): to improve the return from investments in medical 

care facilities and promote an integrated plan for health services to be provided by various 

institutions. 

Advanced Nursing Education (1959 -1970): to establish, at the school of nursing of Costa 

Rica, programmes to train nurses in teaching and supervision and in specialized fields of 

nursing. 

Sanitary Engineering Education (1965- 1970): to improve the teaching of sanitary 

engineering at the University of Costa Rica. 
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Dental Education (1968- ); to improve the training of dentists, particularly as 
regards the public health, preventive and social aspects of dentistry, and the co- ordination 
of theoretical training and practical work. 

Biostatistics Education (1967- 1970); to prepare a programme for the training of profes- 
sional, technical and auxiliary personnel working in vital and health statistics and hospital 
statistics services. 

Government Health Expenditure 

During 1967 total public expenditure amounted to 751 417 271 escudos. Of this amount 
86 million were devoted to health services and 17 million spent directly by the Ministry of 
Health. In addition, public health accounts paid 50 per cent, of the outlays with respect 
to the national water and sewer system, i.e. 9.2 million escudos. Altogether public health 
expenditure in 1967 amounted to 70 escudos per capita of the population. 

• 
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CUBA 

Population and Other Statistics 

At the last census, taken in January 1953, the population of Cuba was 5 829 029. Popu- 

lation estimates and some other vital statistics for the period 1965 -1968, are given in the 

following table: 

1965 1966* 1967* 1968* 

Mean population 7 630 700 7 799 600 7 937 200 8 074 100 

Number of live births 263 980 255 413 232 027 233 418 

Birth -rate (per 1000 

population) 34.6 32.7 29.2 28.9 

Number of deaths 50 027 50 855 49 068 53 643 

Death -rate (per 1000 

population) 6.6 6.5 6.2 6.6 

Natural increase (per cent.) 2.80 2.62 2.30 2.23 

Number of infant deaths 10 132 9 507 9 166 9 531 

Infant mortality rate 
(per 1000 live births) 38.4 37.2 39.5 40.8 

Number of deaths, 1 -4 years 1 443 1 367 1 498 1 559 

Death -rate, 1 -4 years 
(per 1000 population at 
risk) 1.6 1.5 1.6 1.6 

Number of maternal deaths 292 206 219 195 

Maternal mortality rate (per 

1000 live births) 1.1 0.8 0.9 0.8 

Provisional. 

Of the 53 643 deaths recorded in 1968, the main causes were (ICD 1965): chronic 

rheumatic heart disease, hypertensive disease, ischaemic heart disease, other forms of heart 

disease (12 821), malignant neoplasms (8130), cerebrovascular disease (5271), congenital 
anomalies, birth injury, difficult labour and other anoxic and hypoxic conditions, other 

causes of perinatal mortality (4890), pneumonia (3184), accidents (2548 including 897 motor 

vehicle accidents), enteritis and other diarrhoeal diseases (1559), suicide and self -inflicted 
injuries (1051), bronchitis, emphysema and asthma (973), diabetes mellitus (961), tuberculosis 

of the respiratory system (919), cirrhosis of liver (727), nephritis and nephrosis (661). 

The communicable diseases most frequently notified in 1968 were: influenza (20 135), 

infectious hepatitis (16 689), measles (11 450), tuberculosis, all forms, new cases (3260), 

typhoid and paratyphoid fevers (958), whooping -cough (775), syphilis, new cases (548), leprosy 

(326), amoebic dysentery (262), gonorrhoea (239), diphtheria (142), scarlet fever (92), 

bacillary dysentery (89), meningococcal infections (37), malaria, new cases (4). 

Organization of the Public Health Services 

The health services of Cuba are organized at 4 functional levels: central for policy - 
making, planning, guidance and supervision of health activities, provincial and regional for 

co- ordination and local for execution. 
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The Minister of Public Health is in charge of the central government health department. 

He is advised by the Executive Council and by the Scientific Council. He is assisted by the 

Vice- Minister for Medical Care and Medical Training and by the Vice -Minister for Hygiene and 

Epidemiology. The divisions of the Ministry of Public Health are concerned respectively with 

finance, medical supplies, health education, planning and statistical services, medical research 

and scientific information and international relations. 

At the end of 1968, a pyramidal organization of the health services had been adopted 

comprising 8 provinces, 38 regions, 268 health areas and 2209 health sectors. 

The establishment of the health areas and health sectors started in 1965. The health 

area, which is the lowest administrative level comprises a population of 25 000 to 35 000 

and is generally served by a polyclinic or a rural hospital which provides integrated curative 

and preventive health services, For programme and control purposes, the health area is sub- 

divided into sectors which are under the control and supervision of the health area personnel. 

The health areas are grouped into health regions each with a population of about 215 000 

inhabitants. There are at present 38 public health regions in Cuba. 

The regional health services comprise a regional hospital with a bed complement of 150 

to 350 providing specialized medical care services. Other health facilities at the regional 
level include a public health laboratory, blood bank, tuberculosis dispensary and social wel- 

fare institutions. The provincial health level groups several health regions. The popula- 
tion of a health province ranges from 500 000 to 1.5 million, It has become an established 
policy during the period under review to provide the provincial level with an extensive range 
of referral services which previously were concentrated in the capital city. The nucleus 
of provincial medical care services is formed by a general 350 to 800 -bed hospital, a 

paediatric hospital with 250 to 500 beds and a 200 to 400 -bed hospital for gynaecology and 
obstetrics. It is planned to add a psychiatric hospital and a rehabilitation centre. The 
health functions exclusively attributed to the national level include research activities, 
training of specialized personnel and control and supervision of the lower organizational 
levels. This structure on which the organization of public health services is based allows 
a better health and medical care coverage of the population, the better distribution of 
services, the decentralization at the executive level of the health programmes with central 
planning and control, and, at the local level, the participation of the population in the 
implementation of public health programmes. 

The health services of Cuba are organized according to the following principles and con- 
cepts; 

1. Concentration of all public health activities, including the pharmaceutical industry, in 

the Ministry of Public Health; 

2. Integration of preventive, curative and restorative medicine; 

3. Collective executive direction and scientific basis of work; 

4. Centralization of planning and policy-making and executive decentralization of health 
programmes and regionalization of the health services; 

5. Planning of the public health services as part of the national over -all plan; 

6. Popular participation in the implementation of public health programmes; 

7. Adaptation of the objectives of medical education to the new social organization of the 
country; 

8. International scientific and technical collaboration, 
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Hospital Services 

In 1966, Cuba had 24ё hospitals and other institutions for in- patient medical care. The 

total bed complement was 42 221 - equivalent to 5.4 beds per 1000 inhabitants. These beds to 
which 844 065 patients were admitted during the year, were distributed as follows: 

Category and number Number of beds 

General hospitals 50 12 359 

Rural hospitals 69 2 243 

Medical centres 72 11 756 

Tuberculosis hospitals 9 4 015 

Infectious diseases hospital 1 373 

Maternity hospitals 16 2 048 

Paediatric hospitals 10 2 859 

Psychiatric hospitals 3 4 561 

Leprosy hospitals 2 699 

Cancer hospitals 3 620 

Neurology clinic 1 92 

Ophthalmology clinic 1 144 

Orthopaedic clinic 2 298 

Rehabilitation clinic 1 154 

Out- patient services were available in 1968 at 144 general hospital out- patient depart- 
ments, at 12 polyclinics which provide consultations in surgery and specialized clinical fields, 
excluding gynaecology and obstetrics and paediatrics; at 260 health centres which provide 
integrated polyvalent basic health services; at 52 medical aid posts which are located in 
rural areas and are staffed by a general practitioner; at 33 medical service units for 
students and at 19 medical aid posts for agricultural workers. 

Medical and Allied Personnel and Training Facilities 

In 1966, Cuba had 6862 doctors or 1 doctor for 1140 inhabitants. Other health personnel 
included: 

Dentists 1451 

Fully qualified nurses 4088 

Nurses with midwifery qualifications 24 

Assistant nurses 5663 

Veterinarians 31* 

Sanitary engineers 9* 

Sanitarians 192 

Physiotherapists 73* 

Laboratory technicians 816* 

X -ray technicians 464* 
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Auxiliary sanitary inspectors 516 

Auxiliary laboratory technicians 655* 

Auxiliary X -ray technicians 185* 

Dental assistants 253* 

* 
In government service. 

Medical training which is the responsibility of the Ministry of Education, is available 
at 3 universities, at which 5534 students were enrolled in 1967/68. Four hundred and eighty 
four doctors graduated at the end of the academic year. A period of 2 years' service in 
rural areas is obligatory for all newly -qualified doctors. The training of doctors is 

practical, the object being to produce a competent general practitioner. Graduates having 
completed 2 years' rural service are given opportunities to train for 2 or 3 years in a 

specialty. Dentists are trained in 2 schools which organize a 5 -year course. During 
1967/68, 548 dental students attended these courses and 19 graduated in 1968. There are 2 

veterinary medical schools with 466 students and 30 graduated in 1967/68 and 1 pharmaceutical 
school with 144 students. Particular attention has been given to the training of nurses, 
nursing auxiliaries and technicians. Training is free, and maintenance stipends are paid. 
Much of the training of these categories of health personnel is decentralized to the regional 
institutions. Nurses are trained in 13 schools which afford a 2 -year programme for auxiliary 
nurses who have a 2 -year practical experience and a 3 -year programme for other nurses. At 

the end of the academic year 1967/68, 376 nurses graduated at these schools. Training of 
auxiliary nurses is undertaken at 47 schools which organize a 1 -year course. The output of 
these schools in 1968 was 1166 graduates. There are 3 midwifery schools at which the students 
are given a 2 -year training course and 3 paediatric nursing schools which organize a 3 -year 
training course. Laboratory technicians are trained in 5 schools, X -ray technicians in 3 

schools, dieticians in 1 school. Cuba also has training facilities for a number of other 
categories of health workers: sanitary assistants, dental assistants, laboratory assistants, 
pharmacy technicians, statisticians. 

Communicable Disease Control and Immunization Services 

As a result of intensive immunization campaigns, no cases of poliomyelitis were notified 
during the period under review. The malaria situation has considerably improved since the 
beginning of the malaria eradication campaign in 1959. The incidence had been reduced to 

624 cases in 1965 and 4 cases in 1968, all of which were imported. The incidence of tuber- 
culosis had been reduced from 4958 cases in 1965 to 3310 cases in 1968 as a result of extensive 
control activities. Immunization against diphtheria is practised extensively and has reduced 
the number of cases from 625 in 1965 to 130 in 1968. This also applies to tetanus with 509 
and 318 cases in 1965 and 1968 respectively. The mortality from diarrhoeal diseases which 
were the seventh cause of death declined from 23.7 to 19.3 per 100 000 inhabitants during the 
period under review. However, the number of reported cases increased during the same period 
from 435 505 to 518 128, as a result of better notification. A significant increase in the 
number of infectious hepatitis cases has also been noted, with 8834 cases in 1965 and 16 843 
in 1968. The incidence of syphilis has decreased from 2322 cases in 1965 to 543 in 1968. 

The following immunization procedures were carried out in 1967: 

Tetanus 1 406 850 

Poliomyelitis 462 379 

Diphtheria 447 429 

Typhoid and paratyphoid fevers 438 050 

BCG 370 493 

Whooping -cough 255 466 

Smallpox 113 489 
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Chronic and Degenerative Diseases 

Heart diseases and cancer remained the'first and second most important causes of death 

in Cuba; the mortality rates having remained stable during the reporting period. A large - 

scale control programme against cancer of the uterus has been initiated with early detection 
through cytological screening. 

In 1968 accidents were the sixth most important cause of mortality. An extensive pro- 
gramme to control and prevent accidents, particularly motor vehicle accidents has been launched. 

In 1968, maternal and child health care was based on 41 maternity hospitals, hospitals 

for mothers and children and paediatric hospitals. In the same year 213 342 confinements, 

or 91.3 percent. of all deliveries, took place in hospitals and health centres. Dental care 

was provided at 44 stomatological clinics. Psychiatric consultations were given at 11 centres 
in mental hospitals.. Rehabilitation out -patient services were available at 1 independent 

medical rehabilitation centre and at 12 hospital rehabilitation departments. 

Out -patient facilities in specialized clinical fields were provided at 8 tuberculosis 
hospitals, 2 leprosy hospitals, 1 infectious diseases hospital, 2 orthopaedic clinics, 1 

neurosurgical clinic, 3 cancer hospitals and 1 ophthalmological clinic. Cuba has 21 public 
health laboratories. 

Major Public Health Problems 

The major public health problems of Cuba can be listed in order of priority as follows: 

problems related to the existing deficiencies in sanitary conditions, particularly in 

environmental sanitation; 

absence of a real indigenous pharmaceutical industry as a result of which Cuba has to 
import finished products or raw material; 

the prevalence of a number of communicable diseases not yet under control, such as 

diarrhoea) diseases, tuberculosis, tetanus, typhoid fevers and intestinal parasitoses; 

the relative shortage of professional health personnel; 

the increase of the incidence and prevalence rates of certain chronic and degenerative 
diseases (heart diseases, cancer, cerebrovascular diseases, diabetes and accidents); 

deficiencies in the development of rehabilitation techniques and programmes, 

Social and Economic Developments of Significance for the Health Situation during 
the Period 1965 -1968 

The period under review 
sphere. Free services have 
education, urban transport, h 

as unemployment has disappear 

has been marked by a number of important advances in the social 
been introduced in a number of fields including health services, 
ousing. The female working population has increased considerably, 
ed. The minimum pension and retirement benefits have been 

increased. The main developments in the cultural field are concerned with the extension of 

education at all levels, with a growing activity in the publication sector and an extensive 
use of audio -visual mass media and television. In the economic field particular emphasis 
was placed on the development of the agricultural and livestock sector. Plans have been 
formulated for the development of various production sectors related to agriculture (sugar, 

coffee, grains, rice, etc.). Modern agricultural techniques have been introduced. 

National Health Planning" 

Since 1967, the annual programmes and budgets of the Ministry of Public Health were sub- 
mitted for examination to the Ministry of Finance and to the Central Planning Department. These 
budgets were, in general, based on health expenditure of previous years, on programme trends and 
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planned activities. The annual health budget thus represented an annual health plan. Since 

1968, when a new system of government controlled economy was introduced these plans were no 

longer required. They were replaced by a more elaborate and better formulated plan indicating 

priorities and defining objectives. This plan was prepared in the Ministry of Health and 

approved by the Central Planning Department. It covers the period 1968 -1970 and its main 

objectives can be summarized as follows: 

to give an impetus to the programmes for integral maternal and child care, particularly 

during pregnancy, delivery and the first year of life; 

to intensify all activities of the tuberculosis control programme; 

to develop the control measures against acute diarrhoeal diseases; 

to establish and extend the respiratory diseases programme; 

to intensify the vaccination programmes in order to achieve an optimum immunization level; 

to develop occupational medicine; 

to extend the programme of occupational medicine; 

to improve the quantitative and qualitative dental health care; 

to develop the production of medical supplies, medicaments and drugs; 

to increase the training of nursing personnel and other professional health personnel; 

to increase the training of doctors and dentists, including specialists; 

to improve the system of early preventive diagnosis of cancer; 

to strengthen rehabilitation activities. 

Medical and Public Health Research 

Medical research activities are carried out by the Ministry of Public Health, the 

faculties of medicine, the National Institute of Scientific Research and the Academy of 

Sciences. The Minister's Scientific Council in the Ministry of Public Health is responsible 

for the co- ordination of these research activities with a view to avoiding duplication. 

Research is being carried out in a number of fields and on many subjects. 

International Assistance • In 1968, WHO /PAHO's assistance to Cuba included the following projects: 

Malaria Eradication Programme (1959- 1970): to eradicate malaria from the country and 

prevent the re- establishment of transmission. 

Aedes aegypti Eradication (1953 -1970): to intensify the Aedes aegypti eradication 

campaign so that it will cover all infested areas of the country simultaneously, and to 

incorporate it into the general health services. 

Health Services (1959 -1970): to improve the organization of health services at the 

central, intermediate and local levels, and to set up a demonstration and training area. 

Laboratory Services (1968- ): to expand the facilities for the production of bio- 

logicals at the National Institute of Hygiene. 

Nutrition (1965- 1970): to improve the nutritional status of the population. 

School of Public Health (1967 -1970): to develop the School of Public Health. 

Sanitary Engineering Education (1966- 1970): to improve the technical training of pro- 

fessional and auxiliary personnel employed in sanitary engineering work; and to undertake 
research. 



- 110 - 

DOMINICAN REPUBLIC 

Population and Other Statistics 

At the last census, taken in August 1960, the population of the Dominican Republic was 
3 047 070. Population estimates and some other vital statistics, for the period 19651968, 
are given in the following table; 

1965 1966 1967 1968 

Mean population 3 623 817 3 754 284 3 889 390 4 029 420 

Number of live births 106 820 126 267 136 068 135 052 

Birth -rate (per 1000 
population) 29.5 33.6 35.0 33.5 

Number of deaths 20 841 26 726 29 472 27 834 

Death -rate (per 1000 
population) 5,8 7,1 7.6 6.9 

Natural increase (per cent.) 2.37 2.65 2.74 2.66 

Number of infant deaths 7 763 10 245 10 946 9 906 

Infant mortality rate (per 

1000 live births) 72.7 81.1 80.4 73,3 

Number of deaths, 1 -4 years 3 582 4 019 5 013 4 198 

Death -rate, 1 -4 years (per 
1000 population at risk) 7.2 7,3 8.8 7.1 

Number of maternal deaths 126 116 191 191 

Maternal mortality rate (per 

1000 live births) 1.2. 0.9 1.4 

Of the 27 834 deaths recorded in 1968, the main causes were (ICD 1965): symptoms and 
ill- defined conditions (12 957), enteritis and other diarrhoeal diseases (3535), congenital 
anomalies, birth injury, difficult labour and other anoxic and hypoxic conditions, other 
causes of perinatal mortality (1425), malignant neoplasms (801), avitaminosis and other 
nutritional deficiency (714), accidents (655, including 235 motor vehicle accidents), 
pneumonia (635) cerebrovascular disease (543), bronchitis, emphysema and asthma (528), 

ischaemic heart disease (481), cirrhosis of liver (321), tuberculosis of the respiratory 
system (303), anaemias (292), hypertensive disease (292). 

The communicable diseases most frequently notified in 1968 were: influenza (65 897), 

gonorrhoea (11 973), dysentery, all forms (10 419), syphilis, new cases (8101), measles 
(4284), whooping -cough (2864), infectious hepatitis (1012), tuberculosis, all forms, new 
cases (664), typhoid and paratyphoid fevers (534), diphtheria (472), leprosy (148), trachoma 
(31), poliomyelitis (30), malaria, new cases (21), rabies in man (2). 

Hospital Services 

In 1966, the Dominican Republic had 275 hospitals with a total bed complement of 10 620, 

of which 7983 beds were in 87 government maintained establishments. The bed /population ratio 

was 2.8 per 1000. These beds were distributed as follows: 



• Category and number Number of Beds 

General hospitals 57 7 026 

Rural hospitals 211 1 321 

Tuberculosis hospitals 2 691 

Maternity hospital 1 350 

Paediatric hospitals 2 530 

Psychiatric hospital 1 576 

Leprosarium 1 126 

Out- patient facilities were available at 53 hospital out -patient departments. • Medical and Allied Personnel and Training Facilities 

• 

In 1966, the Dominican Republic had 1935 doctors, or 1 doctor for 1940 inhabitants. 

Other health personnel included: 

Dentists 

Pharmacists 

Fully- qualified nurses 

Assistant nurses 

Auxiliary nurses 

Veterinarian 

ж 
In government service. 

* 
61 

* 
62 

158 

350 

1 822 

The Dominican Republic has two medical schools. The National School of Nursing offers 
a 3 -year training course which was attended in 1967/68 by 73 students. The number of graduate 
nurses was 38 in 1968. Auxiliary nurses receive 6 months' training in 2 schools which 
together had 196 students in 1967/68. 

Immunization Services 

The following immunization procedures were carried out in 1967: 

BCG 181 354 

Smallpox 108 642 

Poliomyelitis 30 556 

Typhoid and paratyphoid fevers 24 900 

Tetanus 21 337 

Diphtheria 21 170 

Whooping -cough 1 270 
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Specialized Units 

In 1968, maternal and child health care was based on 93 centres which were attended by 
171 053 pregnant women, 38 267 infants under 1 year and 89 291 children aged 1 to 5 years. 
Domiciliary care was given to 26 712 pregnant women and 34 632 infants. A total of 68 102 
deliveries (45 per cent, of all births) were attended by a doctor or qualified midwife. 
School health services were provided in 8 school health units. They were attended by 33 549 
schoolchildren which is equivalent to 10 per cent, of the total school population having access 
to these services. Dental care was provided at 28 dental health units where 117 256 persons 
were treated in 1968. 

Environmental Sanitation 

In 1968, of the 8744 communities with a total population of 4 029 420, 366 communities 
with 1 565 463 inhabitants had a piped water -supply system serving 51 per cent, of the popu- 
lation, while 24 per cent, had water from public fountains. Only 3 communities with a total 
population of 700 660 had sewerage systems; 7.5 per cent, of the inhabitants were living in 
houses connected to sewers. 

Major Public Health Problems 

The main health problems which confront the health authorities in the Dominican Republic 
are related to environmental sanitation, maternal and child health and communicable diseases. 
Associated with these 3 main problems are a weak and deficient organization of the health 
services, the inadequate preparation of professional personnel, and the present economic and 
political situation in the country. 

National Health Planning 

The Dominican Republic has no comprehensive national health plan, There is however a 

programme for the construction of health establishments aiming at the extension of existing 
facilities for health and medical care. This programme is financially assisted by the AID. 
During the first phase which covers the years 1969 -1971, 8 hospitals, 10 health sub -'centres 
and 21 rural clinics will be modernized. During the second phase lasting from April 1971 

to December 1972, the development and modernization of 4 hospitals, 5 health sub -centres and 
24 rural clinics will be undertaken, Parallel to this construction programme, a training 
programme for health personnel is being implemented, taking into account the existing needs. 

International Assistance 

In 1968, WHO/PAHO's assistance to the Dominican Republic included the following projects: 

Malaria Eradication Programme (1957- ): to eradicate malaria from the country. 

Tuberculosis Control (1963- ): to carry out a study of tuberculosis epidemiology in 

some pilot areas; to improve tuberculosis immunization, diagnosis and treatment, and to 

carry out a training programme. 

Water Supplies (1961- 1970): to organize a central water -supply and sewerage authority; 

to design water -supply and sewerage systems. 

Health Services (1953 -1970): to improve the organization of health services at the 

central, intermediate and local levels; and to expand the local services in order to provide 

integrated services to the whole country. 

Nutrition (1965- 1970): to strengthen the nutrition division of the Department of Public 

Health; and to train personnel for hospital dietary services. 
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Medical Education (1968- ): to strengthen the programmes of study of the country's 
2 medical schools. 

Nursing Education (1958 -1969): to strengthen the National School of Nursing by 
preparing nurses for the faculty, improving physical facilities and areas for field practice, 
and expanding the curriculum to include public health nursing and courses in teaching and 
supervision. 

Dental Education (1965- ): to include the preventive and social aspects of dentistry 
in the curriculum of the School of Dentistry of the University of Santo Domingo. 

• 

• 
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EL SALVADOR 

Population and Other Statistics 

At the last census, taken in May 1961, the population of El Salvador was 2 510 984. 

Population estimates and some other vital statistics, for the period 1965 -1968, are given in 

the following table: 

1965 1966 1967 1968* 

Mean population 2 928 045 3 036 544 3 151 062 3 266 492 

Number of live births 137 430 137 950 139 955 140 894 

Birth -rate (per 1000 
population) 46.9 45.4 44.4 43.1 

Number of deaths 30 906 30 368 28 957 29 792 

Death -rate (per 1000 
population) 10.6 10.0 9.2 9.1 

Natural increase (per cent.) 3.63 3.54 3.52 3.40 

Number of infant deaths 9 706 8 559 8 837 8 300 

Infant mortality rate (per 
1000 live births) 70.6 62.0 63.1 58.9 

Number of deaths, 1 -4 years 5 831 5 473 5 038 

Death -rate, 1 -4 years 
(per 1000 population at risk) 14.0 13.2 11.8 

Number of maternal deaths 155 167 156 144 

Maternal mortality rate 
(per 1000 live births) 1.1 1.2 1.1 1.0 

ж 
Provisional figures. 

Of the 28 957 deaths recorded in 1967, the main causes were (ICD 1955): senility without 

mention of psychosis, ill- defined and unknown causes (10 773), congenital malformations, birth 

injuries, post -natal asphyxia and atelectasis, infections of the newborn and other diseases 

peculiar to early infancy and immaturity (2758), gastritis, duodenitis, enteritis and colitis, 

except diarrhoea of the newborn (1627), homicide and operations of war (905), accidents (874, 

including 270 motor vehicle accidents), pneumonia (775), bronchitis (736), malignant 

neoplasms (681), measles (640), vascular lesions affecting the central nervous system (427), 

tuberculosis, all forms (367), avitaminoses and other deficiency states (365), tetanus (356), 

anaemias (335), whooping -cough (290). 

The communicable diseases most frequently notified in 1968 were: influenza (54 303), 

malaria, new cases (35 831), syphilis, new cases (9152), amoebic dysentery (7410), measles 

(7048), gonorrhoea (5782), tuberculosis of the respiratory system, new cases (4424), whooping - 

cough (3742), infectious hepatitis (2152), diphtheria (296), trypanosomiasis (232), typhoid 

and paratyphoid fevers (136), poliomyelitis (67), meningococcal infections (19). 

Organization of the Public Health Services 

The Ministry of Public Health and Social Welfare is responsible for the organization, 

administration, planning and evaluation of all health services in the country. The 
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Directorate -General of Hospitals and the Directorate - General of Hygeine were amalgamated to 

form the new Directorate- General of Health which is in charge of the organization and execution 
of the whole programme for the prevention of disease, the promotion and rehabilitation of 
health. A Directorate -General of Social Welfare was established and put in charge of the 
programme for crèches, orphan's hospices and old people's homes. A planning and evaluation 
department was created at the ministerial level and is in charge of the activities carried out 
according to the health plan. Other departments established during the period under review 
were the department for engineering and architecture and the health statistics department. 

For health administration purposes, the country is divided into 5 health regions, each of 
which is administered by a regional director of health. The functions of the regional 
director have been extended as a result of the decentralization of the health services. 

Other government bodies providing curative health services include: the Institute for 
Social Security, the National Telecommunication Administration, the Institute for Rural 
Colonization, the prison medical service, the Institute for the Rehabilitation of Invalids 
and the Red Cross of El Salvador. • Hospital Services 

• 

In 1967, El Salvador had 56 hospitals with 6813 beds of which 6316 were in 37 government - 
maintained establishments. The bed /population ratio was 2.2 per 1000. The 6813 beds, to 

which 170 279 patients were admitted during the year, were distributed as follows: 

Category and number Number of beds 

General hospitals 12 3 735 

Rural hospitals 20 609 

Medical centres 10 65 

Tuberculosis hospitals 4 939 

Maternity hospitals 3 300 

Paediatric hospital 1 253 

Psychiatric hospitals 3 722 

Chronic diseases hospitals 3 190 

Out -patient facilities were provided at 14 hospital out -patient departments, 64 health 

units, 9 health centres, 93 health posts and 3 vaccination posts. 

Medical and Allied Personnel and Training Facilities 

In 1967, El Salvador had 726 doctors or 1 doctor per 

personnel included: 

Dentists 

Pharmacists 

Fully- qualified nurses 

Assistant nurses 

Veterinarians 

Sanitary engineers 

4340 

1 

inhabitants. Other health 

246 

350 

782 

750 

23 

7 
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Sanitarians 172 

• Laboratory technicians 153 

X -ray technicians 54 

Vaccinators 4 

Other technicians 223 

Other health auxiliaries 188 

The University of El Salvador has faculties for dentistry, pharmacy, veterinary medicine 
and sanitary engineering. There is also 1 nursing school. 

Immunization Services 

The following immunization procedures were carried out in 1967: 

Smallpox 274 207 

Tetanus 252 298 

BCG 222 297 

Poliomyelitis 198 615 

Diphtheria 127 886 

Whooping -cough 127 886 

Measles 9 479 

Typhoid and paratyphoid 
fevers 8 644 

Cholera 42 

Yellow fever 40 

Specialized Units 

During 1968, medical and health care services were provided to 40 211 pregnant women and 
36 809 children under 1 year of age. Domiciliary visits were paid to 22 147 infants under 1 

year of age and 30 758 children aged 1 to 5 years. A total of 36 901 deliveries were 

conducted in hospital. Dental care was provided in 59 dental health units where 104 291 
persons were treated. There were also 3 psychiatric out -patient clinics, 1 independent 
medical rehabilitation centre and 1 hospital out -patient rehabilitation department. The 28 
public health laboratories carried out over 1 000 000 examinations. 

Environmental Sanitation 

In 1968, of the total population of 340 385 living in the capital city, 83 per cent, had 

piped water to their dwellings and 77 per cent, were living in houses connected to sewers. Of 

the population of 411 491 living in 15 communities of between 10 000 and 100 000 inhabitants, 
76 per cent. had piped water and 60 per cent, were living in houses connected to sewers. Of 

the 334 121 inhabitants living in 79 communities of between 2000 and 10 000 inhabitants, 35 

per cent, had piped water to their dwellings and 38 per cent, were living in houses connected 

to sewers. Of the 545 234 inhabitants living in 505 communities of less than 2000 inhabitants 

10.4 per cent. had piped water and 31 per cent, were living in houses connected to sewers. 

National Health Planning 

A national health plan for a 10 -year period was prepared in 1963 and launched in 1964. 

This plan, which is based on the CENDES/PAHO methodology, contains a diagnosis of the health 
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situation in 1962 -1963. Particular emphasis was placed on the following plan objectives: 

redistribution of available economic and human resources with a view to providing 

a better protection to the less favoured regions. 

development of preventive and curative services and hospital services to meet the 

existing demands. 

training of personnel, health education of the public, technical promotion of 
health programmes in collaboration with other public and private agencies. 

development of administrative and technical research. 

construction of hospitals, health posts and health units, and improvement and 
modernization of existing facilities. 

The health sector has been incorporated in the 5 -year plan for the economic and social 

development of the country which includes a diagnosis of the health situation and of the health 

activities carried out between 1950 and 1964, a health prognosis, health policy statement, the 

health plan for 1965 -1969, minimal personnel requirements, personnel estimates for 1965 -1969 

and an investment plan for the 5 -year period. 

The health plan was revised and the evaluation of the results obtained was carried out in 

1964, 1965 and 1967. The evaluation was based on an analysis of the general mortality, the 

mortality by causes of death and by age -groups, hospital discharges and out -patient consul- 

tations. The health activities at the national and regional levels were analysed and the 

available resources, their cost and their distribution was evaluated. This analysis showed 

that the mortality has been reduced by about 3 per cent, during the period 1962 -1966, and that 

this decrease is particularly marked among children under 5 years of age and in the 20 to 49 

year age -group. The statistical services had been improved. There is however a shortage 

of human and material resources. The demand for out -patient and in- patient services has 

risen more rapidly than planned. Based on this evaluation, it was considered necessary: 

to readjust the 10 -year health plan in accordance with the findings; 

to develop a health manpower training programme in accordance with existing and 

future needs and in co- ordination with the universities and with the planning 

and co- ordination department; 

to improve the co- ordination of the health plan with the over -all economic and 

social development plan; 

to readjust the health budget; 

to formulate plans and targets for 1968 and 1969. 

International Assistance 

In 1968, WHO/PAHO's assistance to El Salvador included the following projects: 

Malaria Eradication Programme (1955- ): to eradicate malaria from the country. 

Water Supplies (1961- 1970): to organize and administer a central water supply and 

sewerage disposal service and to extend the country's water -supply systems. 

Aedes aegypti Eradication (1968- 1972): to eradicate Aedes aegypti from El Salvador. 
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Health services (1963- 1970): to plan and carry out integrated health programmes as part 
of a national health plan. 

Fellowships (1968): health statistics, industrial hygeine, maternal and child health, 

medical education, sanitary engineering. 

Sanitary Engineering Education (1965- 1970): to improve sanitary engineering education. 

Dental Education (1966 -1970): to strengthen dental education, particularly as regards 
the teaching of the social and preventive aspects of dentistry at the University of El Salvador. 

Government Health Expenditure 

For 1968 the budget provided 247.3 million colones for total general government expendi- 
ture. Of this amount 29.7 million (12 per cent.) were allocated for health. purposes. 

Accordingly the per capita expenditure on health was 9.1 colones. 

• 

• 
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GUATEMALA 

Population and Other Statistics 

At the last census, taken in April 1964, the population of Guatemala was 4 284 473. 

Population estimates and some other vital statistics for the period 1965 -1968 are given in 

the following table: 

1965 1966 1967 1968 

Mean population 4 438 000 4 575 000 4 717 000 4 864 000 

Number of live births 201 059 207 911 201 816 

Birth -rate (per 1000 
population) 45.3 45.4 42.8 

Number of deaths 74 830 75 774 70 907 

Death -rate (per 1000 

population) 16.9 16.6 15.0 

Natural increase (per cent.) 2.84 2.88 2.78 

Number of infant deaths 18 628 18 608 17 759 

Infant mortality rate (per 
1000 live births) 92.6 89.5 88.0 

Number of deaths 1 -4 years 20 027 18 756 - 

Death-rate 1 -4 years (per 

1000 population at risk) 33.0 29.8 - 

Number of maternal deaths 392 413 

Maternal mortality rate (per 
1000 live births) 1.9 1.9 . 

The communicable diseases most frequently notified in 1968 were: influenza (27 537), 

malaria, new cases (10 969), tuberculosis, all forms, new cases (6411), measles (4014), 

gonorrhoea (3761), whooping -cough (3540), syphilis, new cases (1479), typhoid fever (1042), 

infectious hepatitis (1002), poliomyelitis (141), leprosy (107), diphtheria (58). 

Organization of the Public Health Services 

The Ministry of Public Health and Social Welfare which was established in 1944, is 

responsible for all public health and social assistance services in the country, including 
hospital services, malaria eradication, tuberculosis control, environmental health, 
specialized training institutions for nursing and physiotherapy. 

The Directorate General of Public Health is responsible for the programmes of health 
protection and promotion, and ambulatory medical care in the rural areas. It is organized 
in 8 divisions dealing with local health services, epidemiology, laboratories, environmental 
sanitation, general technical services, the Institute for Tropical Diseases "Dr Rodolfo 
Robles ", and administrative services. 

The Division of Local Health Services of the Directorate General supervises the provision 
of health services (health centres and health posts) in the 5 health regions into which the 
country has been divided and which are headed by a regional chief responsible for the 

direction and implementation of regional health programmes. Each health region comprises 3 
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or more departments. In each department there are a varying number of health centres which 

are in charge of the health posts located in their area. 

In addition to the health services provided by the Ministry of Public Health and Social 
Welfare, the Guatemala Institute of Social Security operates its own medical care services, 
the number of which is increasing every year. There is no co- ordination between the 
activities of this Institute and those of the Ministry. 

Hospital Services 

In 1967, Guatemala had 88 hospitals and other institutions providing in- patient medical 

care with a total complement of 14 828 beds of which 14 607 were in 87 government maintained 

establishments. The 14 828 beds - equivalent to 3.1 beds per 1000 inhabitants, were 

distributed as follows: 

Category and number Number of beds 

General hospitals 61 11 975 

Tuberculosis hospitals 3 722 

Infectious disease hospital 1 65 

"Psychiatric hospital 1 1 172 

Orthopaedic hospitals 20 786 

Establishment for alcohol addicts 1 58 

Leprosarium 1 50 

Out -patient care was available in 1968 at 24 hospital out -patient departments; at 67 

health centres which are staffed by a doctor and whose functions include maternal and child 

health care, immunization, etc.; at157 medical aid posts staffed by nursing auxiliaries and 

visited regularly by a doctor; at 10 mobile health units staffed by a doctor, a nurse and a 

social worker. 

Medical and Allied Personnel and Training Facilities 

In 1967, Guatemala had 1139 doctors, or 1 doctor for 4140 inhabitants. There were also 

199 dentists. Other health personnel included in 1965 the following: 

Pharmacists 

Fully- qualified nurses 

Assistant nurses 

Veterinarians 

Sanitary engineers 

Sanitarians 

Physiotherapists 

X -ray technicians 

205 

490 

670 

43 

25 

140 

40 

60 

Medical education is available at the Faculty of Medical Sciences of the University, 

San Carlos of Guatemala, which affords a 6 -year programme of studies. During the academic 

year 1967/68, there were 576 students enrolled in this school and 47 completed their medical 

studies. Following the report prepared by the Commission of Evaluation, the Faculty of 
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Medical Sciences was reorganized at the end of 1968, and its training programme has been 
revised with particular emphasis on teaching of family and community medicine. 

This Faculty of Medical Sciences also provides 6 -year training courses for dentists (222 

students in 1967/68), pharmacists (127 students in 1967/68), veterinarians (92 students in 
1967/68). 

The 2 nursing schools, the training courses for auxiliary nurses, for sanitarians and 
for other auxiliary health personnel are under the responsibility of the Ministry of Public 
Health and Social Welfare. 

The first social service school was established by the Guatemala Institute of Social 
Security; subsequently the University San Carlos of Guatemala opened the school for rural 
social service in Quezaltenango. Recently, the Catholic University, which is one of the Э 

private universities in the country, also established a school for social services. 

The Guatemala Institute of Social Security runs its own schools for the training of the 
personnel used in its services, e.g. auxiliary nurses, X -ray technicians, physiotherapists, 
laboratory technicians. 

Communicable Disease Control and Immunization Services 

The malaria eradication programme which was launched 10 years ago, has, in spite of 

technical, administrative and financial difficulties, succeeded in keeping the disease under 
effective control. In 1968, the incidence rate was 218 cases per 10 000 inhabitants. 
Control measures include DDT spraying, distribution of antimalaria drugs, particularly in 
the coastal areas of the Pacific. A national programme for the control of intestinal para- 
sitosis had been launched 5 years ago with the distribution of antihelminthic drugs to the 
population combined with the construction of latrines and adequate water supply to rural 
areas. In 3 areas in Guatemala where onchocerciasis is endemic, treatment is provided by 
mobile teams which also conduct case -finding activities. The tuberculosis control 
activities are carried out directly by the Tuberculosis Division of the central Ministry, 
with a restricted participation of the local health services. At present particular emphasis 
is given to BCG vaccination. Since the beginning of the national antirabies campaign in 
1957, the animal rabies programme has been completed in the whole country covering the 
vaccination of dogs and the elimination of the infested dogs. The incidence of whooping - 
cough has been decreasing. A poliomyelitis vaccination campaign with the Sabin vaccine 
was started in 1965, in the regions where the incidence had been particularly high. 

The following immunization procedures were carried out in 1967: 

Smallpox 437 576 

Diphtheria, whooping -cough and tetanus 428 542 

Typhoid and paratyphoid fevers 271 348 

BCG 213 053 

Poliomyelitis 116 127 

Cholera 129 

Yellow fever 71 

Specialized Units 

In 1967, maternal and child health care was provided at 59 pre -natal centres and 52 

child health centres. During the year 14 364 pregnant women and 116 084 children up to 5 

years of age availed themselves of these services. Domiciliary care was given to 8343 

pregnant women and 31 005 children. 
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In 1967, 63 322 schoolchildren had access to the school health service. Dental treat- 

ment was given at 17 dental health units to 65 552 patients. Other specialized units 

included in 1968, 1 independent medical rehabilitation centre, 2 hospital rehabilitation 
departments, 2 psychiatric out -patient clinics and 1 public health laboratory operated by the 

Directorate General of Public Health. 

Social and Economic Developments of Significance for the Health Situation during the Period 
1965 -1968 

During the period under review the Government has made considerable efforts to improve 
the general educational level of the population, through various national programmes, 
including a national literary programme, fundamental agricultural education and agricultural 
extension programmes conducted in 53 centres distributed throughout the country, vocational 
and technical education programmes. In 1967, 186 new primary schools were opened, in 

addition to the 4984 already existing. 

In 1965, it was estimated that the housing shortage amounted to 780 000 units. During 
the period 1965 -1969 an average of 11 900 units were built. Two national agencies are 
responsible for housing programmes: the National Housing Institute in charge of urban 
housing programmes and the National Institute for Agrarian Transformation in charge of housing 
programmes in rural areas. 

During the period under review, the national per capita income has increased at a rate 
of about 2.1 per cent. The agricultural production has steadily increased at an annual 
cumulative rate of 3.2 per cent, during the years 1950 -1968. The industrial production is 
also progressively growing, reaching 228 000 000 quetzales in 1967. An investment of 
Q. 22.5 million in the health sector during the period under review resulted in the construction 
of health centres, the improvement of existing health establishments and in the extension 
of the health coverage of the population. 

National Health Planning 

The planning office of the Ministry of Public Health which was established in 1964, 
prepared a diagnosis of the health situation in the country, without, however, drafting a 
plan of operations as the organization and the structure of the health services do not 
present the requisite conditions for the implementation of a health plan. Nevertheless, 
this diagnosis served as a basis for the health investment plan for the years 1965 -1969 of 

which 43.8 per cent, had been realized at the end of 1968. 

It was proposed to initiate in 1969 a study aiming at the reorganization of the Ministry 
of Public Health and Social Welfare with a view to extending the health services coverage to 
meet the increasing demand. The main features of this reorganization will be: (a) co- 
ordination of all national agencies engaged in public health activities. The National Health 
Council which is part of the Ministry, will be entrusted with this task; (b) establishment 
of a technical and administrative body, the Directorate General of Public Health Services, 
which will be responsible for the direction, execution and implementation of all health 
activities in the country; (c) integration of the health activities dealing with promotion, 
protection, recuperation and rehabilitation into operational units at the local and regional 

level; (d) centralization at the decision -taking level and decentralization at the executive 
level. This reorganization will allow the implementation of a national health plan to be 
prepared in 1970 and to be launched in 1971. 

International Assistance 

In 1968, WHO/PAul's assistance to Guatemala included the following projects: 

Malaria Eradication Programme (1955- ): to eradicate malaria from the country. 
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Water Supplies (1961- ): to develop and improve water -supply and sewerage disposal 
systems. 

Aedes aegypti Eradication (1968- 1970): to eliminate the reinfestation found in the 
city of Escuintla in 1967; and to intensify vigilance operations to prevent further 
infestation. 

Health Services (1954- 1971): to formulate and carry out a national health plan and 
to train professional and auxiliary personnel. 

Nursing Services (1968- ): to improve nursing care. 

Laboratory Services (1964- 1970): to study and evaluate the services provided by the 
central and local public health laboratories; to set up local laboratories where necessary; 
and to train personnel. 

Medical Education (1966- ): to revise the programme of studies and improve teaching 
methods at the School of Medicine of the University of San Carlos, and to train faculty 
members. 

Sanitary Engineering Education (1967- 1970): to improve the technical training of 
professional and sub -professional personnel. 

Veterinary Medicine Education (1962- 1970): to strengthen the School of Veterinary 
Medicine of the University of San Carlos. 

Government Health Expenditure 

Total general government consumption expenditure in 1967 amounted to Q. 176,8 million, 

close to 17 per cent, of which was devoted to health services. The Ministry of Health 

accounted for Q. 13.7 million and decentralized health authorities for Q. 15.7 million. 

Altogether Q. 6.2 was spent per capita for the provision of health services. In addition 
the central Government devoted Q. 2.3 million to health development projects and participated 

with Q. 381 000 in health capital formation. Decentralized health authorities reported 

investment of Q. 320 000. This adds up to Q. 6 per inhabitant on capital account or 

5 per cent, of total government capital formation. 

• 
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GUYANA 

Population and Other Statistics 

At the last census, taken in April 1960, the population of Guyana was 560 330. 
Population estimates and some other vital statistics, for the period 1965 -1968, are given in 
the following table: 

1965 
t 

1966 1967 1968 

* 
Mean population 614 400 632 000 649 725 663 737 

Mean population 655 062 676 741 698 420 719 299 
** 

Number of live births 24 389 26 348 24 918 25 389 

Birth -rate (per 1000 population) 37.2 38.9 35.7 35.3 
** * 

Number of deaths 5 046 5 272 5 388 6 000 

Death -rate (per 1000 population) 8.2 8,3 8.3 9.0 

Number of infant deaths 1 035 1 042 1 011 973 

* 

*ж 

*ж* 

Population excluding Amerindians. 

Including Amerindians, 

Excluding Amerindians, 

The communicable diseases most frequently notified in 1967 were: influenza) (3383), 
measles (550), typhoid fever (351), tuberculosis of the respiratory system, new cases (225), 

malaria, new cases (193), whooping-cough 1 ping -cough (180), bacillary dysentery (177), infectious hepati- 
tis (14), diphtheria (4), poliomyelitis (1). 

Organization of the Public Health Services 

The over -all responsibility for the health services of Guyana rests with the Minister 
of Health. He is assisted by the Permanent Secretary who is responsible for the administra- 
tion of these services, and by the Chief Medical Officer who is in charge of general medical 
care and is also Chief Medical Adviser to the Minister. The Principal Medical Officer is 

in charge of the preventive aspects of the services which include units of epidemiology, 
health statistics, environmental sanitation, rural health, maternal and child health, health 
education and mosquito control. This last mentioned unit is in charge of the malaria 
eradication programme, the Aedes aegypti eradication programme, filariasis control programme 
and the malaria and filariasis laboratory. 

Units of school health, dental health, nutrition and nursing are being established in 

the Ministry of Health, A planning unit had been created within the Ministry in 1968. 

Hospital Services 

In 1967, Guyana had 31 hospitals and establishments for in- patient care providing 
altogether 3275 beds of which 2689 were in 18 government hospitals. The bed population 

ratio was 4.7 per 1000. The 3275 beds were distributed as follows: 

1 
Data from hospitals and dispensaries. 
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. 
Category and number Number of beds 

General hospitals 9 1 561 

Rural hospitals 15 518 

Medical centres 3 22 

Tuberculosis hospital 1 246 

Psychiatric hospital 1 534 

Convalescent home 1 40 

Leprosarium 1 354 

Out- patient facilities were available in 1968 at 26 hospital out -patient departments, 
35 health centres, 18 dispensaries, 11 medical aid posts, 2 mobile health units and 102 

stations. 

Medical and Allied Personnel and Training Facilities 

In 1967, Guyana had 157 doctors of whom 90 were in government service. The doctor/ 
population ratio was 1 per 4450. Other health personnel included: 

Dentists 24 

Pharmacists 70 

Fully- qualified midwives 97 

Fully- qualified nurses 528 

Nurses with midwifery qualifications 20 

Practical nurses 18 

Auxiliary nurses 386 

Veterinarians 4 

Sanitary engineers 2 

Sanitarians 66 

Laboratory technicians 50 

X -ray technicians 4 

Training facilities are available in Guyana for public health inspectors (21 students 
in 1967/68), meat and food inspectors (15 students) and dispensers. Training of nurses is 
provided in 4 schools which offer a 3 -year course. Midwifery training lasts 18 months and is 
available in 1 school. The output of these schools in 1968 was 121 nurses and 47 midwives. 

Communicable Disease Control and Immunization Services 

The malaria eradication programme has continued to progress during the period under 
review. The over -all blood smear positivity was brought down from 0.11 per cent, in 1968 

to 0.03 per cent, in 1969. Malaria transmission has become localized in a few remote areas, 

especially along the borders. Elimination of residual infections progressed slowly, due to 
insufficient coverage of surveillance measures in the remote areas of difficult access. A 
considerable number of malaria cases continue to be imported from such areas to the maintenance 
phase areas. The Aedes aegypti eradication programme was reorganized and expanded in 1969. 
In the capital and surroundings of Georgetown, the Aedes index has been reduced from 10 per 
cent, to 5 per cent. 
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A country -wide poliomyelitis vaccination campaign was carried out in 1969. In the same 

year a localized vaccination campaign against typhoid fever was carried out at Leonora (west 

coast). A country -wide smallpox vaccination campaign is under preparation. 

The following immunization procedures were carried out in 1967: 

Typhoid and paratyphoid fevers 20 923 

Diphtheria 17 324 

Smallpox 5 398 

Yellow fever 1 082 

Tetanus 84 

Whooping -cough 72 

Cholera 26 

Epidemic typhus 2 

Specialized Units 

In 1967, maternal and child health care centres were attended by 19 841 pregnant women, 

20 838 children under 1 year and 117 113 children aged 1 to 5 years. Of the 24 918 births 

in 1967, 19 855 were attended by a doctor or qualified midwife, either in hospital (14 384 

deliveries) or under domiciliary arrangement (5471 deliveries). School health services were 

attended by 28 315 schoolchildren. Dental care was given to 39 504 persons. Psychiatric 

consultations were given at 2 centres which recorded 1751 out -patients in 1967. Four 

industrial establishments provided medical and health services to their workers. Other 

specialized out -patient clinics included 1 tuberculosis centre and 1 leprosy clinic. 

Environmental Sanitation 

In 1968, of the 500 communities with 677 000 inhabitants living in the coastal area and 

constituting 94 per cent, of the country's total population, 387 communities with 589 000 

inhabitants had piped water systems, serving 55 per cent, of the population, whereas 30 per 

cent, had water from public fountains. The population living in the interior of the country 

and estimated at 43 000, is not served with piped water. Only 1 community with 186 000 

inhabitants had a sewerage system and 13.3 per cent, of the population had house connexions 

to sewers. 

National Health Planning 

Following the recommendations of the first workshop on national health planning and 

sectoral health planning, a national health planning committee with the Minister of Health 

as Chairman, and a technical secretariat were established in 1968. In 1969, sub -committees 

were appointed to deal with general data and level of health, managerial capacity of the 

health administration, nursing activities, environmental health and health manpower inventory. 

It is expected that the first draft of the national health plan will be formulated at the 

beginning of 1970. 

International Assistance 

In 1968, WHO/PAlO's assistance to Guyana included the following projects: 

Malaria Eradication Programme (1961- ): to eradicate malaria from the country. 

Health Services (1963- ): to reorganize, expand and integrate the health and 

environmental sanitation services in the heavily populated coastal area and in isolated 

communities in the interior. 

Nursing Services (1960- 1970): to develop the nursing services and provide nurses with 

further training in nursing administration. 
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HAITI 

Population and Other Statistics 

At the last census, taken in August 1950, the population of Haiti was 3 097 304. 

Population estimates and some other vital statistics, for the period 1965 -1968, are given 

in the following table: 

1965 1966 1967 1968 

Mean population 4 396 236 4 489 960 4 580 917 4 674 108 
* 

Number of live births 163 892 167 386 170 777 

Birth -rate (per 1000 population) 37.3 37.3 37.3 
* 

Number of deaths 74 472 76 060 77 601 

Death -rate (per 1000 population) 16.9 16.9 16.9 

Natural increase (per cent.) 2.04 2.04 2.04 

Number of infant deaths 24 005 24 517 25 013 

Infant mortality rate (per 1000 live births) 146.5 146.5 146.5 

ж 

Estimates. 

The communicable diseases most frequently notified in 1967 were: influenza (15 379), 

malaria, new cases (10 471), tuberculosis, all forms, new cases (3224), dysentery, all forms 
(2763), syphilis, new cases (2626), whooping -cough (2427), amoebic dysentery (2271), measles 
(1684), typhoid and paratyphoid fever (792), meningococcal infections (162), bacillary dysentery 
(103), yaws, new cases (72), diphtheria (15), leprosy (7), poliomyelitis (3). 

Organization of the Public Health Services 

The Department of Public Health and Population is placed directly under the Minister of 
Public Health and Population. It comprises 4 main divisions: the Secretariat of State for 
Public Health and Population, the Directorate -General of Public Health and divisions of medical 
and allied education and of population. The Directorate -General of Public Health includes 
the following divisions: public health and preventive medicine, odontology, rural health, 

scientific research. The population division Which is in charge of demographic and vital 
statistics is being reorganized. 

The country is divided into 11 health districts each of which is administered by a 

physician who is in charge of the medical care establishments of his district. 

In addition to the health services provided by the Government, there are a number of private 
health establishments operated mainly by religious and charitable organizations. A certain 
amount of health activities are also carried out by autonomous bodies such as the Institute 
of Social Insurance of Haiti, which operates 1 hospital for victims of labour accidents, 
the Social Welfare Service which maintains medico -social clinics and venereal disease clinics, 
the Old -Age Insurance Board, etc. 

Hospital Services 

In 1967, Haiti had 44 hospitals with a total bed complement of 3329 beds of which 2438 
beds were in 23 government hospitals. The bed /population ratio was 0.7 per 1000. These 
beds were distributed as follows: 
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Category and number Number of beds 

General hospitals 17 2 212 

Rural hospitals 19 608 

Tuberculosis hospitals 3 251 

Maternity hospital 1 60 

Psychiatric hospitals 2 156 

Orthopaedic hospitals 2 42 

Out -patient services were provided in 1968 at the hospital out -patient departments, at 

26 health centres and 135 dispensaries. 

Medical and Allied Personnel and Training Facilities 

In 1967, Haiti had 348 doctors or 1 doctor per 13 000 inhabitants. Other health 
personnel included: 

Dentists 88 

Pharmacists 42 

Pharmaceutical auxiliaries 7 

Assistant midwives 11 

Fully- qualified nurses 367 

Nurses with midwifery qualifications 48 

Assistant nurses 131 

Auxiliary nurses 675 

Sanitary engineers 7 

Sanitarians 123 

Physiotherapists 4 

Laboratory technicians 78 

Laboratory auxiliaries 23 

X -ray technicians 32 

Haiti has 1 medical and pharmaceutical faculty and 1 dental faculty at the University of 
Haiti in Port -au- Prince. During the academic year 1967/68, these faculties enrolled 65 

dental students, 415 medical students and 29 pharmaceutical students, and 2 dentists and 46 
doctors graduated at the end of the year. The Э nursing schools in Port -au- Prince, 
Cap- Haitien and Les Cayes, which offer a 3 -year course had 207 students and 54 graduates. 
Auxiliary nurses are given an 8 -month course at the National School for Auxiliaries. The 
School for Medical Technology provides a 2 -year course for laboratory technicians. 

Communicable Disease Control and Immunization Services 

Control campaigns have been initiated against the following diseases: malaria, yaws, 

tuberculosis and diarrhoeal diseases. 

The following immunization procedures were carried out in 1967: 
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Smallpox 338 024 

Typhoid and paratyphoid fevers 25 504 

Whooping -cough 14 143 

Tetanus 14 143 

Diphtheria 11 883 

Specialized Units 

In 1968, maternal and child health care was based on 26 centres which were attended by 

13 441 pregnant women and 28 995 children up to 5 years of age. In 1968, the number of 

deliveries conducted in hospitals was 41 029. There were 10 school health units. Dental 

care was given at 97 units where 62 527 persons were treated. Medical rehabilitation services 

were provided at З independent medical rehabilitation centres and 1 hospital rehabilitation 
department. Psychiatric consultations were given at 1 centre which was attended by 1142 

new out -patients. Haiti has 7 public health laboratories. 

Major Public Health Problems 

The most important public health problem is environmental sanitation, particularly 
sewage disposal and drinking -water supplies. Other health concerns are: the high general 
mortality rate and more particularly the high infant mortality rate, the high incidence rate 
of communicable diseases, the prevalence of malnutrition, the high birth -rate, the low level 

of hygiene, the inadequate health infrastructure, the shortage of human and material 
resources, the absence of organized biostatistical services. 

National Health Planning 

Haiti has not yet an effective national health plan. The existing plan covering 5 

years is only a list of projects and programmes for the development of the health services, 
indicating a number of objectives and priorities. The main objectives set out in this 

plan are: integration of preventive and curative health services and development of a solid 
and efficient health infrastructure based on the regionalization of the services; improvement 
of the environmental conditions, particularly drinking -water supplies, excreta disposal, food 

hygiene and housing conditions; intensification of the control of communicable diseases such 
as tuberculosis, tetanus, typhoid fever, enteric diseases, parasitoses, infantile diarrhoea; 
improvement of the nutritional status of the vulnerable population groups (pregnant women, 
infants and pre -school children); reduction of maternal and infant mortality; training 
of technical health personnel; health education of the public. 

International Assistance 

In 1968, WHO /PAHO's assistance to Haiti included the following projects: 

Malaria Eradication Programme (1961- ): to eradicate malaria from the country. 

Smallpox Eradication (1968- ): to carry out a campaign aimed at vaccinating at least 
80 per cent, of the population against smallpox. 

Water supplies (1960- ): to plan, design, and finance an extension of the water - supply 
system of Port -au- Prince and, later, to plan systems for the rest of the country. 

Health Services (1957 -1970): to develop integrated public health services at the central, 

intermediate and local levels, to develop the services in a demonstration area set up in the 

Western Department, and to train personnel. 
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Fellowships (1968): health statistics, orthopaedic appliances, sanitary engineering. 

Laboratory Services (1953- 1970): to strengthen public health, set up subsidiary 
laboratories in З local areas, and improve hospital and dispensary laboratories. 

Nutrition (1961- 1971): to improve nutrition by means of direct aid, education and 
training and community development; and to integrate nutrition work into the general health 
service. 

Nutrition and Maternal and Child Health (1965- ); to strengthen the nutrition education 
work carried out by the Mother and Child Health Centre of the Port -au- Prince General Hospital, 

Medical Education (1968- ); to improve the quality of medical training. 

Nursing Education (1968- 1970): to make an assessment of nursing needs and resources; 
to improve the 3 schools of nursing and revise their curricula; to develop the newly 
established National School for Nursing Auxiliaries; and to provide in- service training to 
nursing auxiliaries, especially in the rural areas. 
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HONDURAS 

Population and Other Statistics 

At the last census, taken in April 1961, the population of Honduras was 1 884 765. 

Population estimates and some other vital statistics, for the period 1965 -1968, are given in 

the following table: 

].965 1966 1967 1968 

Mean population 2 181 200 2 267 000 2 333 000 2 412 900 

Number of live births 99 871 100 266 

Birth -rate (per 1000 population) 45.8 44.2 

Number of deaths 19 698 20 493 

Death -rate (per 1000 population) 9.0 9.0 

Natural increase (per cent.) 3.68 3.52 

Number of infant deaths 4 116 3 790 

Infant mortality rate (per 1000 

live births) 41.2 37.8 

Number of deaths, 1 -4 years 4 121 4 353 

Death -rate, 1 -4 years (per 1000 

population at risk) 12.0 11.2 

Number of maternal deaths 256 206 

Maternal mortality rate 

(per 1000 live births) 2.6 2.1 

The communicable diseases most frequently notified in 1968 in the reporting area were 

malaria, new cases (15 666), amoebic dysentery (9600), influenza (5503), gonorrhoea (4787), 

measles (3598), whooping -cough (2580), bacillary dysentery (2389), tuberculosis, all forms, • new cases (2311), syphilis, new cases (2037), typhoid and paratyphoid fevers (902), 

infectious hepatitis (340), poliomyelitis (54), meningococcal infections (42), diptheria (6). 

Organization of the Public Health Services 

The Ministry of Public Health and Social Assistance is the responsible authority for the 

public health of Honduras. It is assisted by a number of autonomous bodies: the National 

Autonomous Service for Water Supply and Sewerage Systems (Sanaa), the National Council of 

Health, the Communal Development Fund (FDC), the National Children's Foundation. 

The Ministry of Public Health and Social Assistance comprises, in addition to adminis- 

trative services, the sectoral planning unit, the bio- statistics service, the legal office and 

the office for drug control. 

The organization of the Ministry includes the Directorate - General of Public Health and 

the Directorate -General of Medico -social Assistance. The Directorate General of public 

health is in general charge of the organization, supervision, control and evaluation of the 

largely decentralized health services of the country, except for the hospitals which are 
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administered by the Directorate - General of Medico -social Assistance. The integration of all 
health services in the country has been gradually introduced since 1964, with, as a first step, 

the integration at the regional and local level of the health centres with the hospitals. So 

far this integration has been achieved for 5 hospitals and health centres. Following this 
reorganization, the Directorate - General of Public Health and the Directorate -General of 
Medico -social Assistance will be merged in 1 General -Directorate of the National Health 
Service of Honduras. The final phase will be the integration of all autonomous health 
institutions within the Ministry. 

The Directorate -General of Public Health is sub -divided into a number of technical 
divisions including: tuberculosis, epidemiology, environmental sanitation, health promotion, 
health education and laboratories. The health services at the local level are decentralized 

to 7 health districts with their health departments which are responsible for all health 
activities in their respective areas. These health districts however, do not correspond to 
the administrative division of the country. In each district there is at least 1 hospital 

and a district health centre with a number of sub -centres and health posts. 

Hospital Services 

In 1967, Honduras had 39 hospitals with altogether 4142 beds of which 2929 beds were in 
11 government-maintained establishments. The bed population ratio was 1.8 per 1000. 

These beds were distributed as follows: 

Category and number Number of beds 

General hospitals 34 3 408 

Tuberculosis hospital 1 500 

Maternity hospitals 2 15 

Paediatric hospital 1 8 

Psychiatric hospital 1 211 

Out- patient facilities were available in 1968 in 9 hospital out -patient departments, 

19 polyclinics, 9 health centres, 69 dispensaries, 79 medical aid posts and 38 mobile health 

units. 

Medical and Allied Personnel and Training Facilities 

In 1967, Honduras had 491 doctors, or 1 doctor per 4750 inhabitants. Other health 

personnel included: 

Dentists 40 

Pharmacists 10 

Fully -qualified nurses 150 

Nurses with midwifery 
qualifications 10 

Assistant nurses 432 

Auxiliary nurses 613 

Veterinarian 1 

Sanitary engineers 3 

Sanitarians 54 
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Physiotherapists 4 

Laboratory technicians 78 

X -ray technicians 23 

Nutritionists 4 

Health educators 19 

Social workers 21 

The University of Honduras has faculties of medical sciences, odontology, and pharmacy. 

A plan for the development of the University which has already been approved, foresees the 

amalgamation of these 3 faculties into a department of health sciences where doctors, nurses, 

dentists, pharmacists and microbiologists will be trained. 

During the academic year 1967/68, there were 44 dental students, 240 medical students and 

23 pharmaceutical students. The number of graduates in these 3 disciplines was 33 

dentists, 6 doctors and 6 pharmacists. The faculty of medical sciences, also organizes since 
1966 a programme for the training of teachers. The main problem in the field of medical and 

allied personnel training in the past years has been the low output of graduates in relation 
to the national needs. A considerable effort has been made to increase the number of students. 
Nursing training is provided at one school which organizes a 4 -year course. Auxiliary nursing 
training is given in 2 schools which have a 3 -year course. There is also 1 school for the 
training of laboratory technicians and 1 school for laboratory assistants. 

Communicable Disease Control and Immunization Services 

Although a decrease in the incidence of communicable diseases has been noted during the 
reporting period, this category of diseases still represents an important health problem 
because of the morbidity and mortality they cause, and because of the financial resources their 
control requires. The infant mortality rate due to infectious diseases has decreased to 60.7 
per cent, as compared with 72 per cent, in previous years. The general mortality due to these 
diseases has been reduced progressively to 227.9 per 100 000 inhabitants in 1968. 

The incidence of typhoid and paratyphoid fevers in the reporting area has been reduced to 

54.2 per 100 000 inhabitants which, considering that this area covered 50 per cent, of the 

population in 1965 and 69 per cent. in 1968, indicates a decrease of over 50 per cent, in the 

number of reported cases of these diseases. The tuberculosis mortality was 199 per 100 000 . inhabitants in 1965 and 95.8 per 100 000 in 1968. The coverage through BCG vaccination has 
increased by 25 per cent, during the period under review. Poliomyelitis still represents a 
heavy risk for the health of the population. Although immunization against this disease has 
increased by a 100 per cent. between 1966 and 1968, an outbreak occurred in 1968. 

Since 1968, a measles vaccination campaign was started in various regions, covering 
42 per cent, of all children in the reporting area. The incidence of syphilis and gonorrhoea 

dropped by 52 per 100 000 inhabitants. Although smallpox does not occur in Honduras, strict 

control measures through vaccination have been maintained in the country. 

According to statistics which have been collected during the period under review, the 

following were the commonest communicable diseases notified in 1968: infections of the 

respiratory tract (26.5 per cent, of all notified diseases), intestinal parasitoses (25.9 per 

cent.), anaemias (14.1 per cent.), diarrhoeas (13.4 per cent.), malaria (6.3 per cent.), 

malnutrition (2.8 per cent.), venereal diseases (1.9 per cent.), measles (1.4 per cent.), 

tuberculosis of the lung (0.8 per cent.). 
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The following immunization procedures were carried out in 1967; 

Poliomyelitis 218 941 

BCG 215 755 

Smallpox 186 105 

Diphtheria, whooping -cough 
and tetanus 141 195 

Typhoid and paratyphoid 
fevers 40 029 

Specialized Units 

In 1968, there were 129 centres engaged in maternal and child health care. They were 
attended by 24 835 pregnant women, 46 918 infants under 1 year and 67 293 children aged 1 to 
4 years. Domiciliary care was given to 7510 pregnant women, 13 496 infants and 21 536 
children aged 1 to 4 years. In 1968 of all deliveries, 20 340 were conducted in hospitals. 
School health services were provided at 94 centres. They were attended by 49 857 children. 
Dental care was available at 24 dental units, at which 26 248 patients were treated. 
Rehabilitation services were provided at 3 independent medical rehabilitation out -patient 
centres and 3 hospital rehabilitation out -patient departments. These establishments were 
attended by 1716 and 2098 new out -patients respectively. Psychiatric consultations were 
given at 2 centres. A number of out -patient facilities was also provided in certain of 
the specialized clinical fields. These included 9 tuberculosis clinics and 1 centre for 
the treatment of leprosy cases. The 39 public health laboratories carried out 412 823 
examinations. 

Environmental Sanitation 

At the end of 1968, out of the 2579 communities with a population of 2 479 900, only 
279 with 847 700 inhabitants had piped water systems which served 60.8 per cent, of the 
population, whereas 29.2 per cent, had water from public fountains. Of these 2579 
communities, 34 with 555 300 inhabitants had sewerage systems. In the same year, 60.6 per 
cent, of the population lived in houses connected to sewers. 

Major Public Health Problems 

Among the major public health problems of Honduras which have already been referred to 
are the high incidence of communicable diseases and the serious deficiencies in environmental 
hygiene, particularly as regards the provision of potable water supplies and the availability 
of facilities for the disposal of sewerage and other wastes. Other priority areas are the 
development of activities related to the integrated care of mothers and children, the training 
of professional and auxiliary health personnel, the improvement of the collection and analysis 
of statistical health data on which programmed action can be based and the improvement of 
the nutritional status of the population. 

Social and Economic Developments of Significance for the Health Situation during the 
Period 1965 -1968 

The period under review has witnessed a steady progress in the field of health, an 

increase in the economic resources of the central government, resulting in an increase of the 

share devoted to health services. The development of professional and auxiliary health 
manpower and the improved health coverage of the urban as well as rural population, control 
activities against communicable diseases, particularly tuberculosis and malaria, and the 

improvement of environmental health conditions are some of the main achievements in the 
health field. The percentage of the total population now covered by health and medical 
services provided by the Ministry of Public Health and Social Assistance had reached 
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68 per cent, at the end of 1968, as compared with 56.6 per cent. in 1965. A number of 
activities which have traditionally been carried out by the Ministry have been transferred to 
specialized and autonomous agencies. Thus the provision of drinking -water and sewers in 

rural and urban areas has become the responsibility of the National Autonomous Service for 
Water Supply and Sewerage Systems ( Sanaa). This is also the case for the National Institute 
of Social Security (IHSS), which provides medical care services within the social security 
scheme. This Institute is carrying out surveys and is evolving methods in order to achieve 
a maximum co- ordination of the medical and welfare services which will allow an optimum 

rationalization of the available resources. 

National Health Planning 

In 1965, a Commission was created for the preparation of a national health plan, which 

covers the period 1965 -1968. This plan has been formulated according to a new methodology 

which aims at making in the first instance a diagnosis of the country's health situation, on 

which the actual planning is based. This over -all health plan aims at the development of 

integrated regional and district plans. For this purpose, the country has been divided into 

7 health districts. 

Medical and Public Health Research 

In 1966 the Department of Physiological Sciences of the National University of Honduras 

started an inventory of the national flora with a view to a possible therapeutic use of 

the plants traditionally considered as medicinal plants. This survey is supported and 

financed by the Ministry of National Resources. Other research activities were carried out 

in the clinical fields by the Faculty of Medical Sciences of the University of Honduras. In 

1967, the International Research and Medical Teaching Centre started a number of investigations 

related to smallpox and measles vaccination, and to the prevention of diarrhoea) diseases. 

International Assistance 

In 1968, WHO/PAHO's assistance to Honduras included the following projects: 

Malaria Eradication Programme (1956- ): to eradicate malaria from the country. 

Tuberculosis Control (1962- ): to organize a demonstration area for the purpose of 

obtaining epidemiological data on tuberculosis, applying and evaluating control methods, and 

training staff for the extension of the programme to other areas. 

Water Supplies (1960- 1972): to plan and carry out national programmes for the construction 

of water -supply systems and for the improvement of existing services. 

Health Services (1955 -1970): to organize integrated public health services at the central 

and local levels; to improve environmental health services; and to train professional and 

auxiliary personnel. 

Fellowships (1968) in various health fields. 

Medical Care Services (1965 -1970): to improve the medical care services of the social 

security institutions. 

Medical Education (1965- 1970): to strengthen the teaching of the basic medical sciences 

and organize a department of preventive and social medicine at the Faculty of Medicine of the 

University of Honduras. 
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Nursing Education (1966- 1970): to develop the School of Nursing of the University of 
Honduras. 

Sanitary Engineering Education (1965- 1970): to organize short intensive courses for 
personnel working on water -supply and general sanitation programmes; and to carry out 
research on water supply problems and problems of industrial wastes disposal. 

Government Health Expenditure 

The general government health expenditures for 1968 amounted to approximately 12.5 million 
lempiras, representing an estimated per capita expense of 5.2 lempiras for health purposes. 
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JAMAICA 

Population and Other Statistics 

At the last census, taken in April 1960, the population of Jamaica was 1 613 880. 

Population estimates and some other vital statistics, for the period 1965 -•1968, are given in 
the following table: 

1965 1966 1967 1968 

Mean population 1 791 000 1 839 000 1 876 000 1 913 000 

Number of live births 69 768 71 364 67 438 65 402 

Birth -rate (per 1000 population) 39.0 38.9 36.0 34.2 

Number of deaths 14 084 14 288 13 295 14 557 

Death -rate (per 1000 population) 7,9 7.8 7.0 7.6 

Natural increase (per cent.) 3.11 3.11 2.90 2.66 

Number of infant deaths 2 612 2 524 2 057 2 270 

Infant mortality rate (per 1000 

live births) 37.44 35.37 30.50 34.7 

Number of deaths, 1 -4 years 1 095 not available 2 525 

Number of maternal deaths 123 not available 

Maternal mortality rate (per 

1000 live births) 1.76 not available 

Of the 14 557 deaths recorded in 1968, the main causes were (ICD 1965): cerebrovascular 
disease (1914), ischaemic heart disease and other forms of heart disease (1644), malignant 
neoplasms (1512), bacillary dysentery and amoebiasis, enteritis and other diarrhoeal 
diseases (993), pneumonia (918), avitaminosis and other nutritional deficiency diseases (689), 

congenital anomalies, birth injury, difficult labour and other anoxic and hypoxic conditions, 
and other causes of perinatal mortality (593), hypertensive disease (550), accidents (526, 

including 176 motor vehicle accidents), diabetes mellitus (497), bronchitis, emphysema and 
asthma (247). 

The communicable diseases most frequently notified in 1968 were: gonorrhoea (37 070), 

influenza (1691), measles (1652), syphilis, new cases (957), whooping -cough (514), 
tuberculosis, all forms, new cases (369), infectious hepatitis (102), typhoid fever (98), 

dysentery, all forms (62), diphtheria (44), leprosy (29), yaws, new cases (13), meningococcal 
infections (11), malaria, new cases (2). 

Organization of the Public Health Services 

The administration of the health sector is mainly the responsibility of the central 
government through the Minister of Health who is directly answerable to the Parliament. The 

Minister of Health is assisted by the Chief Medical Officer, who advises on all technical 
matters, and by the Permanent Secretary, who advises on all administrative matters. Each 
of the two main divisions, health services and medical services, are headed by a principal 
medical officer. The following departments report directly to the principal medical officer 

(health): quarantine, vital statistics, epidemiology and occupational health; tuberculosis 
control; venereal diseases control and yaws; insect control; leprosy; sanitary engineering; 
West Indies School of Public Health; health education. 
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Responsibility for certain aspects of public health and sanitation is vested in the 

Kingston and St. Andrew Corporation and rural parish councils through local boards of health 
(under the portfolio of the Minister of Local Government) with a Central Board of Health 

acting in an advisory capacity. This latter has wide regulation -making powers and can act if 

a local board fails to perform its functions satisfactorily. The parish council as the local 

board of health serves as the agent of the Ministry of Health, through the functions of the 

local health department. All health personnel other than medical officers of health and 
public health nurses are employed by the parish council. The Medical Officer of Health is 

employed by the Ministry of Health and serves as liaison between the Ministry of Health and 
the parish council. 

A new Public Health Bill has been submitted to legislature for consideration. It 

proposes to abolish the Central Board, to confirm the parish councils as local boards of health, 
and to vest policy -making in the Ministry of Health. 

The local services are provided through the agency of 13 local health authorities; the 

Kingston and St. Andrew Corporation and 12 parish councils. The local services are 

considerably strengthened by the assignment of whole -time medical officers of health, public 

health nurses, staff nurses and public health inspectors. 

Medical care services are operated by the Ministry through the 45 medical districts into 
which the island is divided. Each parish has at least 1 public hospital which is under the 

direction of a Regional Hospital Board. There are 7 hospital regions. 

Hospital Services 

In 1967, Jamaica had 28 hospitals with altogether 7036 beds to which 110 956 patients 

were admitted during the year. The bed /population ratio was 3.8 per 1000. These beds were 

distributed as follows: 

Category and number Number of beds 

General hospitals 22 3 034 

Tuberculosis hospital 1 222 

Maternity hospital 1 164 

Paediatric hospital 1 200 

Psychiatric hospital 1 3 115 

Physiotherapy and 
rehabilitation hospital 1 116 

Leprosarium 1 185 

Out -patient facilities were available in 1968 at 22 hospital out -patient departments, 

including the University Hospital out -patient department, at 1 polyclinic, at 91 health 

centres, at 59 dispensaries and at 1 mobile health unit. 

Medical and Allied Personnel and Training Facilities 

In 1967, Jamaica had 1259 doctors of whom 217 were employed by the Government. The 

doctor /population ratio was 1 per 1490. Other health personnel included: 

Dentists 

Pharmacists 

Midwives 

163 

584 

З 712 
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Fully- qualified nurses 

Assistant psychiatric nurses 

Assistant nurses 

Veterinarians 

Sanitary engineers 

Sanitarians 

Physiotherapists 

Laboratory technicians 

X -ray technicians 

Dietitians 

Occupational therapists 

Psychiatric social workers 

4 869 

674 

285 

33 

2* 

90* 

12* 

79* 

28* 

9* 

3* 

2* 

*In government service. 

The University of the West Indies in Kingston has the responsibility to prepare and train 
physicians for a large proportion of the Caribbean area. 

Public health inspectors (sanitarians) are trained at the West Indies School of Public 
Health. During the academic year 1967/68, there were 20 students enrolled for the basic 
course and 22 for the post -graduate course. A 3 -year nurse training course is given at 

one nursing school which in 1967/68 had 700 students and 148 graduates. Midwives are trained 
in an 18 -month course given in 1 school which was attended by 151 students. Laboratory 
technicians are trained on an in- service basis at the government laboratory and at the 

University of the West Indies. Jamaica also has 1 school for radiographers which provides 

a 2 -year course. 

Immunization Services 

At present only smallpox immunization is compulsory by law, but changes are being intro - 

duced into the new public health law and other immunizations will be grouped together under a 

separate regulation. 

The following immunization procedures were carried out in 1967: 

Typhoid and paratyphoid fevers 210 137 

Smallpox 92 587 

Diphtheria, whooping -cough and 
tetanus 56 067 

Poliomyelitis 49 005 

BCG 30 582 

Chol era 63 

Yellow fever 53 

Specialized Units 

In 1968, maternal and child health care was given to 51 583 pregnant women and 111 959 

children aged 1 to 5 years. Domiciliary care was given to 29 309 pregnant women, 73 210 

children under 1 year and 11 252 children aged 1 to 5 years. The total school population had 
access to school health services and 107 940 schoolchildren were examined and treated. Dental 
treatment was given in 88 dental service units (including 13 which are not functioning at 
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present), to 191 000 patients. Other specialized units included 1 independent medical 
rehabilitation centre, 14 psychiatric out -patient clinics, 1 tuberculosis clinic, 1 venereal 

diseases clinic and 1 leprosy clinic. 

Environmental Sanitation 

Of the 3196 communities with a population of 1.6 million, 2680 communities with 1.3 million 

inhabitants had piped water systems, whereas 516 communities with a population of 253 600 had 

no provision for water. Only 1 community with 413 571 inhabitants had a sewerage system and 

13.5 per cent, of the population were living in houses connected to sewers. 

National Health Planning 

There is a 5 -year socio- economic development plan in Jamaica, but so far the health 

sector has not been included. Activities of the Ministry of Health in this respect have been 

confined to the details of budgetary provisions as passed each year by the Parliament, and 

provisions in the general plan for the expansion programme of hospitals. 

For the period 1968 -1971, priority has been given to systematic and continuous collection 

of reliable and detailed information on all aspects and activities of health, in order to 

formulate and implement a national public health service development programme. The main 

objectives are to train health personnel according to programme needs and to improve organi- 

zation of and procedures within the public health service. The plan is now in the preliminary 

phase, involving the setting up of the necessary committees and units within the Ministry of 

Health. As the plan develops it will be implemented on a trial basis in a part of the 

Kingston/St. Andrew Corporation. 

International Assistance 

In 1968, WHO /PAHO's assistance to Jamaica included the projects: 

Water Supplies (1963- 1970): to improve water - supply systems and construct new ones in 

rural areas. 

Health Services (1963- 1970): to make an assessment of health problems, needs and 

resources and the cost of public health services; and to prepare and implement a national 

health plan as part of the plan for social and economic development of the country. 

Mental Health (1964- 1970): to implement a mental health programme, integrated into the 

general health services, that includes curative and preventive services and training of 

personnel. 

Radiation Protection (1968- ): to develop radiation protection services in hospitals 

and other institutions; and to train personnel for these services. 

Medical Care and Hospital Administration (1967- 1968): the Organization assisted the 

University Hospital of the West Indies in training staff in medical services administration 

designing systems and reorganizing its financial structure. 

Public Health Training Centre (1967- ): to improve the training of health inspectors 

and nurses specializing in public health which is provided by the West Indies School of Public 

Health. 

Department of Preventive Medicine, University of the West Indies (1963- 1970): to improve 
the courses given by the Department of Preventive Medicine of the University of the West Indies, 
and to expand the teaching of medicine in the Carribean area. 

Advanced Nursing Education, University of the West Indies (1965- 1970): to develop the 
programme of advanced nursing education in the University of the West Indies, strengthen the 
basic nursing education programme, and organize in- service training for nurses. 
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MEXICO 

Population and Other Statistics 

At the last census, taken in June 1960, the population of Mexico was 34 923 129. 
Population estimates and other vital statistics, for the period 1965 -1968, are given in the 
following table: 

1965 1966 1967 1968 

Mean population 

Number of live births 

Birth -rate (per 1000 population) 

Number of deaths 

Death -rate (per 1000 population) 

Natural increase (per cent.) 

Number of infant deaths 

Infant mortality rate (per 

1000 live births) 

Number of deaths, 1 -4 years 

Death -rate, 1 -4 years (per 

1000 population at risk) 

Number of maternal deaths 

Maternal mortality rate (per 

1000 live births) 

42 

1 

689 000 

888 171 

44.2 

404 163 

9.5 

3.47 

114 600 

60.7 

59 263 

9.5 

3 109 

1.6 

44 

1 

145 000 

954 340 

44.3 

424 141 

9.6 

3.47 

122 868 

62.9 

63 912 

10.0 

2 967 

1.5 

45 

1 

671 000 

981 363 

43.4 

420 298 

9.2 

3.42 

124 984 

63.1 

58 163 

8.8 

2 992 

1.5 

47 

2 

267 000 

058 251 

43.5 

452 910 

9.6 

3.39 

132 198 

64.2 

66 774 

9.8 

2 850 

1.4 

Of the 452 910 deaths recorded in 1968, the main causes were (ICD 1965): symptoms and 
ill- defined conditions (79 825), pneumonia (71 113), congenital anomalies, birth injury, 
difficult labour and other anoxic and hypoxic conditions, other causes of perinatal mortality 
(37 119), accidents (21 939, including 3465 motor vehicle accidents) malignant neoplasms 
(15 937), cerebrovascular disease (11 594), measles (10 011), cirrhosis of liver (9535), 

ischaemic heart disease (8925), bronchitis, emphysema and asthma (8324), tuberculosis of the 

respiratory system (7988), airtaminosis and other nutritional deficiency (7749), influenza 
(7739), bacillary dysentery and amoebiasis, enteritis and other diarrhoeal diseases (6918), 

whooping -cough (5266), diabetes mellitus (5163), nephritis and nephrosis (4961), anaemias 
(4355). 

The communicable diseases most frequently notified in 1967 were: measles (41 691), 

whooping -cough (40 697), influenza (29 722), malaria, new cases (15 163), tuberculosis, all 

forms, new cases (14 683), syphilis, new cases (13 557) amoebic dysentery (12 779), 

gonorrhoea (12 522), typhoid and paratyphoid fevers (8155), infectious hepatitis (4066), 

bacillary dysentery (4025), scarlet fever (1800), leprosy (864), poliomyelitis (636), 

diphtheria (542), rabies in man (82), louse -borne typhus (77). 

Organization of the Public Health Services 

Although Mexico has both Federal and State Governments, the health services, by agreement, 

are furnished to the States by the Federal Government through the "Servicios Coordinades de 

Salud Publica en Estados y Territorios ". 
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Health services are the concern of three main agencies: the Ministry of Health and 
Welfare, the Social Security and Social Services Institute for Civil Servants and the 
Mexican Social Security Institute. In addition, medical and health services are provided 
by army, navy and air force, the Pemex (national oil company), the railways and by faculties 
of medicine. A co- ordinating committee has been established under the direction of the 
Minister of Health in order to co- ordinate the health activities and programmes of all these 
bodies. 

Within the Ministry of Health and Welfare, there are 2 under secretariats, 1 for health 
and 1 for welfare. Two directors -general, namely the Director- General for the co- ordination 
of public health services in the 28 states and the 2 territories and the Director -General 
for the Federal District, are in charge of the execution of the health programmes in 
collaboration with the state governments concerned. The under -secretariat for health includes 
the following directorates: epidemiology and health programmes, biostatistics, industrial 
health, health education, public health training and public health research. Directorates 
under the control of the under -secretariat for welfare include medical assistance, mental 
health and rehabilitation, maternal and child health, dental health, social welfare and 

nursing. 

Each state has a co- ordinated health service with the following main departments: 
preventive medicine, medical care, community development, environmental sanitation and 
administration. 

Hospital Services 

In 1966, Mexico had 3055 hospitals, providing 86 151 beds or 2.0 beds per 1000 
population. These beds were distributed as follows: 

Category and number Number of beds 

General and specialized hospitals 

Medical centres 

Maternity hospitals 

1 

1 

689 

345 

021 

66 

2 

16 

860 

761 

530 

Medical and Allied Personnel 

In 1967, Mexico had 25 033 doctors. The doctor /population ratio was 1 per 1820. 

Other health personnel included: 

Dentists 3 463 

Pharmacists 850 

Fully- qualified nurses 9 000 

Assistant nurses 40 000 

Veterinarians 1 800 

Sanitary engineers 81 

Sanitarians 1 231 

Laboratory technicians 327 

X -ray technicians 61 

Other scientific personnel 1 938 
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Communicable Disease Control and Immunization Services 

Smallpox has been eradicated in Mexico since 1953. In order to maintain an adequate 
level of immunity intensive vaccination campaigns are carried out. It is estimated that 
at present about 50 per cent, of the population has been immunized. Although Aedes aegypti 
had been successfully eradicated in 1963, the country has again been reinfested in the 
provinces bordering the United States of America. Epidemic typhus occurs sporadically in 
Mexico. 

In addition to routine poliomyelitis vaccination, an intensive vaccination campaign 
has been launched in 6 states with a population of 1 475 000 children under 5 years of 
whom 81.3 per cent, received all 3 doses. The second phase of this vaccination programme 
covered 18 states with 3 750 000 children under 5 years and in the first semestre of 1969 
the remaining states were covered. The national production of vaccines in the country has 
been developed and it is expected to reach an annual production of 50 000 000 doses as 
compared with the 12 to 14 000 000 doses presently produced. 

Measles is still an important disease because of its high mortality and morbidity. 
In 1968 the first batch of measles vaccines was produced in the Mexican Institute of 

Vaccines and Biological Substances. The development of this production will allow the 
health authorities to launch a national vaccination campaign. In 1960, there were about 
58 cases of pinta for 1000 inhabitants. The rate is at present 7.9 per 1000. Endemic 
rabies among the canine population causes every year a number of cases of human rabies. 
In order to interrupt the transmission of this disease, it has been decided to vaccinate 
the entire dog population of the country. There are at present 13 590 notified cases of 
leprosy of which 10 070 are under treatment. Tuberculosis is still an important health 
problem in Mexico. The control programmes have been intensified on the northern border, 
in the south -eastern part of the country and in the federal district. Case -finding, BCG 
vaccination, treatment of cases and examination of contacts are the main control measures 
taken. At the end of 1965 approximately half the malarious area of Mexico with 12.8 million 
inhabitants (61 per cent, of the population of the malarious area) was in the consolidation 
phase and the other half of the malarious area with 8.7 million inhabitants (39 per cent.) 
was still in the attack phase. 

The following immunization procedures were carried out in 1967: 

Smallpox 3 244 116 

Poliomyelitis 1 704 127 

BCO 976 335 

Diphtheria, whooping -cough and tetanus 964 069 

Cholera 839 

Yellow fever 779 

International Assistance 

In 1968, WHO/PAll's assistance to Mexico included the following projects: 

Malaria Eradication Programme (1956- ): to eradicate malaria from the country. 

Malaria Eradication in Problem Areas (1965- 1968): the aim was to investigate the utility 
of combinations of attack measures by multipurpose personnel in limited areas, for interrupting 

the transmission of malaria in areas of persistent transmission. 

Water Supplies (1961 -1970): to plan a national water - supply programme. 
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Health Services (1966- ): to provide for the study of specific problems in specialized 
fields of health. 

Fellowships (1968): health facilities design, physical therapy, radiation protection in 

industry. 

Laboratory Services (1958 -1971): to plan new public health laboratories, develop the 
production of biologicals and train personnel; and to expand the food control services of 

the National Health Laboratory and the epidemiological studies carried out by the National 
Institute of Virology. 

Vaccine Production (1968- ): to ensure the production of oral poliomyelitis vaccine 
to meet the needs of the poliomyelitis eradication programme. 

Biostatistics and Social Security (1968- ): to improve techniques and procedures for 
the collection, processing and analysis of morbidity, mortality and medical care statistics 
in the clinics and hospitals of the Institute of Social Security. 

Industrial Hygiene (1966- 1971): to organize studies to determine the health risks to the 

community arising from industrial development and to plan preventive measures. 

Medical Services in Rural Areas (1967- ): to co- ordinate and improve the medical 
care services in rural areas. 

School of Public Health (1954- ): to strengthen and expand the teaching programme of 

the School of Public Health of the University of Mexico. 

Medical Education (1958 -1970): to improve medical education, especially by providing 
teaching staff with training in the preventive and social aspects of medical practice. 

Nursing Education (1958 -. ): to improve basic nursing education; and to prepare 
graduate nurses to serve as instructors, and professional nurses for the training of auxiliary 
nursing personnel. 

Sanitary Engineering Education (1961- 1971): to organize post -graduate courses for 

engineers who wish to specialize in sanitary engineering. 
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PANAMA 

Population and Other Statistics 

At the last census, taken in December 1960, the population of Panama was 1 075 541. 

Population estimates and some other vital statistics, for the period 1965 -1968, are given in 
the following table: 

1965 1966 1967 1968 

Mean population 1 245 900 1 286 700 1 328 700 1 372 200 

Number of live births* 47 351 49 394 50 795 53 053 

Birth -rate (per 1000 

population) 38.2 38.4 38.2 38.7 

Number of deaths* 8 739 9 184 8 938 9 849 

Death -rate (per 1000 
population) 7.3 7,1 6.7 7.2 

Natural increase (per cent.) 3.09 3.13 3.15 3.15 

Number of infant deaths* 2 116 2 225 2 169 2 186. 

Infant mortality rate (per 

1000 live births) 44.7 45.0 42.7 41.2 

Number of deaths, 1 -4 years ** 1 172 1 373 1 323 - 

Death-rate, 1 -4 years (per 

1000 population at risk) 7.4 7.9 7,4 - 

Number of maternal deaths 74 73 72 71 

Maternal mortality rate (per 

1000 live births) 1.6 1,5 1.4 1.3 

* 
For the year 1965 these data exclude tribal Indian population except in provinces 

of Bocas del Toro and Darién. 
** 

Excluding tribal Indian population. 

Of the 9849 deaths recorded in 1968, the main causes were (ICD 1965): symptoms and ill - 

defined conditions (1928), ischaemic heart disease (615), malignant neoplasms (613), enteritis 

and other diarrhoeal diseases (575), pneumonia (549), cerebrovascular disease (545), accidents 

(544, including 180 motor vehicle accidents), bronchitis, emphysema and asthma (334), whooping - 

cough (273), tuberculosis of the respiratory system (263), measles (215). 

The communicable diseases most frequently notified in 1968 were: influenza (4121), 

measles (807), malaria, new cases (575), tuberculosis, all forms, new cases (447), gonorrhoea 
(217), whooping -cough (165), dysentery, all forms (131), syphilis, new cases (111), diphtheria 

(10), trypanosomiasis (1), poliomyelitis (1), scarlet fever (1). 

Organization of the Public Health Services 

Since 1969, the Ministry of Labour, Social Welfare and Public Health has been divided into 

the Ministry of Health and the Ministry of Labour and Social Welfare. The Ministry of Health 

is responsible for the promotion, protection and rehabilitation of the health of the country. 

It is also in charge of the formulation and execution of the national health plans. The 
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Directorate -General of Health and the Sub -Directorate General of Health are part of the Ministry 
of Health. They comprise 2 divisions, for technical services and for administrative services. 
The former has departments for malaria eradication (National Malaria Eradication Service), 
medical care services, maternal and child health, epidemiology, sanitary engineering and general 
technical services. The division of administrative services deals with supplies, personnel 
and budget. 

The Ministry of Health also has under its direct control a number of advisory permanent 
commissions and councils: the national planning commission which is part of the Ministry, the 

technical secretariat which acts as the secretariat and co- ordinating agency of the National 
Planning Commission, the sectorial department for health planning, the technical council of 

public health, the national malaria commission, the national commission for demographic policy, 
etc. The activities of a number of autonomous or semi -autonomous bodies (Social Security Fund, 
National Red Cross) are closely related to the Ministry of Health. 

The country is divided into 3 health regions, namely the eastern, central and western 
region, each of which has a decentralized health administration headed by a regional director 
who is responsible for all health activities and programmes in his region. The regional 
health administration is placed under the direct authority of the Directorate -General of Health. 

The regional director is advised by a regional health committee. The local level is con- 

stituted by 17 health areas. The health area director is responsible for the execution of the 

health programmes at the lowest administrative level. 

Hospital Services 

In 1968, Panama had 43 hospitals with a total bed complement of 4570 beds of which 3976 
were in 32 government hospitals. The bed population ratio was 3.3 per 1000. The 4570 beds 

to which 11 308 patients were admitted in 1968, were distributed as follows: 

Category and number Number of beds 

General hospitals 27 3 063 

Medical centres 13 187 

Tuberculosis hospital 1 316 

Paediatric hospital 1 255 

Psychiatric hospital 1 749 

Out -patient services were given in 1967 at 12 hospital out -patient departments, 12 poly- 

clinics of the Social Security, 38 health centres, 109 sub -centres of health, 4 mobile health 

units. These establishments recorded altogether 2 234 729 attendances during 1967. 

Medical and Allied Personnel and Training Facilities 

In 1968, Panama had 696 doctors of whom 641 were working in government service. The 

doctor population ratio was 1 per 1970. Other health personnel included: 

Dentists 

Pharmacists 

Fully- qualified nurses 

Assistant nurses 

Auxiliary nurses 

126 

55 

968 

24 

1 397 
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Sanitarians 106 

Laboratory technicians 246 

X -ray technicians 60 

Other scientific personnel 81 

Doctors are trained at the Medical Faculty of the University of Panama which had 17 

students during the academic year 1967/68. A large number of doctors are trained at foreign 
medical schools in Mexico, Spain, Colombia and in the United States of America. The medical 
curriculum is being revised with the object of producing doctors capable of dealing with the 
health needs of the country. The duration of medical studies, following 3 years of pre -medical 
studies, will be reduced from 5 to 4 years. In order to meet the demand for an increasing 
number of dentists in Panama, the dental faculty was created in May 1968. The school for 
medical technology of the Faculty of Natural Sciences and Pharmacy at the National University 
had 57 pharmaceutical students in 1967/68. Sanitary engineers are trained at the Engineering 
Faculty. The University of Panama is also responsible for the training of nurses who are 
given a 4 -year course. There were 79 nurse students in 1967/68; 47 graduated at the end of 

their studies. In 1967/68, 54 auxiliary nurses were enrolled in the 11 -month auxiliary nursing 
course; 42 completed the course in 1968. A 1 -year midwifery course is organized for graduated 
nurses. Training facilities were also available for laboratory technicians and sanitary 
inspectors. 

Communicable Disease Control and Immunization Services 

A 3 -year malaria eradication plan has been launched in Panama with the assistance of the 
United States Agency for International Development. The first DDT spraying cycle was carried 
out in 1969. It is anticipated that spraying activities and mass chemotherapy will achieve 
the interruption of malaria transmission within the plan period. In 1969, there was an out- 
break of Aedes aegypti infection in Colon. It is planned to integrate the tuberculosis control 
activities into the local health services. For this purpose, an intensive training programme 
has been envisaged for the personnel of the local level to become familiar with modern diagnostic 
and treatment techniques. BCG applied as a routine to all new -born infants and early detection 

with emphasis on bacteriological diagnosis are the main features of the control activities. 
The incidence of poliomyelitis has been consideraly reduced during the reporting period, 
although this disease still occurs in epidemic outbreaks every 5 to 6 years. The most vul- 
nerable population group are the children under 5 years of age. The morbidity rate in 1968 
was 0.4 per 100 000 inhabitants. The mortality rate varied between 0.08 and 0.5 per 100 000 
inhabitants during the period under review. Typhoid and paratyphoid fevers occur sporadically, 

particularly in urban areas. The morbidity rates from diphtheria are relatively low, ranging 
between 2.6 and 1.0 per 100 000 inhabitants during 1965 -1968. This disease affects mainly the 

children under 5 years of age. The mortality rates remained under 1 per 100 000. Whooping - 
cough is endemic in the country with epidemic outbreaks every 2 to 3 years, affecting mainly pre- 
school children. The mortality varied between 3.8 and 19.8 per 100 000 inhabitants during 

1965 -1968. Neonatal tetanus is a serious health problem in Panama. Over 80 per cent, of the 

deaths occur among babies aged less than 28 days. The infant mortality is high. During the 
years 1965 -1968 the measles mortality rates varied between 6.1 and 19.4 per 100 000 inhabitants. 

Venereal diseases show a tendency to increase. 

The following immunization procedures were carried out in 1968: 

Smallpox 

BCG 

Tetanus 

Diphtheria 

44 935 

34 073 

30 927 

26 979 
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Whooping -cough 26 979 

Poliomyelitis 14 010 

Yellow fever 6 370 

Chronic and Degenerative Diseases 

A national cancer control campaign had been initiated in 1969. Cancer of the uterus is 

the most frequently reported form of cancer in Panama with an estimated incidence of 33.8 per 
100 000 women, and of 94.8 per 100 000 women above 25 years of age. 

Nutrition 

In 1967, a national nutrition survey had been carried out under the auspices of the 
Ministry of Health, the Nutrition Institute of Central America and Panama (INCAP), and the 
Office for International Research of the National Institute of Health (NIH) of the United States 
of America. This survey showed that a high percentage of the population, particularly among 
the infant population, suffers from a chronic protein -calorie malnutrition. It is estimated 
that 48.8 per cent, of the children under 5 years suffer from first -grade, 10.8 per cent, from 
second -grade and 1.1 per cent, from third -grade nutritional deficiencies. This means that 
60.7 per cent, of the child population (under 5 years) suffer from some form of malnutrition. 
There is also a high prevalence of vitamin A deficiency, and of endemic goitre. An applied 
nutrition programme was started in 1963 and covers at present 122 rural communities with a 
population of about 84 000. 

Specialized Units 

In 1967, 12 pre -natal and child health centres were engaged in maternal and child health 
care. They were attended in 1966 by 33 366 pregnant women, 69 234 children under 1 year of 
age and 200 398 children aged 1 -5 years, In 1967, a total of 31 199 deliveries (61.2 per cent. 
of all births) were attended by a doctor or qualified midwife. The Ministry of Health has 
initiated a family planning programme integrated into the maternal and child care programmes. 
Family planning services were provided in 1969 to 17 000 women in the 15 -49 age -group. School 
health services were provided in 57 centres which were attended by 165 645 schoolchildren. 
Dental care was available at 36 dental health units at which 245 285 persons were treated. 
The 2 hospital rehabilitation out -patient departments recorded 578 new out -patients. Psy- 
chiatric consultations were given at 7 centres, Other specialized out -patient facilities 
included 7 tuberculosis dispensaries and 1 leprosy clinic. The 34 public health laboratories 
carried out over 2 000 000 examinations during 1967, 

Environmental Sanitation 

In 1967, 39.9 per cent, of Panama's total population was served with piped water. In 

the capital city, which had a population of 358 200, 96.6 per cent, of the inhabitants had piped 
water to their dwellings, and 79.8 per cent, were living in houses connected to sewers. The 

programme for the construction of communal wells in rural areas which had been initiated in 

1955 was continued and up to 1968, 2885 wells had been installed benefiting a rural population 

of 144 000. 

Social and Economic Developments of Significance for the Health Situation 
during the Period 1965 -1968 

The period under review has been characterized by a remarkable impetus in the national 

economy, as seen in the development of a more diversified industrial sector, the expansion and 

modernization of commercial and service establishments, evaluation of the building sector 

related to the urbanization process, the modernization and expansion of the agricultural and 

livestock sector, the organization of a complete and modern commercial banking system. However, 

in spite of these propitious changes, a number of problems have arisen. The economic activity 
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tends to concentrate in the metropolitan area. According to recent estimates, 80 per cent. 
of the revenues are produced and distributed in this area, where 50 per cent• of the country's 
population is living, whereas only 20 per cent, of the revenues are distributed among the 
remaining 50 per cent, of Panama's inhabitants. As a result of this situation, the population 
is increasingly moving to the metropolitan area, and more particularly to the capital city. 
This development creates a number of socio- economic problems, notably an important unemployment 
among the originally agricultural manpower and among non -qualified labour on the 1 side, and 
the shortage of qualified manpower on the other. In order to solve these problems, the 
Government has launched programmes for accelerated training of workers and professional 
personnel, for the promotion of small industries and for the agricultural development of pri- 
ority areas. 

National Health Planning 

National health planning had been given a considerable impulse in 1967 as a result of the 
reorganization of the National Health Planning Commission. This Commission whose chairman is 

the Minister of Labour, Social Welfare and Public Health, comprises the directors -general of 

autonomous bodies, the Dean of the Medical Faculty of the National University, the Director of 
the Planning Office of the Presidency, the President of the Health Commission of the National 
Assembly, and the Director -General of Health who acts as its secretary. In 1967, a national 
health planning course was organized prior to the revision of the national health plan which 
covers the period 1962 -1970, and which is limited exclusively to the Ministry of Labour, Social 
Welfare and Public Health, and prior to the formulation of a short -term, medium -term and long- 
term national health plan which will involve the Ministry, the Social Security Fund and the 
Institute of National Water Supply and Sewerage Systems. The CENDES/PAHO methodology was used. 

In January 1969, following the establishment of the Ministry of Health, a national health 
planning department was set up, comprising a directorate and units dealing respectively with 
organization and methodology, programming, budgetary control and evaluation, plans and projects, 
training and health statistics. 

The sectorial national health plan for 1969- 1973 -1978, which is part of the over -all 
national development plan sets out minimal targets for the following activities: hospitali- 
zation, medical care, dental health care, immunization, sanitary inspections, domiciliary visits 
and domiciliary care provided by nurses and other health personnel. These targets have been 
established for regions, health areas and local health establishments. 

International Assistance 

In 1968, WHO's assistance to Panama included the following projects: 

Malaria Eradication Programme (1956- ): to eradicate malaria from the country. 

Health services (1952 -1970): to prepare and implement a national health plan providing 

for reorganization, extension and improvement of the health services and to train the necessary 
professional and auxiliary personnel. 

Fellowships (1968) in various health fields. 

Food and Drug Control (1968- 1970): to strengthen the newly created food and drug control 
section of the Department of Health and the specialized analysis laboratory of the University 
of Panama; and to train personnel in food and drug control work. 

Medical Education (1967- ): to extend the Faculty of Medicine of the University of 
Panama and revise the curriculum. 

Nursing Education (1968- 1971): to develop the basic nursing degree programme for nurses 
at the University of Panama. 

Sanitary Engineering Education (1965- 1970): to organize short courses on subjects 
relating to water -supply programmes. 
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PARAGUAY 

Population and Other Statistics 

At the last census, taken in October 1962, the population of Paraguay was 1 816 890. 
Population estimates and other vital statistics, for the period 1965 -1968, are given in the . 
following table: 

1965 1966 1967 1968 

Mean population 2 030 000 2 094 100 2 161 200 2 230 900 

Number of live births 49 776 52 327 53 746 57 882 

Birth -rate (per 1000 
population) 24.5 25.0 24.9 25.9 

Number of deaths 
* 

9 002 9 756 9 095 14 120 

Death -rate (per 1000 
population) 9,4 10.0 9,7 10.8 

Natural increase (per cent.) 1.51 1.50 1.52 1.51 

Number of infant deaths* 2 068 2 087 1 972 3 000 

Infant mortality rate (per 
1000 live births) 83.6 89.2 88.1 102,8 

Number of deaths, 1 -4 years* 846 1 001 1 024 1 960 

Death -rate, 1 -4 years (per 

1000 population at risk) 7.4 8.5 9.0 11,3 

Number of maternal deaths 138 143 126 180 

Maternal mortality rate 
(per 1000 live births) 4.7 4,9 4.5 6.0 

* 
Figures provided by the "Direccion General de Estadistica y Censos''. 

The main causes of death recorded in 1968 were (ICD 1965): symptoms and ill- defined 

conditions (2635), enteritis and other diarrhoeal diseases (1402), chronic rheumatic heart 

disease, hypertensive diseases, ischaemic heart disease, other forms of heart disease (1109), 

pneumonia (1067), malignant neoplasms (745), cerebrovascular disease (685), birth injury, 

difficult labour and other anoxic and hypoxic conditions, other causes of perinatal mortality 

(578), accidents (401, including 112 motor vehicle accidents), measles (360), tuberculosis of 

the respiratory system (274), bronchitis, emphysema and asthma (228), influenza (208), anaemias 

(138), meningitis (138), vitaminosis and other nutritional deficiency (121). 

The communicable diseases most frequently reported in 1968 were: malaria, new cases 
(20 743), influenza (15 870), measles (4131), syphilis, new cases (2016), tuberculosis all 

forms, new cases (1337), whooping -cough (795), gonorrhoea (580), leprosy (217), infectious 

hepatitis (164), typhoid and paratyphoid fevers (119), trypanosomiasis (96), poliomyelitis, 

paralytic form (70), diphtheria (20), bacilliary dysentery (15), meningococcal infections (4), 

scarlet fever (2), rabies in man (1). 



• 

- 151 - 

Organization of the Public Health Services 

The Ministry of Public Health and Social Welfare comprises a bureau of public relations, 
a bureau of international health relations, a general secretariat and a legal office. The 

Directorate -General of Public Health, which is under the control of the Minister, has the 

following main departments: the Department of Technical Services, (comprising the following 
divisions: maternal and child health, environmental sanitation, health education, nutrition, 

biostatistics, dental health, architecture, medical care, epidemiology, nursing, social affairs, 

pharmacy services, mental health and professional education); the Department for the Co- 

ordination of Health Services of the 5 health regions; the Department of Welfare; and the 
Administrative Department. The guiding principle in the organization of the health services 

in Paraguay is the centralization of the technical services and the decentralization of the 

executive- administrative functions. There are several other public institutions which play 

an important part in the provision of health services. One is the social security scheme 

for workers and employees and their families, which is administered by the Institute of 

Social Welfare established in 1943. This institute operates a network of health services 

throughout the country. Another is the National Service for Sanitary Works, which was set up 

in 1962. Its main function is to promote the development of drinking -water supplies and 

waste disposal systems. In 1963, the regional health divisions were reorganized into 5 

"programme areas" for the purpose of facilitating the planning, direction and co- ordination 

of health activities. In 1963 a department of social affairs was set up under the control 

of the planning unit. In 1964 this unit prepared a development plan for the improvement of . 

health programmes and health institutions. 

Hospital Services 

In 1967, Paraguay had 146 hospitals and in- patient establishments providing 4254 beds of 

which 3472 were in 89 government maintained establishments. The bed population ratio was 2.0 

per 1000. The total bed complement was distributed as follows: 

Category and number Number of beds 

General hospitals 134 3 029 

Rural hospital 1 10 

Tuberculosis hospitals 2 366 

Infectious diseases hospital 1 30 

Maternity hospitals 2 155 

Paediatric hospital 1 22 

Psychiatric hospital 1 294 

Leprosaria 2 320 

Convalescent home 1 16 

Cancer clinic 1 12 

Out- patient services were provided in 1968 in 143 hospital out -patient departments, 

6 polyclinics, 58 health centres and 345 health posts. 

Medical and Allied Personnel and Training Facilities 

In 1968, Paraguay had 1344 doctors or 1 doctor per 1660 inhabitants. Other health 
personnel included: 
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Dentists 383 

Pharmacists 818 

Fully -qualified nurses 242 

Assistant nurses 388 

Auxiliary nurses 719 

Veterinarian 1 

Sanitary engineers 4 

Sanitarians 76 

Laboratory technicians 87 

X -ray technicians 35 

Other scientific personnel 56 

Training facilities for doctors, dentists, pharmacists and veterinarians are available in 
Paraguay. The duration of medical studies is 6 years, of dental and veterinary medical 
studies 5 years and of pharmaceutical studies 4 years. A nursing training school offers a 
3 -year course for nurses and a 9 -month course for midwives. Training facilities also exist 
for sanitary inspectors and statistical auxiliaries. 

Immunization Services 

In 1966, the following immunization procedures were carried out: 

Smallpox 169 048 

Tetanus 109 972 

BCG 65 078 

Diphtheria 31 319 

Whooping -cough 31 319 

Poliomyelitis 16 931 

Specialized Units 

In 1968, maternal and child health care was based on 93 centres which were attended by 
47 674 pregnant women, 37 938 infants under 1 year and 46 173 children aged 1 -5 years. 
Domiciliary care was given to 2011 pregnant women, 1315 infants and 303 children aged 1 -5 years. 
In 1968, 16 540 deliveries were attended by a doctor or qualified midwife, i.e. 15 158 in 
hospitals and maternities and 1382 under domiciliary arrangement. School health services were 
provided at 58 units which were attended by 47 733 schoolchildren representing 18.5 per cent. 
of the total school population. Dental care was given to 38 820 persons in 43 dental health 
units. Medical rehabilitation facilities were provided in 1 hospital rehabilitation out- 
patient department. Psychiatric consultations were given at 3 centres including the institute 
for the development of mentally deficient children. Out- patient facilities in specialized 
clinical fields included 1 tuberculosis clinic with 1468 new out -patients, 1 leprosy out -patient 
clinic with 265 new out -patients, 1 venereal diseases clinic, 1 infectious diseases clinic and 
1 cancer clinic. The public health laboratory carried out nearly 40 000 examinations in 1968. 

Environmental Sanitation 

In 1968, of the 160 communities existing in Paraguay, only the capital city of Asunción 

with a population of 408 000 had a piped water -supply system. It served 33.0 per cent, of the 

population living in this town, whereas 1.7 per cent, had water from public fountains. 

Asunciбn also had a sewerage system and 27.0 of its inhabitants were living in houses connected 

to sewers. 
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National Health Planning 

The technical planning secretariat of the Presidency of the Republic was established in 

1962. It has an over -all responsibility for all planning activities in the country and colla- 
borates with the planning units of the various ministries. The Department of Technical Services 

in the Ministry of Public Health and Social Welfare is in charge of health planning activities. 

The Director of this department acts as the co- ordinating officer with the technical planning 
secretariat. A national health plan covered the period 1965 -1966. Specific long -term 
objectives of the plan covering the next 10 years are to reduce by 50 per cent, the morbidity 
and mortality rates from the diarrhoeal diseases, tuberculosis, leprosy, venereal disease, acute 

affections of the respiratory system and intestinal parasitosis; to reduce by 75 per cent, the 

morbidity and mortality rates from tetanus, whooping -cough, diphtheria, measles and poliomye- 

litis; to eradicate malaria throughout the whole country in 8 years; to intensify smallpox 

vaccination with a view to eradicating the disease in 3 years; to improve the nutritional 

status of all children under 5 years; to reduce the prevalence of endemic goitre to less than 

10 per cent.; and to extend professional assistance at birth to 80 per cent, of all pregnant 

women, 

International Assistance 

In 1968, WHO/PAll's assistance to Paraguay included the following projects: 

Malaria Eradication Programme (1957- ): to eradicate malaria from the country. 

Study of the Impact of Malaria on Socio- economic Development (1968- ): to show 

quantitatively the effect of malaria in reducing economic productivity in a predominantly 

agricultural area in process of development, and the economic benefit stemming from eradication 

of malaria. 

Smallpox Eradication (1967 -1972): to carry out a programme for the eradication of smallpox 

which, after being eliminated in 1961, was reintroduced into the country in 1964; and to under- 

take maintenance and surveillance operations. 

Water Supplies (1968): a fellowship was awarded for the study of water -supply systems. 

Health Services (1955- 1970): to develop integrated health services throughout the country 

and to train professional and auxiliary health personnel, in accordance with the 10 -year plan 

which forms part of the national plan for social and economic development. 

Fellowships (1968) in various health fields. 

Sanitary Engineering Education (1967- 1970): to strengthen the Department of Sanitary 

Engineering of the School of Engineering; and to organize short courses in specialized fields 

of sanitary engineering. 

Dental Education (1966- 1970): to strengthen the teaching at the Dental School of the 

National University of Asunciбn, to integrate the teaching of preventive and social dentistry 

into the basic and clidical courses and to develop programmes for giving practical experience 

to dental students. 

Government Health Expenditure 

In 1968 general government consumption expenditure amounted to 7056 million guaranies. 

Of this sum 354 million guaranies (5 per cent.) were spent on health services, which corresponds 

to a per capita expense of 159 guaranies during the year. 
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PERU 

Population and Other Statistics 

At the last census, taken in July 1961, the population of Peru was 9 906 746. 
Population estimates and some other vital statistics, for the period 1965 -1968, are given 
in the following table: 

1965 1966 1967 1968 

Mean population 11 649 600* 12 011 500* 12 385 200* 12 771 800* 

Number of live births 355 322* 361 977* 394 801* 

Birth -rate (per 1000 population) 30.5* 30.1* 31.9* 

Number of deaths 102 205* 100 754* 94 401* 

Death -rate (per 1000 population) 8.8* 8.4* 7.6* 

Natural increase (per cent.) 2.17 2.17 2.43 

Number of infant deaths 33 840* 22 815* 24 429* 

Infant mortality rate (per 1000 
live births) 95.2* 63.0* 61.9* 

Number of deaths, 1 -4 years 

Death -rate, 1 -4 years (per 1000 
population at risk) 

Number of maternal deaths 

Maternal mortality rate (per 

1000 live births) 

* 
Excluding Indian jungle population estimated at 100 830 in 1961. 

Accurate information on all causes of death is not available. Of the 54 397 deaths 
which were certified by a doctor in 1967 in the registration area, the following were the 

main causes (ICD 1955): pneumonia (8429), congenital malformations, birth injuries, post- 
natal asphyxia and atelectasis, infections of the newborn and other diseases peculiar to 
early infancy and immaturity (7479), gastritis, duodenitis, enteritis and colitis, except 
diarrhoea of the newborn, (5541), tuberculosis, all forms (4095), accidents (4030, including 

1391 motor vehicle accidents), malignant neoplasms (3616), measles (2885), arteriosclerotic 
and degenerative heart disease (2130), bronchitis (1960), vascular lesions affecting the 
central nervous system (1701), avitaminosis and other deficiency states (1215), influenza (1037). 

The communicable diseases most frequently notified in 1967 were: influenza (51 390), 

dysentery, all forms (31 009), whooping -cough (23 292), tuberculosis, all forms, new cases 

(21 778), typhoid and paratyphoid fevers (7839), gonorrhoea (6083), syphilis, new cases (3386), 

malaria, new cases (2771), measles (2164), poliomyelitis (207), typhus (187), diphtheria (95), 

scarlet fever (77), meningococcal infections (72), leprosy (71), plague (41), yellow fever (3). 

Organization of the Public Health Services 

The Ministry of Public Health and Social Welfare was reorganized in 1965 when 2 

organization levels were established: the central policy -making organization and the 

peripheral executive organization. The Ministry of Public Health and Social Welfare comprises 

the cabinet of the Minister and the Directorate -General of Health which has the following 
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departments: technical and supervisory services, personnel, economics, nutrition, pharmacy 
services, occupational health. 

An important role in the health field is also played by various public, semi -public 
and private organizations, such as the health services of the armed forces, the National 
Social Security Service for Workers, the Social Security Service for Employees, the Public 

Welfare Societies, the Special Public Health Service which collaborates with the Ministry 
of Public Health and Social Welfare in a number of special programmes such as malaria 
eradication, provision of safe water supply in rural areas, etc., the National Health and 

Welfare Fund, the municipal provincial and district councils. The private health sector 
covers about 1.2 million persons. 

Co- ordination of the various public and private health sectors at the national level 

is the responsibility of the National Council for the economic and social development 
which is integrated in the national planning system and which defines the economic and social 

development policy of the Government; of the Directorate for Sectorial Planning which is 
part of the National Planning Institute and which co- ordinates the plans of the various 
departments; and of a number of inter -ministerial commissions. Co- ordination committees 
also exist at the local level. 

Inter -departmental co- ordination in the health field is carried out at the national 
level by the National Health Council which is an advisory body of the Ministry of Public 
Health and Social Welfare and whose chairman is the Minister of Health. 

Hospital Services 

In 1967, Peru had 282 hospitals and other institutions providing in- patient medical 

care, with a total complement of 29 510 beds of which 25 110 were in 149 government maintained 

hospitals. The bed /population ratio was 2.4 per 1000. These 29 510 beds, to which 
459 430 in- patients were admitted during the year, were distributed as follows: 

Category and number Number of beds 

General hospitals 233 22 870 

Tuberculosis hospitals 8 1 588 

Maternity hospitals 15 845 

Paediatric hospitals 2 752 

Psychiatric hospitals 9 1 995 

Chronic diseases hospital 1 32 

Rehabilitation hospitals 2 114 

Cancer hospital 1 127 

Orthopaedic hospitals 2 77 

Hospitals for mothers and 

children 2 452 

Neurology hospitals 2 286 

' Ear, nose and throat 
hospitals 3 32 

Leprosaria 2 340 
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Out -patient facilities were available in 1968 at 255 hospital out -patient departments, 
67 health centres, 9 dispensaries, 21 medical aid posts, 243 health posts and 773 sanitary 
posts. 

Medical and Allied Personnel and Training Facilities 

In 1967, Peru had 6223 doctors, or 1 doctor per 
personnel included: 

1990 inhabitants. Other health 

Dentists 1 948 

Pharmacists 1 987 

Fully- qualified midwives 950 

Fully- qualified nurses 3 708 

Assistant nurses 9 750 

Veterinarians 27 

Sanitary engineers 56 

Sanitarians 252 

Physiotherapists 55 

Laboratory technicians 751 

X -ray technicians 390 

Health educators 32 

Training in medicine is provided at 7 schools, in dentistry at 3 schools, in pharmacy 
at 1 school, in veterinary medicine at 1 school (University of San Marcos) and in sanitary 
engineering at 1 school. There is also 1 school for laboratory assistants. Nurses are 
trained in 2 nursing schools which organize a 4 -year course. 

Communicable Disease Control and Immunization Services 

Following the smallpox epidemics in the Amazon Basin in 1962 -1964, mass vaccinations 
of the population had been undertaken. It is anticipated that by 1970, not less than 

95 per cent, of the country's population will be immunized. The highest incidence of 

plague for 25 years had been recorded in 1966 with 670 cases. This disease is eminently 
rural and a pilot control programme had been set up in 1960 in Piura. Tetanus is estimated 
to cause 300 to 400 deaths annually. It is planned to start a proper analysis of the 
information available on the incidence of tetanus and to improve the statistical data to be 

used for the vaccination campaign which will be initiated in association with whooping -cough 
and diphtheria immunization. The tuberculosis control activities have been intensified 
and extended with systematic microscopic diagnosis, BCG vaccination, treatment of cases and 

contacts and training of personnel. Progress has been achieved in the malaria eradication 
programme in many areas of the country. However, there was a recrudescence of the disease 
in 1967, in certain sectors of the Amazon Basin and in the Andean region. There has been 

a slight increase in the number of exanthematic typhus during the years 1965 -1967, with 101 

reported cases in 1965 and 187 in 1967. In 1966 a mass poliomyelitis vaccination campaign 

with 2 doses was carried out for the first time, achieving a general coverage of 81.3 per cent. 

but only a limited coverage of 46 per cent, in the population groups most at risk (2 months 

to 3 years). This activity resulted in a marked decrease of the poliomyelitis incidence 

from an annual average number of 500 cases during the past 15 years to 207 cases in 1967. 

However, due to the low potency of the vaccine given in too small a dose and to the low 

coverage of the group of children under 3 years of age, there was a recrudescence of the 

incidence of poliomyelitis at the end of 1966 and in the first months of 1967, with an 

epidemic occurrence in the Department of Piura. 
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The following immunization procedures were carried out in 1966: 

Poliomyelitis 

Smallpox 

Diphtheria 

Whooping -cough 

ECG 

Typhoid and paratyphoid fevers 

Specialized Units 

4 851 499 

430 616 

250 938 

250 938 

186 473 

51 797 

In 1968, maternal and child health care was based on 571 centres which were attended 
by 154 831 pregnant women, 228 565 children under 1 year of age and 183 children aged 1 

to 5 years. Domiciliary care was given to 10 379 pregnant women, 11 796 infants under 1 

year of age and 18 761 children aged 1 to 5 years. In 1968, of all deliveries 72 295 

took place in hospitals. Dental care was provided at 240 dental health units where 469 326 

persons were treated during the year. Psychiatric consultations were available at 19 
government maintained clinics and at 9 private clinics. There was 1 public health laboratory 
in Peru. 

Environmental Sanitation 

In 1968 Peru had 2662 communities with less than 2000 inhabitants each and with a 

total population of 6 775 000. Of these 2662 communities, only 415 with 490 000 inhabitants 
had piped water systems, serving 1.1 per cent, of the population, while 6.1 per cent, had 

water from public fountains. 

Major Public Health Problems 

The main health problems in Peru are, in order of priority: the diseases which can be 
brought under control through vaccinations; the diseases which are mainly caused by 
deficient environmental conditions; tuberculosis in all its forms; all other communicable 
diseases. All these problems affect more particularly the O to 15 years age -group. 
Malnutrition also plays an important role in the health conditions of the country. 

National Health Planning 

A sectorial health plan has been formulated for the period 1967 -1970. This plan is 

related to the first national health plan for the period 1966 -1970 which contains an 

analysis of the health situation in the country. Peru has a national planning system within 
which the health plan is co- ordinated with other sectorial plans and integrated into the 
national economic and social development plan. 

International Collaboration 

In 1968, WHO /PAHO's assistance to Peru included the following projects: 

Malaria Eradication Programme (1956- ): to eradicate malaria from the country by 
stages. 

Smallpox Eradication (1967- 1972): to carry out a programme for the eradication of 
smallpox. 

Plague Control (1963- 1971): to plan and carry out an epidemiological study of plague, 

and to implement a control programme. 
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Environmental Sanitation (1968- ): to plan and carry out environmental sanitation 
work.. 

Water Supplies (1960- 1970): to plan and implement a national programme for the 
construction of new water -supply and sewerage services, and the extension of existing 
systems. 

Health Services (1956- 1970): to improve the health services at the central, regional 
and local levels, and to organize health areas. 

Fellowships (1968) in various health fields. 

Andean Region Development Programme (1955- ): to promote the economic social and 
health development of the indigenous populations of the Andean Highlands. 

National Institute of Health (1965- 1968): in addition to advisory services the 
Organization provided consultants to assist the National Institute of Health in expanding 
its activities. 

Nutrition (1965- 1970): to improve the nutritional status of the population in the 

departments of Junin, Pasco and Puno. 

Development of Nutrition Rehabilitation Centres in the Central Highlands (1967- 1968): 

2 nutrition rehabilitation centres were established. 

Radiation Protection (1968- ): to develop radiation protection services in hospitals 
and other institutions, and to train personnel. 

School of Public Health (1963- 1970): to develop the School of Public Health. 

Medical Education (1964- 1970): to improve the medical education programmes of the 

country's medical schools. 

Nursing Education (1959- 1970): to organize and strengthen basic nursing education in 

the nursing schools of the University of San Marcos and other universities. 

Sanitary Engineering Education (1964- 1971): to revise the curriculum of the School 

of Sanitary Engineering of the National University of Engineering. 

Veterinary Medicine Education (1965- 1970): to strengthen the School of Veterinary 

Medicine of the University of San Marcos. 
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TRINIDAD AND TOBAGO 

Population and Other Statistics 

At the last census, taken in April 1960, the population of Trinidad and Tobago was 

827 957. Population estimates and some other vital statistics, for the period 1965 -1967, 

are given in the following table: 

1965 1966 1967 

Mean population 973 900 994 850 1 010 100 

Number of live births 31 953 30 079 28 462 

Birth -rate (per 1000 population) 32.8 30.2 28.2 

Number of deaths 6 731 7 060 6 775 

Death -rate (per 1000 population) 6.9 7,1 6.7 

Natural increase (per cent.) 2.59 2.31 2.15 

Number of infant deaths 1 216 1 256 1 018 

Infant mortality rate (per 1000 live births) 38.1 41.8 35.8 

Number of deaths, 1 -4 years 306 252 266 

Death -rate, 1 -4 years (per 1000 population at 
risk) 

2,42 2.00 2,13 

Number of maternal deaths 44 39 46 

Maternal mortality rate (per 1000 live births) 1,38 1,30 1.62 

Of the 6775 deaths recorded in 1967, the main causes were (ICD 1955): chronic rheumatic 

heart disease, arteriosclerotic and degenerative heart disease and other diseases of the 

heart (1136), vascular lesions affecting the central nervous system (954), congenital mal- 

formations, birth injuries, post -natal asphyxia and atelectasis, 'infections of the newborn 

and other diseases peculiar to early infancy and immaturity (711), malignant neoplasm (666), 

senility without mention of psychosis, ill- defined and unknown causes (405), accidents (375, 

including 148 motor vehicle accidents), pneumonia (331), hypertension (307), diabetes mellitus 
(240), gastritis, duodenitis, enteritis and colitis, except diarhoea of the newborn (214), 

bronchitis (121). 

The communicable diseases most frequently notified in 1968 were: gonorrhoea (9148), 

influenza (7022), syphilis (704), measles (372), whooping -cough (332), typhoid fever (69), 

diphtheria (65), tuberculosis, all forms, new cases (52), scarlet fever (9), malaria, new 
cases (5), infectious hepatitis (2), poliomyelitis (1), meningococcal infection (1). 

Organization of the Public Health Services 

The Ministry of Health has 2 medical services with a Chief Medical Officer in over -all 

charge of them. These services are the curative services and the preventive services, each 

of which has a Principal Medical Officer in charge. The preventive services are sub -divided 

into 3 parts: insect control, sanitary unit and quarantine division. In addition, the 

preventive services include county health services employing medical officers of health. The 

curative services are responsible for the provision of medical care and for the health services 

establishments. 
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Hospital Services 

In 1965, Trinidad and Tobago had 16 hospitals and other institutions providing in- patient 
medical care with a total complement of 4247 beds. The bed /population ratio was 4.4 per 1000. 
These beds were distributed as follows: 

Category and number Number of beds 

General hospitals 2 1 500 

Rural hospitals 9 474 

Tuberculosis hospital 1 338 

Maternity hospital. 1 17 

Psychiatric hospital 1 1 598 

Leprosarium 1 300 

Clinic for alcohol addicts 1 20 

Out -patient care was available in 1968 at 5 hospital out -patient departments; at 4 

health centres which are the headquarters of county public health medical officers, public 
health inspectors, health visitors and public health nurses, and which also provide pre- 
natal and child welfare clinic sessions; at 98 dispensaries (health offices) staffed by 
a medical officer, a nurse arid a pharmacist; and at 9 mobile (dental arid medical) health units 
which are used in areas where health offices do not exist and which offer identical services 
as health offices. 

Medical and Allied Personnel and Training Facilities 

were in government service. 
included: 

In 1965, Trinidad and Tobago had 255 doctors of whom 249 
The doctor /population ratio was 1 per 3820. Other health personnel 

Dentists 76 

Pharmacists and pharmaceutical assistants 348 
* 

Fully- qualified nurses 1 240 
* 

Auxiliary nurses 493 

Sanitarians 89 
* 

Physiotherapists 9 

Laboratory technicians 10 
* 

X -ray technicians 19 

* 
Occupational therapists 3 

* 
Nutrition officers 3 

* 

Entomologist 1 

* 
Biochemist 1 

* 
Scientific assistants 69 

ж 
In government service. 

There is 1 medical school which provides courses for the sixth year of undergraduate 
training in medicine. The Pharmacy Board is responsible for the training of student 
pharmacists. Practical training is given at the hospital dispensary. Dental assistant 
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students are trained at the hospital and health office clinics on a voluntary basis. After 1 

year they are allowed to perform the duties of dental assistants. Nursing training is pro- 
vided at 4 schools, midwifery training at 2 schools and auxiliary nursing training at 1 school. 

Trinidad and Tobago also has a school for training laboratory technicians. 

Communicable Disease Control and Immunization Services 

There has been considerable progress in the control of tuberculosis and this is reflected 
in the rapidly and continually decreasing figure of mortality rate. The cases notified in 

1967 numbered 239. The number of persons dying of pulmonary tuberculosis was in the vicinity 
of 36 in 1967. There has also been a considerable reduction in the duration of hospital 

stay of tuberculosis cases and in the actual number of cases admitted to the hospital. The 

incorporation of BCG vaccination into the general immunization programme which will give 

maximum coverage to susceptible age -groups, i.e. 0 -14 years, is being contemplated. 

Institutional and ambulatory services are available to provide care for the leprosy 
patients. The main institutional centre is the leprosarium located in Chacachacare which 
accommodates 248 patients, some of whom come by agreement from neighbouring islands. 
Ambulatory services include 10 field clinics scattered throughout the mainland. The 

efficiency of modern treatment by tablets and depot injections have enabled home treatment 
under regular surveillance. The total number of patients on the register of these clinics 
is 1184, of whom 40 per cent, attended during 1967. It is roughly estimated that about 600 
unknown cases exist. 

The lack of available resources are a considerable handicap in case -finding work, case 

follow -up and contact tracing. 

The island embarked on a malaria eradication programme in 1959 with the assistance of 
WHO and UNICEF. The attack phase lasted 3 years and the programme entered the consolidation 
phase in 1962, In 1966, the country was formally declared a malaria free area. There are, 

however, occasional imported malaria cases. With respect to Aedes aegypti, the mosquito 
has virtually been eliminated, but from time to time breeding places are discovered in the 
waterfront area and other parts of Port of Spain. The problem is largely one of vigilance 
in applying preventive measures. 

There has been a sharp rise in the incidence of early syphilis from 42 cases in 1963 to 

350 cases in 1967. The incidence of gonorrhoea is 850 per 100 000. • Specialized Units 
In 1967, maternal and child health care was based on 98 centres where 24 851 pregnant 

women, 9426 children under 1 year and 8637 children aged 1 to 5 years received services during 
the year. Domiciliary care was given to 1828 pregnant women, 1828 children under 1 year and 
8637 children aged 1 to 5 years. In 1967, out of all deliveries 59.7 per cent, were attended 
by a doctor or qualified midwife, i.e. 15 175 in hospitals and 1828 under domiciliary arrange- 
ment, The total school population has access to the school health service. In 1968, dental 
treatment was given at 18 centres which were attended by 67 613 patients. Four hospitals had 
rehabilitation out- patient departments. Psychiatric consultations were given at 5 specialized 
out -patient clinics which were attended by 895 new patients. There were also 9 tuberculosis 
centres attended by 199 new out -patients and 11 venereal diseases clinics attended by 20 760 
patients. The 11 public health laboratories carried out nearly 810 000 examinations in 

1968. 

In 1967, the Government committed itself to an intensive family planning programme. An 
essential factor of this programme is that it should be an integral part of the health services 
and of the maternal and child health programme in particular. A Population Council was 
established in order to co- ordinate the family planning segment with the over -all government 
socio- economic plan, and to advise the Minister of Health on the organization of a national 
programme. 
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Environmental Sanitation 

Although by the end of 1967 some 150 000 persons had easy access to the sewer system 
only about 12 000 connexions serving 60 000 to 70 000 persons had been made. Connexions 
are at present being made at a rate of 3000 a year to serve 15 000 persons, It is estimated 
that extensions will, by 1971, bring a further 50 000 persons within easy access of the 
community sewer system. This will bring sewerage facilities to 54 per cent, of the urban 
population. 

Piped water has been available for well over 90 per cent, of the population for several 
years now in both the urban and rural areas, The percentage of house connexions, particularly 
in the latter areas, has been low, not averaging more than 45 per cent, for the whole country. 

Connexions are being made at the rate of 3000 per year. 

There is an acute housing shortage and a fairly high percentage of the population live 
under sub -standard housing conditions. Continuous efforts are made to improve this situation. 

National Health Planning 

The first national health plan covers the 10 -year period 1967 -1976. It proposes capital 
projects with an estimated cost of $ 10.8 million for the 10 -year period. It strongly 
recommends the upgrading and strengthening of services in the various county and district 
hospitals, with a view to reducing the need to refer patients to the Port of Spain and 
San Fernando hospitals. 

The proposed social insurance programme, which is being submitted for Cabinet approval, 
envisages contributions of 8 per cent, of wages and salaries. The scheme will cover work 
accidents, retirement (old age), survivor and invalidity benefits, sick and maternity wage 
loss benefits. 

The private sector is an important part of health care in Trinidad and Tobago and is 
taken into consideration in the planning for national health, Some private health insurance 
is also developing in Trinidad and Tobago. 

International Assistance 

In 1968, WHO /PAHO's assistance to Trinidad and Tobago included the following projects: 

Water Supplies (1963 -1969): to improve the organization and management of the Central 
Water and Sewerage Authority and to expand the water -supply and sewerage systems. 

Health Services (1968- 1970): to improve the organization of the health services. 

Fellowships (1968): international classification of disease; nursing education; nursing 

services; water and sewerage analysis; zoonoses epidemiology. 

Nursing Services (1959- ): to strengthen and improve the nursing services. 

Hospital Administration and Medical Records (1965- 1970): to reorganize the general 
hospital in Port of Spain; to organize medical records' departments in the hospitals, clinics 

and health centres. 

Government Health Expenditure 

In 1967, the total general government consumption expenditure was WI$ 182 435 400, of 

which WI$ 34 011 300 (18.6 per cent.) were devoted to health services. The per capita 
expenditure on health was thus WI$ 33.7. In addition, WI$ 1 143 500 were charged to capital 
account for health development projects. 
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UNITED STATES OF AMERICA 

Population and Other Statistics 

At the last census, taken in April 1960, the population of the United States of America 
was 179 932 895. Population estimates and some other vital statistics, for the period 1965- 
1968, are given in the following table: 

1965 1966 1967 1968 

Mean population 193 818 000 195 857 000 197 863 000 199 861 000 

Number of live births 3 760 358 3 606 274 3 520 959 3 470 000 

Birth -rate (per 1000 

population) 19.4 18.4 17.8 17.4 

Number of deaths 1 828 136 1 863 149 1 851 323 1 923 000 

Death -rate (per 1000 
population) 9.4 9.5 9.4 9.6 

Natural increase (per cent.) 1.00 0.89 0.84 0.78 

Number of infant deaths 92 866 85 516 79 028 75 300 

Infant mortality rate (per 

1000 live births) 24.7 23.7 22.4 21.7 

Number of deaths, 1 -4 years 15 396 15 089 13 506 - 

Death-rate, 1 -4 years (per 

1000 population at risk) 0.9 0.9 0.9 - 

Number of maternal deaths 1 189 1 049 987 - 

Maternal mortality rate (per 
1000 live births) 0.3 0.3 0.3 - 

Of the 1 851 323 deaths recorded in 1967, the main causes were (ICD 1955): arterio- 
sclerotic and degenerative heart disease (625 850), malignant neoplasms (310 983), vascular 
lesions affecting the central nervous system (202 184), accidents (113 169, including 52 924 

motor vehicle accidents), congenital malformations, birth injuries, post -natal asphyxia and 
atelectasis, infections of the newborn and other diseases peculiar to early infancy and 

immaturity (65 642), hypertension (61 126), pneumonia (55 417), diabetes mellitus (35 049), 

cirrhosis of liver (27 816), senility without mention of psychosis, ill- defined and unknown 
causes (24 098), suicide and self -inflicted injury (21 325), chronic rheumatic heart disease 
(13 800), homicide and operations of war (13 489), nephritis and nephrosis (10 941), ulcer 
of stomach and duodenum (9825), intestinal obstruction and hernia (9814), gastritis, 
duodenitis, enteritis and colitis, except diarrhoea of the newborn (7504), tuberculosis 
all forms (6901), bronchitis (6264). 

The communicable diseases most frequently notified in 1967 were: scarlet fever and 
streptococcal sore throat (453 351), gonorrhoea (404 836), syphilis, new cases (102 581), 

measles (62 705), tuberculosis, all forms, new cases (45 441), infectious hepatitis (38 909), 

paratyphoid and other Salmonella infections (18 120), bacillary dysentery (13 474), whooping - 
cough (9718), amoebic dysentery (3157), meningococcal infections (2161), malaria, new cases, 
including imported cases (2022), typhoid fever (396), diphtheria (219), leprosy (81), 

typhus murine (52), poliomyelitis (41). 
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Organization of the Public Health Services 

The American system Of health care, research, education and disease prevention is a 

combination of private and public efforts. Most personal health services are provided by 

the private sector. The part played by the Federal Government is that of closing the gap 
between the health protection and health services provided and those needed, It supports 
the various State and local governments in their efforts to prevent the spread of disease, and 

to develop medical care facilities. It stimulates the advance of the health sciences, the 

education and training of health manpower and it enforces requirements for the improvement 
of the environment. Through Medicare and Medicaid it aids many Americans to meet the costs 

of needed medical care. 

The Department of Health, Education and Welfare administers some 70 per cent, of all 

federal expenditures for health and is the sole federal agency whose responsibility includes 
the protection and promotion of the health of the country. With the reorganization of the 
Department's health activities in 1968, the Assistant Secretary for Health and Scientific 
Affairs was given direct authority over the Public Health Service and the Food and Drug 

Administration; he is responsible for the over -all health policy and co- ordination of health 

programmes, including Medicare, Medicaid and the health activities of the Children's Bureau. 

The Surgeon -General of the Public Health Service, as the senior career health official, is the 

principal deputy to the Assistant Secretary. The health programmes within the Department of 

Health, Education and Welfare include those of the Social and Rehabilitation Service through 
which maternal and child health and crippled children's services are administered and assist- 

ance is provided to indigents in medical expenses. Apart from this Department, the Veterans 

Administration operates a national network of hospitals providing both short -term and long- 

term care to veterans of the Armed Forces. The Department of Defense (Army, Navy and Air 

Force) maintains hospitals and clinics for treatment of Armed Forces personnel and their 

dependants. 

The newly expanded Public Health Service consists of З operating health components: 
the Health Service and Mental Health Administration, the Consumer Protection and Environmental 
Health Service, and the National Institute of Health. The main responsibility of the Health 

Services and Mental Health Administration is to ensure quality, distribution and accessibility 

of health services. It includes the following components: the National Institute of Mental 

Health; the Community health service, combining the Office of Comprehensive Health Planning 
with components of the Division of Medical Care Administration; the Regional Medical 
Programmes Service, including elements of the National Centre for Chronic Diseases; the 

National Centre for Health Services Research and Development; the National Communicable 
Disease Centre; the Health Facilities Planning and Construction Service, formerly the 

Division of Hospital and Medical Facilities; the National Centre for Health Statistics; 

the Indian Health Service; and the Federal Health Programme Service, including the former 

Division of Direct Health Services, the Division of Federal Employee Health and the former 

Division of Health Mobilization. 

The Consumer Protection and Environmental Health Service, which is composed of the Food 

and Drug Administration, the National Air Pollution Control Administration, and the Environ- 

mental Control Administration, consolidates all departmental activities concerned with the 

safety of food and drugs, pollution control, and related environmental health programmes. 

The National Institutes of Health is composed of the former NIH, the Bureau of Health Man- 

power and the National Library of Medicine. 

Hospital Services 

In 1967, in- patient medical facilities in the United States of America were provided in 

7172 hospitals which had a total bed complement of 1 671 125 - equivalent to 8.4 beds per 

1000 population. These beds, to which 29 361 424 patients were admitted during the year 

were distributed as follows: 



- 165 - 

Category and number Number of beds 

General hospitals 6 139 920 207 

Tuberculosis hospitals 106 18 323 

Maternity hospitals 46 1 797 

Paediatric hospitals 119 12 669 

Psychiatric hosptials 418 533 143 

Chronic diseases hospitals 45 13 221 

Hospitals for eye diseases 30 1 912 

Cancer hospitals 11 1 819 

Orthopaedic hospitals 9 923 

Hospitals for drug and 
alcohol addicts 18 2 331 

Rehabilitation hospitals 33 3 958 

Leprosaria 3 809 

Hospitals for mentally retarded 69 125 689 

All other hospitals 126 34 324 

Out- patient facilities were available in 1967 at 4777 diagnostic or treatment centres 

which are mostly general hospital out - patient departments; at 2973 public health centres 

and auxiliary public health facilities; and at 847 rehabilitation facilities. 

Medical and Allied Personnel and Training Facilities 

In 1967, there were 305 453 physicians practising in the United States of America. Out 

of this total, 23 458 were employed by the Government. The doctor /population ratio was 1 

per 650. Other health personnel included: 

Dentists 

Pharmacists 

Fully- qualified nurses 

Nurses with midwifery 
qualifications 

Assistant nurses 

Auxiliary nurses 

Veterinarians 

Sanitary engineers 

Sanitarians 

Laboratory technicians 

X -ray technicians 

98 

122 

593 

1 

320 

812 

24 

9 

15 

100 

between 75 

670 

420 

694 

000 

000 

000 

200 

010 

000 

000 

000 and 100 000 

There are at present in the United States of America 104 medical schools with, in 1967/68, 

a total enrolment of 36 361 students and 8400 graduates; 52 dental schools with 14 955 

students and 3457 graduates; 74 schools of pharmacy with 14 122 students and 3988 graduates; 

18 schools of veterinary medicine with 4623 students and 1064 graduates. Training for dental 
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assistants, dental hygienists and dental laboratory technicians is available in 134, 85 and 

19 schools respectively. Medical technologists are trained in 787 schools, occupational 
therapists in 32 schools, 'physiotherapists in 48 schools, X -ray technicians in 1126 schools 
and clinical social workers in 64 schools. There are 767 schools providing a 3 -year nursing 

course (diploma) with 84 413 students and 28 197 graduates; 281 schools providing a 2 -year 
nursing course (associate) with 20 936 students and 6213 graduates; 1149 schools providing 
a 1 -year course for licensed practical nurses with 41 077 students and 30 833 graduates; and 

10 schools for nurse -midwives. 

The rapid growth in demand for health services has outpaced growth in available supplies 
of health manpower and in resources for training. The Government provides aid for developing 
health manpower through a variety of programmes, including financial support. In recent 
years the development and growing importance of new categories of health occupations, compris- 
ing specialized assistants, technicians and therapists, has been an outstanding trend in 
health manpower education and training. This trend has reflected the need for relieving 
physicians and dentists of some of their routine duties, the rising demand for health services 
and the development of new technologies calling for the services of new specialties. 

Communicable Disease Control and Immunization Services 

Since measles immunization became available in 1963, the reported incidence in the 
United States of America has fallen to 6 per cent, of its average for the preceding 10 -year 
period. During 1966 -1968 an intensive national measles eradication programme was 
carried out, It is estimated that measles immunization from 1963 to 1968 has averted about 
10 000 000 acute cases, saved about 1000 lives and prevented more than 3000 cases of mental 
retardation. 

As a result of effective control measures, the number of reported acute tuberculosis 
cases continued to decline. In 1968, the number of reported new active cases was 42 758, 

representing a rate of 21 cases per 100 000 population. Reported mortality and disability also 

continued to decline. The national tuberculosis programme seeks to prevent illness in 
infected persons through chemoprophylaxis, to ensure recovery of active cases, and to maintain 
the rest of the community tuberculosis -free. It is estimated that in 1968 tuberculosis 
imposed an economic burden on the nation of approximately one billion dollars. 

The number of reported infectious cases of syphilis has declined during the reporting 
period. Mortaltiy and disability have also declined. Although only 12 per cent, of cases 

treated by private physicians are believed to be reported to health departments, it still 
appears that effective control has been achieved since 1966, The economic toll exacted by 
syphilis in 1968 is estimated at one quarter billion dollars. 

Reported cases of gonorrhoea have increased steadily since 1957. In the fiscal year 

1968, when 431 380 cases were reported, it became the second most prevalent notifiable 
communicable disease in the country. 

Epidemics caused by influenza A occur in 2- to 3 -year cycles, whereas those caused by 
influenza B in 3-to 6 -year cycles. Asian (A2) influenza was epidemic in the eastern and 
central States in 1964/65 and in the west in 1965/66. Scattered outbreaks occurred during 
1966/67 but the following year, A2 influenza was again active in eastern and central States. 

The significantly different strains isolated from an outbreak in Hong Kong in July 1968 were 
responsible for a major nation -wide epidemic in the United States of America beginning in the 
autumn and causing notable mortality. 

The incidence of viral hepatitis declined from 1961 until 1967 when the trend reversed. 
Case rates per 100 000 population were 17.4 in 1965 and 25.3 in 1968. The incidence was 
highest in persons of 19 years or younger and in the winter and spring. Serum hepatitis is 

also increasing. 
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At least 5 per cent, of all hospitalized patients develop infections caused by organisms 
acquired during their hospital stay. Surveillance during the past 5 years shows that 

infections often occur in the urinary and respiratory tracts. Good aseptic techniques can 

reduce the incidence of these infections. 

The following immunization procedures were carried out in 1967: 

Diphtheria, whooping -cough and tetanus 24 087 000* 

Tetanus 22 208 000* 

Smallpox 14 765 000 

Diphtheria and tetanus 11 639 000* 

Measles 6 364 000* 

Number of net doses distributed in 1967. 

Chronic and Degenerative Diseases 

The Division of Chronic Diseases of the Public Health Service operates control programmes 

against heart diseases, chronic respiratory diseases, kidney diseases, neurological and 

sensory diseases, cancer, diabetes and arthritis, Cardiovascular diseases claim more than 
1 000 000 lives each year and are by far the leading cause of death in the country. The 
heart disease and stroke control programme conducts and supports applied research and develop- 
ment activities as well as activities for the prevention and control of these diseases. 
Chronic chest diseases are now the second leading cause of social security -compensated dis- 
ability and cause more invalidism than stroke, cancer, tuberculosis or mental disorders. 
Within the last decade, the number of deaths caused by emphysema and chronic bronchitis have 
quadrupled. Kidney diseases are a serious health problem in the United States of America. 
The kidney disease control programme promotes long -range programmes to develop effective 
methods of prevention, early detection and treatment of kidney diseases. A major achieve- 
ment in this field has been the development of artificial kidney systems. Fourteen 
artificial kidney centres, a community kidney disease prevention centre and a home dialysis 
development programme have been established. Cancer in the United States of America is 
second only to heart disease as a cause of death, The cancer control programme stresses 
early detection as a major tool for preventing the disease and carries out training and educa- 
tion activities. Arthritis is a common disease in the United States of America and causes 
significant suffering and disability among the millions of patients. Prevention and /or 
reduction of crippling from arthritis is sought through applied research, epidemiological 
investigation, training of health professionals and education of the public. Diabetes 
mellitus is relatively common. Early detection, institution of proper treatment, and 
instruction in self -care are the main control measures adopted. 

Mental illness continues to exact a high toll. The economic cost of mental illness is 

estimated at over $ 20 billion per year. Nearly a quarter of a million Americans are 
institutional victims of schizophrenia and 3 per cent, of children reaching the age of 15 

will develop the disorder during their lifetime. Depression is another major mental dis- 
order. Over the last decade, suicide rates in the 15 -24 age -group have increased by 67 per 
cent. Alcoholism afflicts 1 of every 22 Americans over the age of 21 and accounts for more 
than one -fifth of the male admissions to mental hospitals. Community -based diagnostic and 
treatment programmes have been developed. Narcotic addiction and use of drugs other than 
narcotics is causing growing concern. It is estimated that approximately 20 per cent, of 
college students have used marihuana and that roughly 8 per cent, have used LSD or other 
hallucinogenic drugs. To help solve this problem, educational campaigns have been developed. 

Environmental Sanitation 

In 1968, of the 6130 communities with a total population of 200 000 000, 6090 communities 
with 188.6 million inhabitants had piped water systems. It is estimated that 94 per cent, 
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of the population were served with piped water. Of these 6130 communities, 5687 with 139.1 

million inhabitants had sewerage systems. It is estimated that 65 per cent, of the population 

were living in houses connected to sewers. 

During the period 1965 -1968, the United States of America became increasingly concerned 
with the environment. Activities of the Environmental Control Administration include: 

occupational health and safety, injury control programmes, solid wastes programmes, water 
supply and sea resources programmes, environmental sanitation programmes and arctic health 

programmes. The Solid Wastes Disposal Act of 1965 has created an awareness of the magnitude 
and seriousness of the problem of disposing the mounting quantities of refuse and other solid 

wastes in a sanitary manner. Wastes being discarded throughout the country at the present 

rate of 165 000 000 tons a year, constitute both a health and disposal problem of national 

importance. 

Social and Economic Developments of Significance for the Health Situation during the Period 

1965 -1968 

The period under review was a period of continued affluence for the United States of 

America, but it was also a period of reassessment and re- evaluation of priorities and 
existing values and structures. Many of the resultant events had an influence on the health 
status of the American people. 

Although the population increased during the reporting period to about 200 000 000 in 

1968, the birth -rate continued to decline. Two groups of the population, children under 5 

years and adults aged 35 to 44, declined both as a percentage of the population and in 
absolute number. On the other hand, people aged 10 to 34 increased by approximately 7 per 

cent., the number of adults aged 45 to 54 and the number of those over 85 increased by 14 

per cent, and 15 per cent, respectively. Due to the increase in the latter portion of the 

population more susceptible to chronic conditions, the demand upon the medical care delivery 
system was slightly altered. Although the American people, as a whole, continued to be well 

fed, recent investigations disclosed that certain segments of the population were under- 
nourished. The administration is now making an effort to alleviate this situation. 

Advances in technology brought the development of new techniques to facilitate health care. 

The period under review has witnessed a change in social trends. The labour force 

changed in composition, due to an increase in the number and percentage of women employed and 

to an increase in white collar workers complementing a decrease in farm workers. There has 

been an increase in the rate of reported crimes, 

Family planning and birth control is increasingly being accepted. The Federal Govern- 

ment has set up an office of family planning and has adopted population control. Much 

effort has been made to educate people to current health problems such as mental illness, 

drug abuse, smoking hazards and abortions. 

The extensive use of television to educate the public was a major cultural trend during 

the reporting period. 

The years 1965 to 1968 were a period of prosperity, with no slow -down in the economy 

leading to a general reduction in health resources. During this time, the Gross National 

Product grew an estimated 26 per cent., while the per capita incomes rose from $ 3514 in 

1965 to $ 4306 in 1968. Americans spent 37 per cent, more for health related goods and 

services in 1968 than in 1965. The period was also marked by the extension of the health 

insurance coverage to a greater number of people, as well as an expansion of the coverage 

itself. 

In 1965 and 1966 new health programmes have been developed, including Medicare, a health 

insurance programme for the elderly; Medicaid, a Federal -State programme for medical assist- 

ance to the indigent and medically indigent; the Regional Medical Programme, concentrating on 
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heart disease, cancer and stroke through increased communication between medical centres and 
local communities; the Comprehensive Health Planning programme, a locally directed approach 
to the allocation of health resources. 

The responsibility for the professional aspects of the Medicare programme was delegated 
to the Public Health Service which was reorganized in 1967 and in 1968. Medical care 
administration activities were consolidated into the Divison of Medical Administration which 
became part of the Bureau of Health Services in 1967. The Division of Community Health 
Service with its programme of migrant and rural health, school health and urban planning, 
was combined with the Division of Medical Care Administration. The Medicare programme 
brought the Federal Government actively into the area of personal health service, and created 

a larger Federal role in assuring that high quality care is available to the people. 

National Health Planning 

The Partnership for Health programme which was created in 1966 introduced the concept of 

comprehensive health planning as a mechanism through which the planning activities of all the 

elements involved in, or concerned with health services can be linked together. It thus 

enables governmental and non -governmental health and related agencies and groups to develop 
a co- operative and co- ordinated approach. This new programme also gives States greater 
flexibility in supporting health services in the communities through Federal grant funds. 
East State designates a single State agency to administer the planning process and submit a 
"plan for comprehensive health planning" for approval by the Surgeon- General of the Public 
Health Service. This plan must provide for establishment of a State health planning council, 
to include representatives of State and local agencies, non -governmental organizations, and 

other groups concerned with health. A majority of the council must represent consumers of 

health services. Public or non -profit private agencies or organizations may apply for grants 
to develop comprehensive regional, metropolitan area or local area health planning to develop 
and revise area -wide health plans; and to co- ordinate existing and planned health services, 
manpower and facilities. Applications must be approved by the State or territorial health 
planning agency to assure co- ordination of local, regional and State planning efforts. 

• 
During the period 1965 -1968, several special programmes were established to support 

changes and innovations in the organization of the health care delivery systems and to foster 
a more efficient use of manpower. The emphasis of these programmes was placed on improving 
the quality of health care for population groups with limited resources. These special 
programmes included the Appalachia Regional Development Act which was passed by Congress in 
1968 and which was designed to promote economic development and to provide for joint Federal, 
State and local efforts in meeting the needs of the people of the Appalachia Mountain Region. 
To deal with the problem of 1 000 000 migrant agricultural workers, the Migrant Health Act 
was passed in 1962 authorizing the Public Health Service to make grants for part of the cost 
of establishing and operating family health service clinics for this category of workers and 
their families, and of special projects to improve health services for them. Under this 
programme over 300 000 migrants are currently receiving services. The third special 
programme was set up under the Public Health Service Act, providing authorization "for grants 
to any public or non -profit private agency, institution, or organization to cover part of the 
cost of providing services (including related training) to meet health needs of limited 
geographic scope or of specialized regional or national significance, or developing and 
supporting for an initial period new programmes of health services (including related train- 
ing)". 

Medical and Public Health Research 

The Public Health Service of the United States of America conducts research through its 
complex of organizations, entitled the National Institutes of Health (NIH). The NIH 
programmes have been strongly influenced by the broad requirements to: 
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support research in non -federal academic and other research institutions; 

(2) train specialized manpower to expand the research and teaching capabilities of 

the country; and 

(3) construct research facilities. 

More specific requirements determining the direction of NIH's programme include: 
stimulating scientific interest towards new areas and new problems; supporting intramural 
research of several institutes as an essential complement to the general national research 

effort; studying the shifting patterns of disease, disability and the factors affecting 

health as a result of changing living conditions; exploiting the advances in biomedical 

knowledge, physical sciences and engineering. 

During the years 1966 -1967, special emphasis was placed on the following problem areas: 

aging, human development and mental retardation, environmental health, visual disorders, 

fertility control and population dynamics, pharmacology and toxicology, biomedical engineering 
and computer research and technology. Centrally managed research programmes were initiated 

and expanded in such fields as: chemotherapeutic agents effective against leukemia, the 

lymphomas, breast cancer and tumours; the viral origin of cancer; exploration of drugs for 

the retardation of atherosclerosis; control of kidney disease; study of myocardial infarct- 

ion. In carrying out its research activity, NIH conducted extensive laboratory and clinical 

research programmes on its own establishments and supported biomedical investigations in 

medical and dental schools, universities and other research centres. 

In 1967 national support from all sources of medical and health -related research 
amounted to an estimated US$ 2300 million, equivalent to 0.29 per cent, of the gross national 

product. The Federal Government provided US$ 1495 million (65 per cent, of the total), 

industry $ 575 million (25 per cent.) and other sources $ 230 million (10 per cent.). 

Government Health Expenditure 

In 1966 Federal funds accounted for 13 per cent, of the $ 42 billion total national 

expenditure for health, State and local funds 13 per cent, and private expenditure 74 per 

cent. In 1968, national expenditure for health rose to $ 53 billion of which Federal funds 

financed 24 per cent., State and local funds remained at 13 per cent, and private sources 

dropped to 63 per cent. 

The new emphasis of Federal outlays in the health care sector has resulted in a funda- 

mental shift in the distribution of the Federal health expenditure; 63 per cent, were 

devoted to medical research and to health care for direct Federal beneficiaries such as 

veterans and members of the Armed Forces and their dependants. Only 13 per cent, were spent 

on personal health services for the general population. 
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URUGUAY 

Population and Other Statistics 

At the last census, taken in October 1963, the population of Uruguay was 2 592 563., 

Population estimates and some other vital statistics for the period 1965 -1968 are given in the 
following table: 

1965 1966 1967 1968 

Mean population 2 714 900 2 748 700 2 783 000 2 818 000 

Number of live births 60 214 58 802 60 815 

Birth -rate (per 1000 population) 22.2 21.4 21.9 

Number of deaths 24 774 24 862 26 484 

Death -rate (per 1000 population) 9.1 9.0 9.5 

Natural increase (per cent.) 1.31 1.24 1.24 

Number of infant deaths 2 998 2 547 3 027 

Infant mortality rate 
(per 1000 live births) 49.8 43.3 49.8 

Number of deaths, 1 -4 years 442 291 312 

Death -rate, 1 -4 years 

(per 1000 population at risk) 1.9 1.3 

Number of maternal deaths 60 55 76 

Maternal mortality rate 
(per 1000 live births) 1.0 0.9 1.2 

Of the 26 484 deaths recorded in 1967, the main cuases were (ICD 1955): malignant 
neoplasm (5244), arteriosclerotic and degenerative heart disease (4812), vascular lesions 
affecting the central nervous system (3312), congenital malformations, birth injuries, post- 
natal asphyxia and atelectasis, infections of the newborn and other diseases peculiar to early 
infancy and immaturity (2002), senility without mention of psychosis, ill- defined and unknown 
causes (1860), accidents (975, including 167 motor vehicle accidents), diabetes mellitus (597), 

pneumonia (494), hypertension (487), gastritis, duodenitis, enteritis and colitis, except 
diarrhoea of the newborn (398), tuberculosis, all forms (339). 

The communicable diseases most frequently notified in 1968 were: influenza (3964), 
measles (3484), infectious hepatitis (2057), tuberculosis, all forms, new cases (1601), 
whooping -cough (1038), syphilis, new cases (316), typhoid fever (173), gonorrhoea (142), 

scarlet fever (119), diphtheria (27), leprosy (12), dysentery, all forms (7), poliomyelitis (6), 

paratyphoid fevers (4), meningococcal infections (3), smallpox (1). 

Organization of the Public Health Services 

The Ministry of Public Health is responsible for the organization, administration and 
planning of all health services in Uruguay. The Directorate- General of Health which was 
created in 1968, is part of this Ministry and comprises the following divisions: welfare, 
public health, technical services, administration, architecture, planning and budget. The 

Welfare Division includes geriatrics, pharmacy services, odontology and hospital services. 
The Division of Public Health comprises the following departments: health units, environmental 
sanitation, preventive health services, epidemiology, health education, statistics, nutrition, 

laboratories and vaccine control. 
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A Planning and Budget Division has been set up within the Directorate -General of Health. 
The Director -General of Health is assisted by two assistant directors. 

The departmental level is responsible for the administration and organization of the 
health programmes in the department. Each departmental centre comprises a general hospital, 
health centres and polyclinics. 

The local level is responsible for the execution of the health programme through 
auxiliary hospitals, medical aid posts, health centres and polyclinics. 

Hospital Services 

In 1963, Uruguay had 78 hospitals with a total bed complement of 16 935. The bed/ 
population ratio was 6.4 per 1000. These beds were distributed as follows: 

Category and number Number of beds 

General hospitals 72 11 867 

Tuberculosis hospitals 3 2 084 

Psychiatric hospitals 3 2 984 

Out- patient services were given in 1968 at the hospital out -patient departments, at 

158 polyclinics which provide preventive and curative services, at 16 health centres which 
primarily give preventive services to mothers -and children, epidemiological and environmental 
health services, 31 dispensaries and 1 mobile health unit. 

Medical and Allied Personnel and Training Facilities 

equivalent to a doctor /population 

1 250 (1962) 

496 

3 756 

In 1964, there were 3051 doctors in Uruguay which is 
ratio of 1 per 880. Other health personnel included: 

Dentists 

Fully- qualified nurses 

Assistant and auxiliary nurses 

The University of the Republic has 1 faculty of medicine, 1 faculty of dentistry, 1 

faculty of pharmacy, 1 faculty of veterinary medicine and 1 faculty of engineering which 
provides a specialized 1 -year course in sanitary engineering. During the academic year 
1967/68 the enrolment of the university included 742 medical students, 329 dental students, 

511 pharmaceutical students and 144 veterinary students. The number of graduates in 1968 
was: 44 dentists, 197 doctors, 13 pharmacists, 4 sanitary engineers and 34 veterinarians. 
Uruguay also has training courses for social assistants, dental assistants and laboratory 
assistants. The Doctor Carlos Nery School of Nursing provides a 4 -year training course for 

nurses (40 students in 1967/68), a 1 -year course for auxiliary nurses (60 students in 1967/68), 
and a 3 -year course in midwifery (15 students). The duration of training for physiotherapists, 
X -ray technicians, dieticians, podologists and ophthalmologists is 3 years. 

Communicable Disease Control and Immunization Services 

A control programme against Chagas' disease was initiated in Uruguay in 1963. So far 

control activities, including case -finding and spraying activities, have been concentrated in 
the departments of Rivera and Artigas. The vector T. infestans is present in about two -thirds 
of the whole country with approximately 700 000 inhabitants of whom 230 000 persons live in 
typically rural areas where the disease is most prevalent. A recent survey has revealed an 
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infestation rate of 16.1 per cent, for a total of 4244 houses in the Department of Rivera. 

At the end of 1965 a total of 798 cases of Chagas' disease had been diagnosed in the endemic 

zone. An infectious hepatitis epidemic occurred in 1967 and 1968 in Solis de Mataozo and in 

Santa Lucia. Information on the incidence of tuberculosis is incompleto. It is estimated 
that 40 to 50 per cent, of the population under 20 years of age are tubeculin- positive. 
Although the tuberculosis mortality has declined in recent years, the mo -'bidity has not 

followed this trend. Between 1961 and 1965, the number of smallpox vaccinations carried 

out was 943 214 covering 36.3 per cent, of the country's population as estimated in 1965. 

An intensive immunization and vigilance campaign has been initiated in 1467, aiming at the 
vaccination of at least 80 per cent, of the population in each departmen.. 

The following immunization procedures were carried out in 1967: 

Tetanus 339 064 

Smallpox 299 269 

Diphtheria 268 487 

Poliomyelitis 236 340 

Whooping -cough 195 052 

BCG 23 077 

Typhoid and paratyphoid fever 22 677 

Yellow fever 343 

Cholera 82 

Environmental Sanitation 

In 1967, of the 1270 communities with a total population of 2 749 000, 217 communities 

with 1 669 330 inhabitants had piped water systems and 59.2 per cent, of the population were 

served with piped water, whereas 9.1 per cent, had water from public fountains. Of the total 

number of communities, 26 had sewerage systems serving 1 011 228 inhabitants. The 

percentage of inhabitants living in houses connected to sewers was 48.4. 

International Assistance 

In 1968, WHO/PAHO's assistance to Uruguay included the following projects: 

Smallpox Eradication (1967- 1972): to carry out a programme of vaccination against 

smallpox; to organize a programme of epidemiological surveillance; and to produce smallpox 

vaccine in sufficient quantity to meet the country's requirements. 

Water Supplies (1960- 1969): to plan and carry out national water -supply programmes. 

Health Services (1955 -1970): to organize integrated health services in 5 departments 
aid later to extend such services to the whole country. 

Fellowships (1968) in various health fields. 

Development of the St Lucia River Basin (1968- ): to make a comprehensive study of the 

St Lucia river basin as a basis for developing the water supply and water -quality management 

elements of a comprehensive development plan for the area. 

Laboratory Services (1968- ): to improve the organization of the public health 

laboratories and the quality of the services they provide. 
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Health Statistics (1965- 1970): to improve the collection, processing, tabulation, and 

publication of statistics of births, deaths, morbidity, resources of health manpower and 

facilities. 

Research in Maternal and Child Health (1968- 1970): to carry out a maternal and child 
health research and training programme on the relation of disturbances in foetal nutrition and 

in homoeostasis to perinatal mortality. 

Radiation Protection (1968- 1970): to develop radiation protection services in hospitals 

and other institutions; and to train personnel for these services. 

Medical Care and Hospital Administration (1963- 1972): to improve the organization and 
administration of the medical care services of the Ministry of Public Health. 

Training of Health Personnel (1960- 1970): to strengthen the Doctor Carlos Nery School of 

Nursing, and to train auxiliary personnel for the health services. 

Medical Education (1964 -1970): to strengthen the faculty of medicine of the University 
of the Republic, and to improve the teaching. 

Sanitary Engineering Education (1965- 1970): to improve the teaching of sanitary 

engineering. 

Veterinary Medicine Education (1966 -1970): to improve the teaching of preventive medicine 
and public health in the School of Veterinary Medicine of the University of the Republic. 
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VENEZUELA 

Population and Other Statistics 

At the last census, taken in February 1961, the population of Venezuela was 7 523 999. 

Population estimates and some other vital statistics for the period 1965 -1968 are given in 
the following table:* 

1965 1966 1967 1968 

Mean population 8 722 212 9 030 328 9 351 602 9 686 486 

Number of live births 379 530 376 367 411 396 398 432 

Birth -rate (per 1000 population) 43.5 41.7 45.4 42.8 

Number of deaths 61 568 61 691 62 083 64 572 

Death -rate (per 1000 population) 7.1 6.8 6.8 6.9 

Natural increase (per cent.) 3.64 3.49 3.86 3.59 

Number of infant deaths 18 095 17 504 17 129 17 668 

Infant mortality rate (per 1000 
live births) 

7,7 46.5 41.6 44.3 

Number of deaths, 1 -4 years 6 894 6 222 6 664 6 838 

Death -rate, 1 -4 years (per 1000 
population at risk) 

5.8 5.1 5.3 5.2 

Number of maternal deaths 409 443 382 374 

Maternal mortality rate (per 

1000 live births) 
1.1 1.2 0.9 0.9 

* 
Figures published in the "Anuario Estadistico de Venezuela ". 

Of the 64 572 deaths recorded in 1968 the main causes were (ICD 1965): symptoms and 
ill- defined conditions (16 035), malignant neoplasm (5265), congenital anomalies, birth 
injury, difficult labour and other anoxic and hypoxic conditions, other causes of perinatal 
mortality (5237), bacillary dysentery and amoebiasis, enteritis, and other diarrhoeal 

diseases (4521), accidents (4473, including 2207 motor vehicle accidents), ischaemic heart 
disease (4289), pneumonia (3493), cerebrovascular disease (2804), tuberculosis of the 
respiratory system (1076), hypertensive disease (901), bronchitis, emphysema and asthma (891). 

The communicable diseases most frequently notified in the reporting area were, in 1967: 
dysentery, all forms (77 479), measles (46 425), gonorrhoea (27 918), influenza (20 115), 

syphilis, new cases (10 855), whooping -cough (9468), tuberculosis, all forms, new cases 
(6639), malaria, new cases for the whole country (5257), bilharziasis (2030), infectious 
hepatitis (614), trypanosomiasis (461), typhoid and paratyphoid fevers (403), leprosy (381), 

diphtheria (295), poliomyelitis (121), meningococcal infections (18), rabies in man (15). 

Organization of the public Health Services 

Primary responsibility for the health in Venezuela rests with the Ministry of Health 
and Social Welfare. The Ministry is organized in 5 directorates: the Directorate -General, 
the Public Health Directorate, the Directorate for Malaria Eradication and Environmental 
Sanitation, the Directorate for Social Affairs and the Administrative Directorate. 



- 176 - 

The Directorate -General is an exclusively executive unit which co- ordinates the activities 
of the other directorates and which, through the office of the regional health services, 
supervises the execution of the programmes carried out at the level of the local public health 
services. The Directorate -General includes, among others, the office of the regional health 
services, a sectoral unit for planning, an office for international health, a personnel unit. 

The Public Health Directorate consists of the following departments: demography and 
epidemiology, the National Institute of Hygiene, chronic and adult diseases (e.g. cardio- 
vascular diseases, cancer, tuberculosis, venereal diseases), maternal and child health, 
medical and welfare services, mental health, health education and pharmacy. The functions 
of this Directorate include co- ordination, assessment, supervision, and evaluation of the 
medical care programmes. 

The Directorate for Malaria Eradication and Environmental Sanitation comprises the 
following divisions dealing with: sanitary engineering, rural endemic diseases (malaria, 
Chagas' disease), ancylostomiasis and other helminthiases, rural water supply, rural 
housing, auxiliary administrative services, school for malariology and environmental 
sanitation. 

The Directorate for Social Affairs consists of the following departments: family 
welfare, community development, assistance and civil defence, social work, social education 
and social research. 

Within each state there are a number of health districts in which the health services 
are provided through hospitals, health units, health centres and rural dispensaries. In 

recent years health districts have been grouped to form co- operative health services, based 
on a system of regionalization of the health services. 

There are a number of institutions which enjoy a certain degree of autonomy and which 
are related to the Ministry through the Directorate for Social Affairs: the Venezuelan 
Council for Children, the Venezuelan Institute of Scientific Research, the National 
Nutrition Institute, the University Hospital of the Central University of Venezuela. In 

addition to the health services administered by the Ministry of Health and Social Welfare 
there are a number of other organizations which provide medical care and health facilities 
to certain population groups. Among these organizations are the Venezuelan Institute of 
Social Security, the Public Assistance Board for the Federal District, the Military Health 
Service, the medical service of private industrial companies, private welfare foundations 
and other private profit -making organizations. 

It is estimated that a little over 70 per cent, of the population is covered by the 
health services. For the remaining 30 per cent., a programme for minimum care (called 
"simplified medicine ") has been developed, which is based on approximately 1000 dispensaries 
which are under the supervision of the nearest rural health centre permanently staffed by 

a doctor. 

The regionalization process is gradually extended and consolidated at the district and 

regional level, and covers at present 10 out of 23 states of the whole country. 

Hospital Services 

In 1967, Venezuela had 313 hospitals and establishments for in- patient care, providing 

a total bed capacity of 29 368 beds, of which 25 587 were in 179 government- maintained 

establishments. The bed /population ratio was 3.2 per 1000. The distribution of the 29 368 

beds was as follows: 
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. Category and number Number of beds 

General hospitals 122 14 612 

Medical centres (without 
doctor) 

129 3 115 

Tuberculosis hospitals 17 3 048 

Maternity hospitals 9 970 

Paediatric hospitals 7 935 

Psychiatric hospitals 17 4 527 

Chronic diseases hospitals 4 620 

Cancer hospitals 3 236 

Orthopaedic hospitals 3 405 

Leprosaria 2 900 

Ambulatory care was provided in 1968 at 30 hospital out -patient departments, 29 health 
centres, 483 rural dispensaries, 49 health units. Altogether 4 237 359 new out- patients 
attended these services. 

Medical and Allied Personnel and Training Facilities 

In 1967, Venezuela had 7951 physicians, which is equivalent to a doctor population ratio 
of 1 per 1160. Other health personnel included the following: 

Dentists 1 908 

Pharmacists 2 305 

Assistant midwives 904 

Fully- qualified nurses 4 575 

Assistant nurses 12 891 

Veterinarians 607 

Sanitarians 811 

Laboratory technicians 384 

X -ray technicians 96 

Dieticians 179 

Auxiliary dieticians 402 

There are 7 medical schools in Venezuela, each has a department of preventive and 
social medicine which receives financial and personnel assistance from the Ministry of 
Health and Social Welfare. These schools provide a 6 -year course. During the academic 
year 1967/68 their student intake and output was 5818 and 550 respectively. The 3 schools 
of dentistry which provide a 5 -year course, had 1375 students during 1967/68 and 135 graduates. 
Training for pharmacy students and for students in veterinary medicine is given at 3 faculties. 
Efforts are made to strengthen the sanitary engineering aspects in the training of civil 
engineers. The faculty of engineering of the Central University of Venezuela has introduced 
a 1 -year post -graduate course in sanitary engineering. Venezuela has 9 nursing training 

schools which are under the responsibility of the Ministry of Health and Social Welfare, and 

at which the students are given a 3 years' training. In addition, there are 4 other nursing 
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schools at which the duration of training is 4 years. During the academic year 1967/68, the 

13 schools had 1723 nurse trainees of whom 396 students graduated at the end of the year. 
Training of nurses at the university level started in 1965 at the University of Zulia and 

in 1967 at the University of Merida. 

In 1967, a school for nutrition and dietetics was opened at the Medical School of the 
University of Zulia, providing a 4 -year training course. The school for dieticians in 
Caracas is financed by the National Institute of Nutrition and affiliated to the Medical 
School of the Central University of Venezuela. The school of public health started in 1966 
a 2 -1/2 hear course for the training of specialists in physiotherapy and occupational therapy. 
The School of Public Health is affiliated to the Medical Faculty of the Central University 
of Venezuela and is financed by the Ministry of Health and Social Welfare. The Venezuelan 
Association of Medical Schools was created in 1965; it is concerned with the training of 
medical personnel, the preparation of teaching personnel and the study of new training 
methods. 

Communicable Disease Control and Immunization Services 

Based on recent surveys, it has been discovered that the vector of Chagas' disease is 
found in an area of less than 750 000 square kilometres. The results of an examination of 
7000 persons in different regions of the country indicate that 42.4 per cent, of those 
examined have suffered or suffer from the disease and that 24.4 per cent, of the infected 
persons show cardiac damage. It is estimated that 1.3 million people suffer from Chagas' 
disease and that 300 000 have heart damage. 

A control and eradication campaign has been organized under the control of the Directorate 
for Malaria Eradication and Environmental Sanitation. Close collaboration has been established 
with the Institute of Tropical Medicine of the Central University of Venezuela, the division 
for cardiovascular diseases in the Ministry of Health and Social Welfare, and with the 
Venezuelan Institute for Scientific Research. The main objective of this campaign is to 

eradicate the vector in the houses and to interrupt transmission of the disease in the 
domiciliary environment. The activities of the campaign cover 4 000 000 persons living in 
communities of less than 5000 inhabitants and in the periphery of certain urban areas. A 

plan has been elaborated including an attack phase spread over 4 years including the 
spraying of all houses in the area comprising over 4 000 000 inhabitants. The second phase 

of the plan will cover those localities and houses which still have vectors after the attack 
phase. 

The incidence of venereal diseases, particularly syphilis and gonorrhoea is increasing. 

This increase is due, among other causes, to the lack of available diagnostic facilities, 

the difficulties in contact- tracing, increased self -treatment resulting in subsequent 
diagnostic and treatment difficulties. 

In 1968, there were altogether 800 suspected cases of poliomyelitis of which 560 cases 

were confirmed and 23 died. It has been noted in the last 4 years that poliomyelitis mostly 

attacks children under 5 years of age. 94.5 per cent, of the poliomyelitis cases have 

occurred in persons who have not been immunized or insufficiently immunized, There have been 

3 national poliomyelitis vaccination campaigns, in 1964, 1966 and 1968. 

There were no smallpox cases during the period under review. 

Immunization against measles has been introduced for the first time as a routine activity. 

Intensive vaccination programmes against diphtheria, whooping -cough and tetanus have been 

carried out. The incidence of rabies in man and animal has decreased in recent years. 
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The following immunization procedures were carried out in 1967: 

Smallpox 1 502 099 

Yellow fever 1 408 503 

BCG 1 046 923 

Typhoid and paratyphoid fevers 547 200 

Poliomyelitis 515 316 

Tetanus 255 908 

Diphtheria and whooping -cough 245 675 

Chronic and Degenerative Diseases 

During the period under review, cardiovascular diseases have become the first cause of 

general mortality representing 25.4 per cent, of all deaths. Among the cardiovascular 
diseases, hypertension, ischaemic heart disease and cerebrovascular diseases are most 

frequently notified. Chagas' disease, rheumatic fever and congenital heart diseases are less 

frequent. A network of primary, secondary and tertiary units for the prevention and treatment 
of cardiovascular diseases has been established and their activities are co- ordinated with the 

general programmes of work of the health and medical care establishments of the country. 

Cancer represented in 1967 the third cause of mortality in Venezuela with 5078 deaths, 

which is equivalent to 12.5 per cent, of the mortality from all causes. Among the adult 

population of Venezuela, namely the persons above 25 years, cancer mortality ranks second. 

Cancer of the stomach is the main form of cancer among the male population of the country, 

whereas cancer of the uterus is most frequently found in the female population. The cancer 
division in the Department for Chronic Diseases of the Ministry of Health and Social Welfare 

plans and co- ordinates all cancer control programmes in the country. A number of governmental 
(Cancer Institute "Luis Razetti ", general hospitals) and private (the Hogar "Padre Machado" 

hospital in Caracas) establishments are engaged in the control and treatment of cancer with 
the assistance from the cancer division. The general programme of this division is mainly 
concerned with health education of the public; co- ordination and planning of all cancer 
control activities; early detection and diagnosis of cancer of the uterus; training of 
health personnel; registration of all cases; epidemiological studies; activities of the 

social service. • Specialized Units 
In 1967, there were 633 centres engaged in maternal and child health care. They were 

attended by 68 230 pregnant women, 78 616 children under 2 years of age and 22 760 children 

aged 2 to 6 years. Domiciliary care was given to 57 700 pregnant women, 170 836 children 

under 2 years and 101 442 children aged 2 to 6 years. In 1967, of all deliveries, 205 508 

were performed in institutions and 11 320 were conducted by a doctor or qualified midwife 
under domiciliary arrangements. 

In 1968, school health services were provided at 656 centres. They were attended by 

300 231 schoolchildren, representing 80 per cent, of the total school population. Dental 

care was provided at 220 units at which nearly 372 patients were treated. Psychiatric 

consultations were given at 120 clinics. The 11 hospital rehabilitation clinics were attended 
by 5389 new out -patients. At the end of 1968, in accordance with the social security 
convention, 56 183 industrial undertakings with altogether 708 096 workers provided health 

services. Other industrial undertakings outside the social security arrangements also 

provided health facilities for their workers. In 1968, Venezuela also had 140 public health 

laboratories. 
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Environmental Sanitation 

It is estimated that'72 per cent. of the urban population, i.e. approximately 4.5 million 
inhabitants, and 55 per cent, of the rural population, i.e. approximately 1.95 million 
inhabitants are served with piped water to their dwellings. Thus, 65 per cent, of the country's 
total population has adequate drinking -water. However, 38 per cent, only of the urban 
population and 4 per cent, of the rural population are living in houses connected to sewers. 
An additional 8 per cent, of the urban population uses septic tanks and a little over 30 per 
cent, of the total population has latrines. Air pollution, particularly in the big urban 
agglomerations, has become a public health problem. 

Major Public Health Problems 

The most important public health problems which confront the Venezuelan health 
authorities are: the population pressure, the heavy demand for health services, the housing 
situation, accidents, environmental health, the incidence of cardiovascular diseases and 
cancer, tuberculosis and leprosy. In 1968, it was estimated that about 79 per cent, of the 

population is concentrated in an area representing 20 per cent, of the country's total 
surface, while the remaining 21 per cent, are scattered over 80 per cent, of the country's 
territory. 

Based on the present natural increase, it is anticipated that the population of the 
country will double in 25 years. Forty -five per cent, of this population will be under 15 years 

of age and only 9.74 per cent, will be over 50 years. This evolution necessarily has reper- 
cussions on the social and economic development of the country. The health authorities 
realize that family planning is a medico -social responsibility which has to be part of the 

health services activities. 

This accelerated population growth has resulted in an increased demand for services in 

all fields, including the health field. Increased demands are made on the provision of 
preventive and curative services, adequate environmental health conditions necessary for a 

minimum of comfort and including water supplies, waste disposal, housing, food of sufficient 
quantity and quality, educational facilities, job opportunities, etc. 

Another consequence of the population pressure is the acute housing problem which exists 
in rural and urban areas. Venezuela, like other developing countries, experiences a constant 

population migration from the rural areas to the towns in the surroundings of which slums 
( "poverty belts ") are rising. It is estimated that 535 035 housing units have to be built 
during the period 1965 -1970 to satisfy the normal demand. 

In 1968, accidents represented the fourth cause of mortality in the country, and the 

first cause of mortality in the age -group 5 to 44 years. Urbanization, industrialization, 

together with greater mechanization and automation, and improved transport facilities have 
contributed to the increase of accidents and have thus created new health risks. 

The development and improvement of environmental health conditions are also major 
health problems. 

Chronic and degenerative diseases such as cardiovascular diseases and cancer, and 

infectious diseases like tuberculosis and leprosy still constitute important health problems 
because of their pathogenic characteristics and the socio- cultural factors which favour their 

development. 

Social and Economic Developments of Significance for the Health Situation during the 

Period 1965 -1968 

The period under review has been marked by important changes caused by the economic and 

social development. The age -group under 15 years represents approximately 40 per cent, of 

the population which shows an annual increase of 3.3 to 3.4 per cent. According to estimates 



- 181 - 

made by the Central Bank the national income in 1966 was 29 871 000 000 Bolivares, representing 

a per capita income of 3308 Bolivares. Although this income is superior to most Latin American 

countries, its distributión is very irregular, thus affecting the possibility of certain 

population groups to pay for medical services. This uneven distribution also explains the 

widespread nutritional deficiencies particularly in rural areas which frequently have lower 

per capita incomes than in urban areas. 

During the period 1958 -1967, illiteracy has considerably decreased. In 1958 the illiteracy 

rate among the age -group of 15 years and above was estimated to be 52.1 per cent., while this 

rate was only 16 per cent. in 1967. 

In the field of public health, the most important developments to be mentioned are the 

structural and functional changes of Venezuela's Institute of Social Security which came into 

force in 1967. The Preparatory Commission of the National Health Service was established by 

presidential decree of 1967. In 1965, the Planning Unit and the Population Division were 

created in the Ministry of Health and Social Welfare. 

National Health Planning 

A 10 -year plan for the construction of hospitals, health centres and polyclinics has 

been prepared. It will follow the 10 -year plan for the period 1959 -1968, which aimed at the 

provision of 11 600 hospital beds. It is estimated that 78 per cent, of this programme was 

achieved. 

A survey of the health situation in 4 federal states in the north -eastern part of the country 

has been undertaken as part of an integrated study for the economic development of this region. 

This study has been carried out according to a scheme based on the CENDES /0PS methodology and 

is the first attempt to apply this methodology for the health planning of the country. 

Medical and Public Health Research 

During the period under review, research activities have been carried out by the 

Venezuelan Institute of Scientific Research and by the various medical faculties of the 

country. These activities were mainly directed towards epidemiological studies of Chagas' 

disease, leprosy and dental health. 

International Assistance 

In 1968, WHO/PAll's assistance to Venezuela included the following projects: 

Malaria Eradication: Independent Assessment of Programme (1967- 1968): to evaluate 

the current status of the malaria eradication programme, especially in areas in the maintenance 

and consolidation phase. 

Water Supplies (1960- 1969): to prepare long -term plans for urban water -supply 

programmes. 

Aedes aegypti Eradication (1958- ); to eradicate Aedes aegypti. 

Housing and Urbanization (1963- 1970); to plan rural housing and community development, 

and to train personnel. 

Fellowships (1968) in various health fields. 

Medical and Dental Manpower Studies (1968- 1970): to carry out a survey and analysis 

of medical and dental resources and prepare plans to meet present and future needs. 
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Laboratory Services (1966- 1970): to strengthen and extend the network of public health 
laboratories and integrate them into the public health services. 

National Institute of Hygiene (1964- 1970): to develop virological studies and the 
preparation of freeze -dried vaccines at the National Institute of Hygiene. 

Nutrition (1965 - 
train personnel. 

): to carry out a nutrition programme on a national scale and to 

Mental Health (1954 -1970): to assess mental health problems and to plan a national 
mental health programme. 

Industrial Hygiene (1962- ): to strengthen the industrial hygiene and occupational 
health services of the Ministry of Health and Welfare. 

Medical Care Services (1966- 1971): to prepare plans for the operation of hospitals 
and health centres, with a view to achieving the best possible co- ordination and utilization 
of the resources available. 

Rehabilitation (1963- 1970): to raise the standards of the departments of physical 
medicine and to train physical and occupational therapists for the rehabilitation services. 

School of Public Health (1961- 1970): to broaden the scope of the School of Public 
Health of the Central University, Caracas, and improve the teaching. 

Medical Education (1958 -1970): to improve medical education in Venezuela, in particular 
as regards preventive medicine and the teaching of basic medical sciences. 

Nursing Education (1959 -1970): to establish, at the School of Public Health, advanced 
courses in nursing education and in administration of nursing services. 

Sanitary Engineering Education (1964- 1969): to strengthen the teaching of sanitary 
engineering in the civil engineering curricula in 4 universities; to establish an experimental 
station and laboratories for research and practical training. 

Veterinary Medicine Education (1966- 1971): to strengthen the teaching of basic 
veterinary sciences, and of the preventive aspects of veterinary medicine, in 3 universities. 

Dental Education (1966- 1970): to develop and improve dental education at university 
level, especially in preventive and social dentistry, and to train auxiliary dental personnel. 

Government Health Expenditure 

Of the total general government consumption expenditure (5089 million bolivares) in 
1967, 30 per cent, were spent as public health services. These 1544 million bolivares 
represent a coverage of 165 bolivares per capita of the population. For the development and 
improvement of health facilities a further amount of 123.4 million bolivares was disbursed 
from capital accounts. 
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BERMUDA 

Population and Other Statistics 

At the last census, taken in May 1960, the population of Bermuda was 42 640. Population 
estimates and some other vital statistics, for the period 1965 -1968, are given in the follow- 
ing table: 

1965 1966 1967 1968 

Mean population 48 383 49 092 49 748 50 365 

Number of live births 1 117 1 004 980 978 

Birth -rate (per 1000 population) 23.6 20.5 19.7 19.4 

Number of deaths 358 355 328 403 

Death -rate (per 1000 population) 7.4 7.2 6.6 8.0 

Natural increase (per cent.) 1.57 1.33 1.31 1.14 

Number of infant deaths 34 32 27 23 

Infant mortality rate (per 1000 
live births 30.4 31.9 27.6 23,5 

Number of deaths, 1 -4 years 6 7 7 5 

Death -rate, 1 -4 years 1.29 1.53 1.59 1.20 

Number of maternal deaths 2 1 0 1 

Maternal mortality rate (per 

1000 live births) 1.79 0.99 0.00 1.00 

Of the 403 deaths recorded in 1968, the main causes were (ICD 1965): malignant neo- 
plasms (83), ischaemic heart disease (68), cerebrovascular disease (40), accidents (34, 

including 13 motor vehicle accidents), hypertensive disease (17), diabetes mellitus (15), 

pneumonia (13), bronchitis, emphysema and asthma (9), cirrhosis of liver (8), congenital 
anomalies (8). 

The communicable diseases most frequently notified in 1968 were: gonorrhoea (236), 

infectious hepatitis (168), syphilis, new cases (29), tuberculosis, all forms, new cases 
(7), whooping -cough (3), measles (2), scarlet fever (1), meningococcal infections (1), 

typhoid fever (1). 

Hospital Services 

In 1967, Bermuda had 4 hospitals and in- patient establishments providing 552 beds _ 

which is equivalent to 11.1 beds per 1000 population. These beds, to which 7281 in- patients 
were admitted during the year, were distributed as follows: 

Category and number Number of beds 

General hospital 1 236 

Psychiatric hospital 1 240 

Hospitals for geriatrics 2 76 
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Out -patient services were available at the general hospital out -patient department and 
at 1 government medical and health centre which provides medical care and preventive 
services, maternal and child care including planned parenthood services. The Bermuda 
Welfare Society employs nurses, who in addition to general health nursing visits, also offer 
midwifery, pre -natal, child care and immunization services. 

Medical and Allied Personnel and Training Facilities 

In 1967, Bermuda had 66 doctors of whom 54 were in private practice. The doctor/ 
population ratio was 1 per 750. Other health personnel included: 

Dentists 29 

Pharmacists 25 

Fully- qualified midwives 9 

Fully- qualified nurses 214 

Nurses with midwifery qualifications 162 

Assistant nurses 42 

Auxiliary nurses 81 

Veterinarians 3 

Sanitary engineers 2 

Laboratory technicians 16 

X -ray technicians 10 

Nutritionists 2 

Optometrists 8 

Dental technicians 3 

Social workers 3 

Health visitors 3 

Training facilities in the Bermudas include 2 nursing schools which provide a 1 -year 
course for basic nursing and a 2 -year course for psychiatric nursing. These schools had 
20 students in 1967/68 and 16 graduates at the end of the academic year. 

Immunization Services 

The following immunization procedures were carried out in 1967: 

Diphtheria, whooping -cough and tetanus 

Smallpox 

Poliomyelitis 

Cholera 

Specialized Units 

3 726 

2 589 

777 

14 

In 1968, maternal and child health care was based on 3 pre -natal service units and 
10 child health care centres. During the year, 967 pregnant women availed themselves of 

these services. Domiciliary care was given to 31 pregnant women, 1141 children under 1 

year and 34 children aged I to 5 years. All deliveries were attended by a doctor or 
qualified midwife. In addition to 1 main school health service unit, regular medical 
examinations and minor treatment clinics are held at the schools. The total school 
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population had access to these school health services. Dental care was available at 3 

dental service units at which 13 persons were treated. A medical rehabilitation department 

is attached to the general hospital. Psychiatric consultations were given in 1 out- 

patient clinic which was attended by 1849 patients. Out- patient clinics in specialized 

clinical fields included 1 venereal diseases clinic and 1 tuberculosis clinic. 

Environmental Sanitation 

Bermuda has only 2 main cities or town areas each with a population of less than 

3000. The remainder of the islands is rural, divided into parishes. There is no natural 

source of supply of fresh water. For normal domestic and other purposes rain is collected 

from the roofs of almost every building in the islands and is stored in tanks. This fresh 

water is supplemented in the central part of the islands by the use for non -potable purposes 

of slightly brackish water distributed through water mains. In times of droughts, water 

has to be imported, and sold to individuals. Except for the capital city, the remainder 

of the islands has no sewerage system as such. Each building has a cess pit to collect 

waste matter. • Government Health Expenditure 

Public health expenditures for 1968 were estimated to amount to £ 1 179 286. The 

following distribution was planned: King Edward VII Memorial Hospital 37.7 per cent., Social 

Welfare Board 2.3 per cent., Lefray House 3.8 per cent., Mental Hospital 22.6 per cent., 

Medical and Clinical Services 2.7 per cent., Garbage collection and disposal 9.7 per cent., 

Pest control 3.3 per cent., Other 17.9 per cent. 
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BRITISH HONDURAS 

Population and Other Statistics 

Population estimates and other vital statistics for the period 1965 -1967 are given in 
the following table: 

1965 1966 1967 

Mean population 106 000 112 309 115 134 

Number of live births 4 667 4 897 4 851 

Birth -rate (per 1000 population) 44.0 43.6 42.1 

Number of deaths 710 776 811 

Death -rate (per 1000 population) 6.7 6.9 7.0 

Natural increase (per cent.) 3.73 3.67 3.51 

Number of infant deaths 225 245 291 

Infant mortality rate (per 1000 live births) 48.2 50.0 59.99 

Number of deaths, 1 -4 years 88 97 118 

Death -rate, 1 -4 years (per 1000 population 
at risk) 5,63 5.95 7.04 

Number of maternal deaths 4 1 1 

Maternal mortality rate (per 1000 live births) .86 .204 .206 

The communicable diseases most frequently notified in 1968 were: tuberculosis, all 

forms, new cases (113), whooping -cough (90), dysentery, all forms (55), malaria, new cases (39), 

infectious hepatitis (22), measles (13). 

Organization of the Public Health Services 

The health services in British Honduras come under the Minister of Health who is 
responsible to the National Assembly for all health activities. The services are completely 
centralized and cover the entire territory. The Chief Medical Officer who is also the senior 
health officer advises the Government on all health matters. He is assisted by a medical 
officer of health and a principal nursing officer. The curative service provides for 
hospitalization and out -patient care and the preventive service provides maternal and child 
health services, domiciliary, midwifery and environmental control services. Both services 

are integrated. The main facilities are provided in the capital and ancillary services in 

the districts. 

Hospital Services 

In 1967, in- patient facilities were available at 11 hospitals providing 514 beds of which 

493 were in 9 government hospitals. The bed /population ratio was 4.5 per 1000 inhabitants. 
The 514 beds to which 8173 in- patients were admitted in 1967, were distributed as follows: 
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Category and number Number of beds 

General hospitals 5 290 

Rural hospitals 4 50 

Tuberculosis hospital 1 52 

Psychiatric hospital 1 122 

Out -patient services were provided at the 5 hospital out -patient departments which are 
staffed by a doctor, a nurse and a dispenser, and at 19 health centres, staffed by a nurse/ 
midwife. These health centres render first -aid treatment for minor ailments and provide 
maternal and child health care, i.e. pre -natal care, child care and immunizations. They are 
visited periodically by the district medical officer when regular out -patient services are 

conducted. All of them provide home visiting facilities. During 1968, 49 663 attendances 
were recorded at the hospital out -patient departments and 125 127 at the health centres, which 
also performed 6732 home visits. 

Medical and Allied Personnel and Training Facilities 

In 1967, British Honduras had 38 doctors of whom 26 were in government service. The 
doctor /population ratio was thus 1 per 3030. Other health personnel included: 

Dentists 5 

Pharmacists 2 

Dispensers 20 

Fully- qualified midwives 15 

Auxiliary midwives 132 

Fully- qualified nurses 74 

Nurses with midwifery qualifications 69 

Assistant nurses 

Auxiliary nurses 

Sanitary engineer 

Sanitarians 

Laboratory technicians 

X -ray technicians 

19 

22 

1 

14 

9 

4 

There are no medical or dental schools in the country, Graduates of schools recognized 
by the United Kingdom are accepted and registered by a local medical registration board on 
presentation of their qualifications. Nurses and midwives are trained locally at the Belize 
City Hospital School for nursing. The course for general nursing is 3 years and for 
midwifery 1 year. Nurses and midwives are registered by the local nursing council on the 
successful completion of their respective courses, they must renew their registration annually. 
A new feature in nursing training during the period under review has been the initiation of 
a practical nurses' training scheme. The course lasts 1 year and successful students are 
registered as practical nurses by the local nursing council. With the introduction of this 

scheme, the professional nursing school is being discontinued but suitably qualified practical 
nurses will be selected for professional training abroad. 
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A 3 -year course for dispensers is conducted at the Belize City Hospital Pharmacy 

Department where 4 students were enrolled in 1968. 

British Honduras is a contributor to the University of the West Indies, Jamaica. The 

School of Public Health, Jamaica makes 4 places available for training of 2 public health 

nurses and 2 public health inspectors per year. The course lasts 1 year. 

Communicable Disease Control and Immunization Services 

During the period under review the malaria eradication programme suffered severe reverses 

when in mid -1965 malaria cases appeared in the Toledo district, an area which was continuously 

negative for the previous 4 years. This outbreak spread to all districts in the country. As 

a result of the country -wide distribution of cases, the whole territory reverted to the attack 

phase in January 1967, with the exception of the Belize district which remained in the 

consolidation phase. In January 1968, residual spraying of houses in all districts, except 

Belize, was started. 

The tuberculosis control service continued with its preventive and case -finding programme. 

BCG vaccination of new -born babies was carried out in the Belize city area and the vaccination 

of babies and pre -school children attending child welfare clinics was intensified. Skin 

testing, BCG vaccination of negative reactors and chest X -rays of positive reactors among 

schoolchildren in the age - groups 5, 9 and 14 years continued as a routine feature of the 

tuberculosis control service. 

The following immunization procedures were carried out in 1967: 

Diphtheria, whooping -cough and tetanus 8 804 

BCG 7 821 

Smallpox 5 951 

Poliomyelitis 2 803 

Typhoid and paratyphoid fevers 2 545 

Tetanus 627 

Specialized Units 

Maternal and child health care services are integrated into the activities of the health 

centres of which there were 19 in 1968, During the year, 3724 pregnant women availed 

themselves of pre -natal services. Domiciliary care was given to 1868 pregnant women, 1175 

infants under 1 year and 1353 children aged 1 to 5 years. 

In 1967, the deliveries attended by a doctor or qualified midwife represented 44.5 per 

cent, of all deliveries. Of these 1814 deliveries were institutional and 347 were conducted 

under domiciliary arrangement. 

The dental health unit gave treatment to 6363 patients. During 1968, the psychiatric 

hospital out -patient department was attended by 243 new out -patients. The tuberculosis 

out -patient clinic was attended by 712 new out -patients. At the public health laboratory 

42 205 examinations were made during the year. 

Environmental Sanitation 

During the period under review, the provision of sanitary latrines and safe water supplies 

to rural areas was expanded. Work was undertaken in the Corozal, Stann Creek and Belize 

districts. In urban areas efforts were made to provide safe and adequate water supplies. 

In 1968, the towns of Belize, Corozal, San Ignacio, Stann Creek and Punta Gorda were already 
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served with piped water supplies. It was estimated that in 1968, 26.8 per cent, of the 
territory's total population had water from pipes and 40.4 per cent, from public fountains. 
Conventional sewerage systems are completely lacking in the territory. During the reporting 
period, a water and sewerage authority was established. It is responsible for the develop- 
ment and control of water supplies and sewerage systems on a country -wide basis. At present 
the authority is functioning as an advisory body to the Ministry of Health. 

Major Public Health Problems 

Diseases of the gastro -intestinal tract continue to be the major health hazard in the 
territory. These conditions are aggravated by the unsatisfactory environmental health 
conditions. Gastro -enteritis is still the most important cause of mortality among infants 
and pre -school children (1 -5 years) and is responsible for a little over 25 per cent, of the 

deaths occurring at this period of life. Dysenteries, helminthiasis, diarrhoea and 
enteritis account together for the majority of diseases seen at hospital out -patient depart- 
ments and requiring hospitalization. 

Pneumonia and bronchial diseases come next as major causes of morbidity. In most cases, 
these conditions have an underlying cause of malnutrition such as avitaminosis, anaemia and 

other deficiency states. The important environmental health problems are complicated by the 
lack of a well planned and executed programme for refuse storage, collection and disposal and 

by poor housing conditions. 

Social and Economic Developments of Significance for the Health Situation during the Period 
1965 -1968 

Although no large -scale building projects were undertaken during the period under 
consideration, a new hospital was opened in Punta Gorda town and the central laboratory was 
completed. Legislation to provide for a more satisfactory system of assessing fees of 

hospitalization and medical services was enacted, Progress was made in the field of 
environmental health services. 

National Health Planning 

The Government, with the assistance of WHO, is preparing a national health plan with a 
view to utilizing available resources and to giving an adequate coverage to the health and 
sanitation problems of the population. • Medical and Public Health Research 

Research into the incidence of skin leishmaniasis in man which started in 1960, was 
continued during the period under review, In 1966, a survey was carried out to obtain 
blood samples for tests for Chagas' disease and to evaluate the heart conditions of those 
tested. The survey revealed that human trypanosome T. Cruzi infections exist in the country 
and that a relatively high proportion of people tested in the Cayo district gave serological 
evidence of infection. The survey showed the need for further studies embracing the whole 
country, The project is financed by the Colonial Development and Welfare Grant of the 
United Kingdom Government. 

International Assistance 

In 1968, WHO /PAHO's assistance to British Honduras included the following projects: 

Malaria Eradication (1956- ): to eradicate malaria from the country. 

Water Supplies (1964- 1970): to unify under a central authority the management of water - 
supply and sewerage services; to expand the water - supply services and to develop a 

programme for the construction of rural waterworks. 
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Health Services (1962- 1970): to reorganize, expand and improve the general health 
services, including environmental sanitation services. 

Sanitary Engineering Education (1966- ): to train sufficient national personnel to 

meet the country's needs in sanitary engineering. 

Government Health Expenditure 

In 1968, general government health expenditure on current account amounted to 

ВН$ 1.9 million, representing a per capita expense of BH$ 16 for health services. In 

addition, 81$ 330 882 were charged to capital account, of which 81$ 330 505 were devoted 
to health development projects. 
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BRITISH VIRGIN ISLANDS 

Population and Other Statistics 

At the last census, taken in April 1960, the population of the British Virgin Islands 
was 7340. Population estimates and some other vital statistics, for the vеаrs 1967 -1968, 
are given in the following table: 

1967 1968 

Mean population 9 000 11 000 

Number of live births 237 264 

Birth -rate (per 1000 population) 26,3 24.0 

Number of deaths 45 70 

Death -rate (per 1000 population) 5.0 6.3 

Natural increase (per cent.) 2,13 1.77 

Number of infant deaths 14 17 

Infant mortality rate 
(per 1000 live births) 

59.1 64.4 

Number of deaths, 
1 -4 years 

4 3 

Death -rate (per 1000 population 
at risk) 

3.5* 2.6* 

* 

In relation to the 1960 census population, 

Organization of the Public Health Services 

The Director of Medical Services is in charge of the Medical Department and is responsible 
for the health services in the British Virgin Islands. The Public Health Nurse, under the 
Director of Medical Services, is responsible for developing the programme of public health 
nursing, including district nursing and midwifery. The Medical Department also includes a 

Public Health Inspector, Steps have been taken to replace the Public Health Ordinance of 
1859 with a new Public Health Act. 

Hospital Services 

In 1967, the British Virgin Islands had 1 hospital with 39 beds, to which 730 patients 
were admitted during the year. The bed population ratio was 4.3 per 1000. 

Out -patient facilities were available in 1968 at the hospital out -patient department, at 
4 polyclinics staffed by a nurse and located at Tortola arid Virgin Gorda; at 2 medical aid 
posts staffed by assistant nurses. These establishments recorded altogether 3625 attendances. 

Medical and Allied Personnel 

In 1967, there were 4 doctors working in the British Virgin Islands, 3 of whom were 
employed by the Government. The doctor population ratio was 1 per 2250. Other health 
personnel included: 
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Dentist 1 

Pharmacist 1 

Fully- qualified midwives 3 

Assistant midwives 2 

Auxiliary midwives 6 

Fully- qualified nurses 5 

Nurses with midwifery qualifications 2 

Auxiliary nurses 11 

Veterinarian 1 

Laboratory technicians 2 

There are no proper training facilities for medical health and nursing training, the 

hospital being too small for this purpose. Nursing candidates are trained in Jamaica and the 

United Kingdom. 

Communicable Disease Control and Immunization Services 

The incidence of communicable diseases is very low. However, the considerable recent 

influx of labour has necessitated the introduction of immigration regulations, including the 

medical examination for parasitic and communicable diseases. 

The following immunization procedures were carried out in 1967: 

Smallpox 278 

Tetanus 110 

Whooping -cough 81 

Diphtheria 81 

Typhoid and paratyphoid fevers 1 

The incidence of chronic and degenerative disease is insignificant. 

Specialized Units 

In 1968, maternal and child health care was based on 4 centres, the equipment of which has 

been considerably improved during the reporting period. In 1968, of all deliveries 214 were 

attended by a doctor or qualified midwife. There was also 1 dental service unit. A compre- 

hensive school health service had been started in 1968, including health education, routine 

medical examination and immunization programme. 

Environmental Sanitation 

Of the 7 communities of the British Virgin Islands, 1 community had a piped water system 

serving 1900 inhabitants. Of the total population 17.2 per cent, were served with piped 

water. None of the communities had a sewerage system. 

Major Public Health Problems 

The most important public health problems of the British Virgin Islands concern environ- 

mental health and more particularly the lack of a proper sewerage system and storm -water 

drainage, garbage collection, control of sanitation and of overcrowding in new buildings, 
mosquito and sandfly eradication and rodent control. With regard to the provision of health 

services, a new hospital is needed in the islands. 
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Social and Economic Developments of Significance for the Health Situation during the Period 

1965 -1968 

Important economic changes took place in the islands in 1968. Among the main 
developments are a sea reclamation project to build a new harbour in Road Town on Tortola and 
the development of the Island of Anegada - both mainly aiming at the improvement of tourist 
trade. Owing to lack of funds and manpower the development of the health services has been 

limited to the creation of a building authority to check the standard and the sanitary 
facilities of new buildings. 

National Health Planning 

Although no comprehensive health plan has been prepared, an integrated health service 
programme has been started with the assistance of WHO and UNICEF. This programme is based 
on carefully determined needs, priorities and available resources. The objectives of this 
programme are: to appoint a health planning committee and strengthen the administration of 
the health department; to co- ordinate health work with that in education, agriculture and 
other departments as well as voluntary organizations, and incorporate the health plan into 
the over -all social and economic development plan; to develop a single integrated preventive 
and curative service. 

Government Health Expenditure 

In 1968, the total government consumption expenditure was US$ 2 851 582, while the total 
expenditure of the Medical Department was US$ 159 243 (5.6 per cent.). The per capita 
expenditure on health was thus US$ 14.5. 
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CANAL ZONE 

Population and Other Statistics 

At the last census, taken in 1960, the population of the Canal Zone was 42 122. 

Population estimates and some other vital statistics for the period 1965 -1968, are given in 

the following table: 

1965 1966 1967 1968 

Mean population 54 000 56 000 56 000 56 000 

Number of live births 691 656 697 656 

Birth -rate (per 1000 population) 12.8 11.8 12.5 11.7 

Number of deaths 156 149 139 137 

Death -rate (per 1000 population) 2.9 2.7 2.5 2.4 

Natural increase (per cent.) 0.99 0.91 1.00 0.93 

Number of infant deaths 14 13 14 15 

Infant mortality rate (per 1000 live births) 20.3 19.82 20.08 22.87 

Number of deaths, 1 -4 years 1 3 3 2 

Of the 137 deaths recorded in 1968, the main causes were (ICD 1955): arteriosclerotic and 

degenerative heart disease (26), malignant neoplasm (22), accidents (17, including 7 motor 

vehicle accidents), pneumonia (16), congenital malformations, birth injuries, post -natal 

asphyxia and atelectasis, infections of the newborn and other diseases peculiar to early 

infancy and immaturity (14), vascular lesions affecting the central nervous system (8). 

The communicable diseases most frequently notified in 1968 were: gonorrhoea (81), 

tuberculosis, all forms, new cases (31), syphilis, new cases (24), measles (24), malaria, new 

cases (22), infectious hepatitis (20), dysentery, all forms (12). 

Hospital Services 

In 1968, the Canal Zone had 4 hospitals providing altogether 888 beds to which 12 156 

in- patients were admitted during 1968. The bed /population ratio was 15.9 per 1000. The 888 

beds were distributed as follows: 

Category and number Number of beds 

General hospitals 2 515 

Psychiatric hospital 1 253 

Leprosarium 1 120 

Out -patient care was provided in 7 health centres which organized well -baby clinics, 

immunization and first aid care. The nurses assigned to the units also make home visits. 

Medical and Allied Personnel 

In 1968, the Canal Zone had 78 doctors, or 1 doctor per 720 inhabitants. Other health 

personnel included: 
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Dentists 17 

Pharmacists 10 

Fully- qualified nurses 243 

Assistant nurses 282 

Veterinarians 6 

Sanitary engineer 1 

Sanitarians 8 

Physiotherapists 2 

Laboratory technicians 46 

X -ray technicians 12 

Optometrists 3 

Dieticians 7 

Social workers 6 

Immunization Services 

The following immunization procedures were carried out in 1967: 

Diphtheria, tetanus and whooping -cough 31 150 

Typhoid and paratyphoid fevers 17 975 

Poliomyelitis 12 958 

Smallpox 9 705 

Yellow fever 3 357 

Measles 2 016 

BCG 636 

Cholera 255 

Plague 178 

Epidemic typhus 169 

Specialized Units 

In 1968, 8 centres were engaged in maternal and child care. They were attended by 
14 110 children under 1 year and 3698 children aged 1 to 5 years. Domiciliary care was given 
to 64 infants and 171 pre -school children. All deliveries were attended by a doctor or 
qualified midwife, School health services were provided at 26 centres to which the total 
school population had access. A mobile X -ray unit was used in the Canal Zone for the preven- 
tion and detection of tuberculosis. 

Environmental Sanitation 

All of the 36 communities of the Canal Zone had piped water systems and sewerage systems 
serving the whole population. 
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FALKLAND ISLANDS ( MALVINAS) 

Population and Other Statistics 

At the last census, taken in March 1962, the population of the Falkland Islands was 2172. 
Population estimates and some other vital statistics for the period 1965 -1968 are given in the 

following table: 

1965 1966 1967 1968 

Mean population 2 090 2 131 2 112 2 105 

Number of live births 52 41 37 42 

Birth -rate (per 1000 population) 24.9 19.2 17.5 19.9 

Number of deaths 18 23 21 32 

Death -rate (per 1000 population) 8.6 10.8 9.9 15.2 

Natural increase (per cent.) 1.63 0.84 0.76 0.47 

Number of infant deaths O 0 0 3 

Number of deaths, 1 -4 years O 0 0 O 

Number of maternal deaths O 0 0 O 

Hospital Services 

In 1966, Falkland Islands had 1 general government hospital which provided 32 beds. 

The bed population ratio was 16.0 per 1000. The out -patient department of this hospital was 

attended in 1968 by 992 new out -patients who made 2814 attendances. 

Medical and Allied Personnel 

In 1966, there were 4 doctors in the Falkland Islands, working in government service. 
The doctor population ratio was 1 per 500. Other health personnel included: 

Dentists 2 

Nurses with midwifery qualifications 3 

Auxiliary nurses 4 

Immunization Services 

The following immunization procedures were carried out in 1966: 

Smallpox 

Diphtheria, whooping -cough and 
tetanus 

Poliomyelitis 

BCG 

257 

68 

65 

39 
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Environmental Sanitation 

In 1968, Port Stanley had a piped water system providing all inhabitants with piped 
water. All houses were connected to sewers. 

Government Health Expenditure 

The general government health expenditure on current account during the fiscal year 

1967/68 amounted to 2 44 930. Correspondingly government expenditure on health services was 

2 20.6 per capita as compared to 2 20.3 in 1965/66 and 2 17.6 in 1964/65. 
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GRENADA 

Population and Other Statistics 

At the last census, taken in April 1960, the population of Grenada was 88 677. 
Population estimates and some other vital statistics for the period 1965 -1968 are given 
in the following table: 

1965 1966 1967 1968 

Mean population 96 819 98 634 100 680 102 456 

Number of live births 2 968 2 820 2 816 2 994 

Birth -rate (per 1000 population) 30.66 28.59 27.97 29.22 

Number of deaths 822 852 786 822 

Death -rate (per 1000 population) 8.49 8.64 7.81 8.02 

Natural increase (per cent.) 2.22 2.00 2.02 2.12 

Number of infant deaths 126 123 125 102 

Infant mortality rate (per 1000 
live births) 42.45 43.62 44.39 34.07 

Number of deaths, 1 -4 years 61 53 65 47 

Number of maternal deaths 7 2 7 2 

Maternal mortality rate (per 1000 
live births) 2.36 0.71 2.49 0.67 

Organization of the Public Health Services 

The medical and public health services of Grenada are under the responsibility of the 
Minister of Social Services who is responsible to the Cabinet for all health activities. 
The Parliamentary Secretary is responsible for the health section of the Ministry. While 
the Permanent Secretary is in charge of the administration, all technical services related 
to health are under the control of the Chief Medical Officer who is the senior professional 

officer. Under the Chief Medical Officer a medical officer of health is in charge of 
activities in the field of public health and preventive medicine. During 1968, he was 

assisted by a second medical officer of health on contract whose special assignment included 
yaws, venereal diseases and control of food handlers. 

It is planned to divide the island into 7 health districts. Each parish in Grenada 
will be considered a health district while, in the case of Carriacou, the whole island will 
constitute 1 health district. In each health district the activities will be integrated 
at a health centre providing the basic services of maternal and child health, nutrition, 
health education, environmental sanitation, communicable disease control, public health 
nursing, mental health, medical health, medical care and dental care. A public health 
nurse, a district nurse /midwife, a public health inspector and a dispenser will be assigned 
to each health centre. 

Hospital Services 

In 1968, hospital accommodation was available at 7 establishments which together 
provided 708 beds or 7 beds per 1000 population. These beds were distributed as follows: 



- 199 - 

Category and number Number of beds 

General hospital ' 1 220 

District hospitals 2 89 

Tuberculosis sanatorium 1 38 

Mental hospital 1 200 

Home for the aged and infirm 1 137 

Home for handicapped children 1 24 

Out- patient care is given at the З hospital out -patient departments, at 25 medical 
stations and 5 health centres, At the medical stations and health centres, a district 

nurse midwife is resident. There are 10 district medical officers in charge of home visits 
and of medical clinics at all of these establishments. Seven public health nurses are 

stationed at the various health centres supervising the nursing activities of each zone. 

Medical and Allied Personnel and Training Facilities 

In 1968, Grenada had 29 doctors or 1 doctor per 3550 inhabitants. Other health 

personnel included: 

Dentists 

Pharmacists 

Fully- qualified nurse 

2 

15 

1 

Nurses with midwifery qualifications 108 

Assistant nurses 

Auxiliary nurses 

Veterinarian 

Sanitary engineers 

Sanitary inspectors 

Laboratory technicians 

X -ray technicians 

2 

99 

1 

2 

14 

6 

2 

The only medical and health training available in Grenada is given at 1 nursing school 
which has a 3 -year training course, and at 1 midwifery school which has a 1 -year course. 

During the 1968 school year, 79 nurses and 14 midwives were enrolled at these schools and 
20 nurses and 8 midwives graduated. 

Communicable Disease Control and Immunization Services 

Grenada remained free of malaria. However, surveillance activities were continued 
during the period under review, Aedes aegypti which was previously eliminated from Grenada 
reappeared in 1966 through reinfestation from a resistant pocket in the island of Carriacou. 
Yaws is practically under control. However, during the period under review, sporadic cases 
occurred and were promptly treated. In 1965 the rabies control programme was reorganized. 
The objectives of this programme are elimination of the reservoir of infection in the wild 
life vector, e.g. the mongoose, destruction of stray and feral dogs and vaccination of all 

other dogs, and vaccination of all exposed persons. A campaign of health education was 
launched. In 1966, an island -wide oral polio vaccination programme was carried out for 
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children between 4 months and 3 years old. The period under review showed a relatively high 
admission rate to the tuberculosis sanatorium. This is explained by increased interest and 
activity in contact follow -up work by public health nurses which commenced with the introduction 
of the integrated health scheme. No significant change has taken place in the annual number 
of notifications over the past years. A BCG vaccination campaign had been carried out in 

1953, but no fixed organization for tuberculosis control has since been established. The 
incidence and prevalence of venereal diseases have risen during the past years. In Grenada, 
efforts are being directed to quantify this problem. 

Specialized Units 

Maternal and child health activities are integrated into the work of the medical stations 
and health centres. Antenatal and child health clinics are held weekly at each of these 
establishments. During 1968, these clinics were attended by 2311 pregnant women and 8712 
children aged 1 to 5 years. The average weekly attendance was 64. Domiciliary visits 
were paid to 1615 pregnant women and 1579 children. Domiciliary midwifery services are 
given by the district nurse midwives. During the year 1968, there were 1258 deliveries 
performed in institutions and 1615 were conducted by a doctor or qualified midwife under 
domiciliary arrangement. Under the UNICEF milk feeding programme, milk is distributed 
monthly to the children at the medical stations and health centres. No routine examinations 
of schoolchildren are carried out. Occasional health education lectures are given. Dental 
clinics are conducted weekly at 5 rural health centres. Venereal disease and yaws clinics 
are also held weekly at each of these 5 centres. Laboratory facilities are available only 
at the general hospital in St George's City. 

Environmental Sanitation 

The environmental sanitation programme which was launched in 1957, was developed and 

expanded during the period under review. Its main objectives are the provision of pit 
latrines for every worker's home, communal baths, a water -carriage system of sewerage 
disposal for all schools and a number of selected areas, and improvement in rural water 

supply. The food hygiene programme provides for full examination of all food handlers and 
for the inspection of hotels, guest houses, restaurants and shops. Comprehensive water 
surveys of existing facilities were completed in 1967. It is estimated that 98 per cent, of 

the island's total population were served with piped water in 1968. St George's City, which 
had a population of 8644, was the only community having a sewerage system. 

Social and Economic Developments of Significance for the Health Situation during the 

Period 1965 -1968 

In 1967, Grenada became an Associated State of Britain in which the United Kingdom holds 
the responsibility for external affairs and defense. Grenada has achieved internal self - 

government with a ministerial system. General elections in the same year resulted in a change 

of government. In 1968, the island became a signatory to the Caribbean Free Trade Agreement 

(CARIFTA). 

The comprehensive integrated health programme drawn up in.1964 with WHO assistance, was 

developed during the period under review. In 1965, Grenada recorded for the first time an 

infant mortality rate below 50 per 1000 live births. 

National Health Planning 

There has been an increasing recognition of the need for organized health planning. In 

1968, preliminary steps were initiated for the preparation of a health plan. 



- 201 - 

MARTINIQUE 

Population and Other Statistics 

At the last census, taken in October 1961, the population of Martinique was 290 679. 

Population estimates and some other vital statistics for the period 1965 -1968, are given in 

the following table: 

1965 1966 1967 1968 

Mean population 322 225 327 000 330 000 324 000 

Number of live births* 10 747 10 094 9 877 

Birth -rate (per 1000 population) 33.3 30.8 29.9 

Number of deaths* 2 389 2 435 2 377 

Death -rate (per 1000 population) 7.4 7.3 7.2 

Natural increase (per cent.) 2.59 2.35 2.27 

Number of infant deaths 424 394 366 

Infant mortality rate (per 1000 

live births) 39.5 38.2 37.1 

Number of deaths (1 -4 years) 167 148 

* 
Data excludes births and deaths of infants dying before registration of birth. 

Of the 2377 deaths recorded in 1967, the main causes were (ICD 1955): chronic rheumatic 

heart disease, arteriosclerotic and degenerative heart disease and other diseases of the 

heart (277), malignant neoplasms (176), congenital malformations, birth injuries, post- 

natal asphyxia and atelectasis, infections of the newborn and other diseases peculiar to 
early infancy and immaturity (134), typhus and other rickettsial diseases (108), accidents 

(82 including 27 motor vehicle accidents), vascular lesions affecting the central nervous 
system (81), gastritis, duodenitis, enteritis and colitis, except diarrhoea of the newborn (74), 

dysentery, all forms (70), hypertension (52), senility without mention of psychosis, ill - 

defined and unknown causes (41), tuberculosis, all forms (41). 

The communicable diseases most frequently notified in 1968 were: syphilis, new cases 
(1014), tuberculosis, all forms, new cases (181), diphtheria (29), leprosy (27), typhoid 

fever (21), poliomyelitis (1), whooping -cough (1). 

Hospital Services 

In 1968, Martinique had 15 hospitals with a total bed capacity of 3741 beds to which 
42 698 patients were admitted during the year. The bed population ratio was 11.5 per 1000. 

These beds were distributed as follows: 

Category and number Number of beds 

General hospitals 2 2 068 

Rural hospitals 7 1 008 

Tuberculosis hospital 1 196 

Maternity hospitals 4 109 

Psychiatric hospital 1 360 
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Medical and Allied Personnel 

In 1968, Martinique had 208 doctors or 1 doctor per 1560 inhabitants. Other health 
personnel included: 

Dentists 

Pharmacists 

Fully- qualified midwives 

Fully- qualified nurses 

Veterinarians 

62 

67 

80 

445 

з 

Immunization Services 

in 1968! The following immunization procedures were carried out 

Diphtheria 29 797 

Tetanus 29 797 

Typhoid and paratyphoid fevers 24 409 

BCG 22 630 

Poliomyelitis 15 285 

Smallpox 8 536 

Whooping -cough 4 552 

Diphtheria, whooping -cough, tetanus and 

poliomyelitis 2 405 

Diphtheria, tetanus and poliomyelitis 2 024 

Yellow fever 857 

Specialized Units 

In 1968, there were 62 centres engaged in maternal and child health care. Domiciliary 

visits were paid to 6286 pregnant women and 18 941 children aged 1 to 5 years. 

In the same year 8969 deliveries were conducted in hospital under professional 

supervision. 
• 
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PUERTO RICO 

Population and Other Statistics 

At the last census, taken in June 1960, the population of Puerto Rico was 2 349 544. 

Population estimates and some other vital statistics for the period under review are given in 
the following table: 

1965 1966 1967 1968 

Mean population 2 632 000 2 665 000 2 695 000 2 723 000 

Number of live births 79 608 73 630 66 906 64 031 

Birth -rate (per 1000 

population) 30.2 27.6 24.8 23.5 

Number of deaths 17 686 16 891 15 764 16 022 

Death -rate (per 1000 

population) 6.7 6,3 5.8 5.9 

Natural increase (per cent.) 2.35 2.13 1.90 1.76 

Number of infant deaths 3 406 2 704 2 174 1 749 

Infant mortality rate (per 

1000 live births) 42.8 36.7 32.5 27.3 

Number of deaths, 1 -4 years 523 393 392 274 

Death -rate, 1 -4 years (per 

1000 population at risk) 1.8 1.3 1.3 0.9 

Number of maternal deaths 40 34 26 10 

Maternal mortality rate (per 

1000 live births) 0.5 0.4 0.4 0.1 

Of all deaths recorded in 1968, the main causes were (ICD 1955), chronic rheumatic 

heart disease, arteriosclerotic and degenerative heart disease and other diseases of the 

heart (3821), malignant neoplasms (2416), vascular lesions affecting the central nervous 
system (1550), congenital malformations, birth injuries, post -natal asphyxia and atelectasis, 
infections of the newborn, and other diseases peculiar to early infancy and immaturity 
(1487), accidents (1065, including 566 motor vehicle accidents), pneumonia (812), senility 
without mention of psychosis, ill- defined and unknown causes (682), cirrhosis of liver (551), 

diabetes mellitus (513), tuberculosis, all forms (423), hypertension (379), gastritis, 
duodenitis, enteritis and colitis, except diarrhoea of the newborn (284). 

The communicable diseases most frequently notified in 1967 were: gonorrhoea (2559), 

syphilis, new cases (2282), measles (2271), influenza (1573), tuberculosis, all forms, new 
cases (1448), infectious hepatitis, including serum hepatitis (1130), scarlet fever and 
streptococcal sore throat (335), bilharziasis (49), whooping -cough (46), malaria, new cases, 
imported (15), meningococcal infections (15), typhoid fever (11). 

Organization of the Public Health Services 

The Department of Health is organized at з levels: central, regional and municipal. 
It is headed by the Secretary for Health and comprises 2 main organizational units: the 
Bureau of Health and the Bureau of Administration. The Office of the Secretary for Health 
includes certain special programmes: planning and co- ordination of the mental retardation 



- 204 - 

programme, research planning and evaluation, evaluation of health services, public relations, 

human resources, and several special boards. The Director of the Bureau of Health is 

assisted in the administration of regional services by professional and technical staff. The 

Bureau of Health administers the programmes of medical care and preventive services, environ- 

mental health, mental health, laboratories, tuberculosis control, cancer control, dental health, 

maternal and child health (including crippled children services), nutrition Medicaid programme 

and civil defence. 

The Bureau of Administration comprises supporting services for health and includes adminis- 

trative units such as budget, personnel, organization and methods, legal services, library, 

demographic registry and vital statistics, etc. 

In January 1969 the Division of Public Welfare of the Department of Health was converted 

into the new Department of Social Services. The Child Commission and the Gericulture Commis- 

sion form part of the new Department. 

The island has been divided into 5 health regions for the direction and supervision of 

local and specialized services. The north -east region is under the direction of the School 

of Medicine through an agreement with the Department of Health. The regional hospital 

serves also as the university teaching hospital. Some of the school's staff members have 

assumed responsibility in the direction and supervision of local services. 

The other regions, e.g. the north, west, south and east regions, are under directors of 

health services who are also directors of the regional hospitals (Arecibo, Aguadilla, Ponce 

and Fajardo). 

There are 76 municipalities which are the smallest political unit in Puerto Rico. 

Forty -seven of them have a health centre which is the local organization unit for providing 

integrated health and welfare services to the population in close collaboration with the 

municipal authorities. The aim is that all municipalities adopt the basic concept of 

integration, co- ordination and collaboration of the health centre. In the municipalities 

without health centres, medical care is provided by the municipal government and the Department 

of Health under a special agreement with financial support from the Department of Health which 

operated independently a public health unit in these municipalities. 

Hospital Services 

In 1967, Puerto Rico had 139 hospitals with 12 251 beds of which 7951 were in 89 govern- 

ment maintained hospitals. The total number of beds, which is equivalent to 4.5 beds per 

1000 population, was distributed as follows: 

Category and number Number of beds 

General hospitals 122 7 582 

Tuberculosis hospitals 6 2 084 

Psychiatric hospitals 4 2 136 

Eye hospital 1 67 

Cancer hospitals 2 130 

Orthopaedic hospital 1 75 

Hospital for traumatic surgery 1 43 

Centre for physiotherapy 
and rehabilitation 1 40 

Leprosarium 1 100 
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In 1968, out -patient facilities were available at 5 out -patient departments of government 

general hospitals; at 66 health centres which comprise a hospital unit of from 20 to 60 beds, 

a public health unit and d public welfare unit; and at 93 dispensaries (independent of 

hospitals) administered by the State Insurance Fund and the municipal government. 

Medical and Allied Personnel and Training Facilities 

In 1967, Puerto Rico had 2580 doctors of whom 885 were in government service. The 

doctor population ratio was 1 per 1040. Other health personnel included; 

Dentists 455 

Pharmacists 1 696* 

Assistant midwives 781 

Fully- qualified nurses 4 500 

Nurses with midwifery 
qualifications 334 

Assistant nurses 5 719 

Hospital attendants 1 118 ** 

Veterinarians 100* 

Sanitary engineers 15 

Sanitarians 440 

Physiotherapists 243* 

Laboratory technicians 773* 

X -ray technicians 454* 

Chiropractors 208* 

Opticians 91* 

Paediatrists 16* 

ж 
Registered. 

Government eп�loyed. 

Doctors, dentists and pharmacists are trained at the University of Puerto Rico. During 
the academic year 1967/68, the university enrolled 237 medical students, 123 dental students 
and 298 pharmaceutical students. In 1968, there were 26 graduates in medicine, 43 in 

dentistry and 189 in pharmacy. The Department of Public Health and Preventive Medicine of 
the University of Puerto Rico also organized courses in science, medical technology, sanitary 
sciences and nutrition. The dental school of this university trained 32 dental assistants 
during 1967/68. Puerto Rico also has 1 school for physiotherapists, 1 school for sanitarians 
and 2 schools for X -ray technicians. 

Basic nursing training was available at 11 schools where 1243 students were enrolled in 
1967/68; midwifery training was available at 2 schools which had 52 students and auxiliary 
nursing training was provided at 9 schools where 631 students were enrolled. 

Communicable Disease Control and Immunization Services 

Many of the communicable diseases common to Puerto Rico have been either completely 
eradicated or are under near control. Malaria has been completely eradicated from the 
island. No cases of trypanosomiasis, onchocerciasis, yaws, trachoma or smallpox have been 
reported. Only 2 cases of poliomyelitis have been registered since 1963. Tetanus morbidity 
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and mortality have decreased but are still considered high. The 1968 morbidity and mortality 
rates were 1.6 per 100 000 population and 0.7 per 100 000 respectively. Schistosomiasis mansoni 
continues to be grossly under reported. Though only 37 cases were officially reported in 
1968, there is ample evidence that increased transmission has occurred following the first 

year of near normal rainfall in Puerto Rico in the last 15 years. Viral hepatitis continues 
to be reported as the most prevalent communicable disease in Puerto Rico. In 1968, the number 
of reported cases was 1238, which represented a rate of 45.2 per 100 000 population. There 
is also a high morbidity of streptococcal sore throat with a rate of 13.0 per 100 000 popula- 
tion. Venereal diseases appear to be on the increase with 1070 cases of primary and 
secondary syphilis reported in 1968. То control'the communicable disease5•the Department of 
Health is planning increased preventive efforts in fields of immunization services, health 
advisory facilities, environmental sanitation control and increased public awareness of the 
value of preventive medicine. Tuberculosis is still a public problem in spite of the 
dramatic decrease in both morbidity and mortality. The mortality rate dropped from 29.3 in 
1960 to 15.2 in 1968 and the morbidity rate from 90.8 in 1960 to 38.1 in 1968. Control 
measures include tuberculin testing of most first and seventh grade children in public and 
private schools throughout the island, X -ray examination, bacteriologic examination, drug 
therapy, home visiting and rehabilitation. All these services are provided free of charge 
by the Health Department. 

The following immunization procedures were carried out in-1967/68: 

Diphtheria, whooping -cough and tetanus 199 031 

Poliomyelitis and BCG 64 490 

Smallpox 56 140 

Typhoid and paratyphoid fevers 7 781 

Chronic and Degenerative Diseases 

Diseases of the heart have been the primary cause of death in Puerto Rico during the 
last 14 years. The heart disease programme of the Department is mainly concerned with 
prevention. There are 8 cardiovascular disease diagnostic and treatment clinics throughout 
the island. Early detection and education of the public are also part of this programme. 
A wide variety of congenital heart diseases are seen at the university hospital. 

Since 1957, cancer is the second cause of death in Puerto Rico even though the island 
has a young population in which only 50 per cent, are over 20 years of age. Cancer of the 
cervix is the most common form of cancer among women, with an incidence of 41.9 per 100 000. 
Among the male population the most frequent form of cancer is carcinoma of the stomach, with 
an incidence rate of 19..7 per 100 000. It is followed by carcinoma of the oesophagus, with 

an incidence of 13.6 per 100 000. The Health Department's cancer control programme is 
responsible for a cancer registry, early detection of cervical cancer, cancer education 
programmes for professional health personnel. Treatment facilities are available at 
regional hospitals and 2 private non- profit cancer hospitals. A new cancer centre in the 
western region will start operating in 1970. 

The mortality rate from diabetes mellitus is 18.6 per 100 000 population. Control 
measures comprise early detection, diagnosis, treatment, follow -up and education. 

The main accomplishment during the period under review was the organization of a planning 
unit which set the basis for regionalization and decentralization of the mental health services. 
Although a diminution of new admissions to the psychiatric hospitals has been noted, hospitali- 
zation, and out- patient treatment of narcotic addicts and alcoholics has increased markedly. 
Desintoxification of addiction patients has started on an ambulatory basis at a day hospital. 
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Specialized Units 

In 1968, there were 76 centres engaged in maternal and child care; they were attended 

by 61 974 pregnant women, and 55 847 children aged 1 to 5 years. Domiciliary visits were 

paid to 8920 pregnant women and to 12 116 children aged 1 to 5. In 1968, of all deliveries 

94.72 per cent, were attended by a doctor or qualified midwife, either in hospital or under 

domiciliary arrangement, School health services were provided at 76 centres. They were 

attended by the total school population. Dental care was available at 116 units which 

recorded altogether 178 648 visits. Psychiatric consultations were provided at 11 out- 

patient clinics which recorded 22 504 visits. Other specialized units included 13 hospital 

rehabilitation departments, 19 tuberculosis centres, 1 dermatology clinic, 76 venereal disease 

clinics. There were also 163 public health laboratories maintained by the Department of 

Health which carried out over 2.5 million examinations. 

Environmental Sanitation 

In 1968, all the 76 communities with about 2.7 million inhabitants had piped water 
systems. It is estimated that 82 per cent, of the total population were served with piped 

water. Of these 76 communities, 75 had sewerage systems. 

Major Public Health Problems 

In order of importance, the major public health problems are the hazards of air and water 

pollution due to industrial growth, the rising costs of medical care, environmental sanitation 
and scarcity of trained personnel in the health field. Although the industrialization has 

contributed considerably to the island's economy, it has also resulted in mounting dangers to 
public health and welfare with an ever -increasing number of sources of contamination. Legis- 

lative acts have been passed during the reporting period establishing control measures against 
these hazards. Rising costs of medical care, under -financing of the governmental health 
system and the continuous population increase heavily contribute to the Government's difficult- 
ies in adequately covering the health needs of the indigent population. The main concern in 
the field of environmental sanitation is the maintenance and improvement of milk and food 

sanitation, water potability, human and industrial wastes disposal, vector control and housing 
sanitation. The shortage of professional health personnel is an acute problem. 

Social and Economic Developments of Significance for the Health Situation during the Period 
1965 -1968 

During the period under review the economic growth of Puerto Rico has continued at the 

accelerated rate of about 10 per cent, annually. The level of general health has risen and 

life expectancy has increased to 70 years. At present free health services are provided to 
about 60 per cent. of Puerto Rico's population. An accelerated programme for the construction 

of medical facilities at an approximate cost of 180 million dollars had been started in. 

1966 and will be achieved in a 10 -year period. The establishment of a health insurance 
programme for the elderly by the United States Government has benefited this age -group, which 

now receives a higher quality of medical care. Puerto Rico spends 34 per cent, of its total 

budget on education. Of the total population of the country about one -third attends schools. 

university and college enrolment has grown to 48 000 compared with less than 13 000 in 1950. 
Although accounting for a relatively moderate percentage of net income, tourist activity has 

been expanding very rapidly. The substantial progress registered in the principal sectors 
of the economy has been matched by corresponding achievements in the supporting sectors such 

as housing, trade, public utilities, finance, transportation and other services. 

National Health Planning 

A strong planning organization did not exist in the Department of Health prior to 1967. 

Planning functions were exercised by the Office of the Secretary for Health. A planning 
division designated as Division of Planning, Research and Evaluation was established in 1967. 
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Its Director is responsible to the Secretary of Health. The Department of Health through 
its Division of Planning was entrusted with the responsibility of implementing the Comprehen- 
sive Health Planning Amendments. A State Health Advisory Council was created, composed of 

members representing governmental and non -governmental organizations, groups and agencies 
concerned with health and consumers of health. The Division of Planning works closely with 
the State Health Advisory Council. There are administrative units actively engaged in 

specialized health planning activities in the Department of Health: the mental unit, the 

mental retardation, planning and co- ordination office and the health facilities division. 

The Puerto Rico Planning Board, which was created in 1942, is the over -all planning 
authority. It assists the Governor in establishing the policy to guide the fiscal, 
economic and social development of the island. The Planning Board also acts as a co- 

ordinating agent with respect to other State agencies. These agencies must submit their 

plans to the Planning Board for co- ordination with the other government agencies as well as 

with private enterprises. There are local planning committees in most municipalities. 

Government Health Expenditure 

During the fiscal year 1967/68, the Commonwealth Government general consumption expendi- 
ture amounted to $ 566.0 million. Of this total sum, $ 114.4 million were devoted to health 

services (20.2 per cent.), representing a per capita expenditure on health of $ 42.2. The 

Department of Health carried $ 69.6 million (60.8 per cent.) and the municipalities approxi- 
mately $ 23.3 million (20.4 per cent.), whereas other departments spent $ 21.5 million 

(18.8 per cent.). 

An additional amount of $ 30.8 million was charged to capital account for the implementa- 

tion and development of health facilities. 
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ST KITTS -NEVIS AND ANGUILLA 

Population and Other Statistics 

At the last census, taken in April 1960, the population of St Kitts -Nevis and Anguilla 
was 56 591. Population estimates and some other vital statistics for the period 1965 -1967 
are given in the following table: 

1965 1966 1967 

Mean population 56 865 57 181 56 596 

Number of live births 1 860 1 723 1 502 

Birth -rate (per 1000 population) 32.7 30.1 26.5 

Number of deaths 557 545 445 

Death -rate (per 1000 population) 9.8 9.5 7.9 

Natural increase (per cent.) 1.29 2.06 1.86 

Number of infant deaths 110 100 80 

Infant mortality rate (per 1000 
live births) 59.1 58.0 53.3 

Number of deaths, 1 -4 years 42 38 18 

Number of maternal deaths 8 4 7 

Maternal mortality rate (per 
1000 live births) 4.3 2.3 4.7 

Of the 445 deaths recorded in 1967, the main causes were (ICD 1955): vascular lesions 
affecting the central nervous system (63), malignant neoplasms (50), congenital malformations, 
birth injuries, post -natal asphyxia and atelectasis, infections of the newborn and other 
diseases peculiar to early infancy and immaturity (51), senility without mention of psychosis, 
ill- defined and unknown causes (48), pneumonia (28), hypertension (21), gastritis, duodenitis, 
enteritis and colitis, except diarrhoea of the newborn (20), accidents (20, including 2 motor 
vehicle accidents), arteriosclerotic and degenerative heart disease (19), diabetes mellitus 

(16). 

The communicable diseases most frequently notified in 1968 were: influenza (91), 
measles (56), gonorrhoea (23), tuberculosis of the respiratory system, new cases (13), 

infectious hepatitis (7), syphilis, new cases (6), typhoid fever (1). 

Organization of the Public Health Services 

The responsibility for the health services in St Kitts -Nevis -Anguilla rests with the 
Ministry of Education, Health and Welfare which comprises the Permanent Secretary and the 
Chief Medical Officer who is its chief executive officer. The Central Board of Health 
advises the Chief Medical Officer on matters related to health. The preventive and curative 

services are under the control of the Chief Medical Officer. The chief public health 
inspector in charge of environmental hygiene and sanitation services, the superintendent 
public health nurse in charge of preventive clinic services and midwifery services, the district 

medical officers in charge of district out -patient services, the medical superintendents in 

charge of hospital services, are responsible to the Chief Medical Officer. 
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Hospital Services 

In 1967, St Kitts -Nevis and Anguilla had 5 establishments for in- patient care providing 
together 227 beds or 4.0 beds per 1000 population. These beds were distributed as follows: 

Category and number Number of beds 

General hospitals 2 168 

Rural hospitals 2 46 

Leprosy hospital 1 13 

Ambulatory care was provided in 1968 at 3 hospital out -patient departments, 21 health 
centres and 1 dispensary. 

Medical and Allied Personnel and Training Facilities 

In 1967, St Kitts -Nevis and Anguilla had 15 doctors of whom 12 were working in government 
service. The doctor population ratio was 1 per 3770. Other health personnel included: 

Dentists Э 

Pharmacists 15 

Fully- qualified midwives 82 

Assistant midwives 2 

Fully- qualified nurses 45 

Nurses with midwifery 
qualifications 6 

Student nurses 69 

Nursing aides 5 

Veterinarian 1 

Sanitary engineer 1 

Sanitarians 16 

Laboratory technicians 4 

X -ray technician 1 

Training of nurses is carried out at 2 hospitals: the J. N. France General Hospital in 

Basse Terre and the Alexandra Hospital in Nevis. The course lasts 3 years. No nursing 

registration is required but midwives have to be registered with the Midwives Board. 

Public health nurse training is available in Jamaica. In- service training of public health 

inspectors takes place at Basse Terre. After a period of service with the Government, 

suitable officers are sent to the University of the West Indies, Jamaica, to obtain the 

certificate of the Royal Society of Health. 

Communicable Disease Control and Immunization Services 

Tropical communicable diseases such as yaws, filariasis, malaria and schistosomiasis 

no longer occur in the islands as a result of urbanization, piped water supplies, sanitary 

services and the treatment of cases. Tuberculosis and venereal diseases are still public 

health problems. However, the incidence of these diseases is not known. Whooping- cough, 
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poliomyelitis and typhoid fever have been brought under control, largely through immunization 

activities. 

The following immunization procedures were carried out in 1967: 

Typhoid and paratyphoid fevers . 14 690 

• Smallpox 7 378 

Diphtheria, whooping -cough and tetanus 1 928 

Poliomyelitis 1 392 

Specialized Units 

In 1968, maternal and child health care was provided at 21 pre -natal and child health 
service units where 973 pregnant women and 1575 children up to 5 years of age attended. 
During the same year 1361 domiciliary visits were paid to pregnant women, 2206 to children 
under 1 year and 3804 to children aged 1 to 5 years. Of all deliveries, 383 were 
institutional and 780 were conducted by a doctor or qualified midwife under domiciliary 
arrangements. Thus, 86 per cent, of all births were attended by qualified health personnel: 
The total school population was under health supervision provided by the public health nurses 
of the districts. At 1 dental health unit treatment was given to 2462 patients. 

Other specialized units included 1 psychiatric out -patient clinic, 1 leprosy out -patient 
clinic and 1 public health laboratory. 

Environmental Sanitation 

The territory has no special programme in the field of environmental health other than 
the programme to ensure that every household possesses a sanitary privy. This consists of 
a bore hole latrine, the excavation of which is undertaken at the householder's expense, 
with the concrete emplacement and wooden cover supplied free of cost by the Government. It 

is estimated that in 1968, 50.7 per cent, of the population of St Kitts and Nevis were served 
with piped water and 35.4 per cent, were served from public fountains. 

Major Public Health Problems 

The major public health problems as indicated by mortality and morbidity statistics and 
surveys are the following: infant protein calorie malnutrition, fish poisoning which occurs 
on a wide scale, although exact figures of incidence are not available; the relatively high 
incidence of diabetes and its complications, particularly among the old population; the 

prevalence of worm infestations, particularly among schoolchildren of whom 50 per cent. 
have been found by surveys to be infested. 

National Health Planning 

A national health plan is being prepared with the assistance of WHO. It is anticipated 
that this will become part of the over -all plan for social and economic development. 

Government Health Expenditure 

Government expenditure for the promotion of health, the prevention of diseases, treatment 
and rehabilitation amounted to $ 1 187 622 in 1968, $ 380 532 of which were allotted to 
preventive services. Government health expenditure amounted to 13.2 per cent, of the total 

government expenditure. 
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ST LUCIA 

Population and Other Statistics 

Population estimates and some other vital statistics for the period 1965 -1968 are given 
in the following table: 

1965 1966 1967 1968 

Mean population 94 000 103 000 105 000 108 000 

Number of live births 4 352 4 267 4 556 - 

Birth -rate (per 1000 population) 46.3 41.4 43.4 - 

Number of deaths 832 748 874 - 

Death-rate (per 1000 population) 8.6 7.3 8.3 - 

Natural increase (per cent.) 3.77 3.41 3.51 - 

Number of infant deaths 208 181 260 - 

Infant mortality rate (per 1000 
live births) 

47.8 42.4 57.1 - 

Number of deaths, 1 -4 years 94 57 93 - 

Number of maternal deaths 1 1 2 - 

Maternal mortality rate (per 
0.2 0.2 0.4 - 

1000 live births) 

Of the 874 deaths recorded in 1967, the main causes were (ICD 1955): senility without 
mention of psychosis, ill- defined and unknown causes (143), gastritis, duodenitis, enteritis 
and colitis, except diarrhoea of the newborn (120), congenital malformations, birth injuries, 
post -natal asphyxia and atelectasis, infections of the newborn, other diseases peculiar to 
early infancy and immaturity (90), pneumonia (80), malignant neoplasms (52), avitaminoses and 
other deficiency states (22), anaemias (21). 

The communicable diseases most frequently notified in 1968 were: influenza (2619), 

gonorrhoea (209), syphilis, new cases (139), whooping -cough (139), tuberculosis, new cases 
(125), typhoid fever (48), yaws, new cases (8), leprosy (5). 

Organization of the Public Health Services 

The medical and public health services are under the responsibility of the Chief Medical 
Officer who advises the Minister of Education and Health in all technical matters, while the 
Permanent Secretary is responsible to the Minister for administrative matters. The Chief 
Medical Officer is assisted by a medical officer of health who is in charge of the public 
health services. The island is divided into 7 medical districts, each in charge of a district 
medical officer (2 in Vieux -Fort District). There are Э health centres and Э visiting stations 
in each of the districts, providing simple medical care, maternal and child health services, 
domiciliary midwifery, home visits, health education and communicable disease control. 

Hospital Services 

In 1968, in- patient facilities were provided at the Victoria Hospital in Castries, the 

capital city, which had 173 beds; at St Jude's Hospital in Vieux -Fort with 100 beds, at 2 

rural hospitals at Dennery and Soufribre which together had 42 beds; at the 50 -bed tuberculosis 
hospital in Castries and at the 140 -bed mental hospital at La Toc in Castries. These 6 
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establishments provided altogether 505 beds or 4.6 beds per 1000 inhabitants. In addition, 
there were 2 homes which together had 190 beds for the aged and infirm. 

Out- patient facilities'were available at the 4 hospital out -patient departments, 21 

polyclinics, 21 health centres, 21 dispensaries attended by a travelling dispenser, and 1 

medical aid post attended by a district medical officer, a district nurse and a travelling 
dispenser. The health centres are staffed by a resident district nurse under the super- 
vision of the area nurse. There are 4 area public health nurses stationed at Dennery, 
Castries, Soufriére and Vieux -Fort. These centres also provide home visiting facilities. 

Medical and Allied Personnel and Training Facilities 

In 1967, St Lucia had 17 doctors of whom 16 were in government service. There was thus 
1 doctor per 6180 inhabitants. Other health personnel included: 

Dentists 3 

Fully- qualified nurses 28 

Nurses with midwifery qualifications 51 

Veterinarian 1 

Sanitary engineer 1 

Sanitarians 15 

Physiotherapist 1 

Laboratory technicians 4 

X -ray technician 1 

A school for training in both nursing (3 -year course) and midwifery (1 -year course) 
exists at the Victoria Hospital, Castries. In 1968, there were 50 students enrolled in the 
nursing course and 9 in the midwifery course. During the same year, 20 nurses and 6 midwives 
graduated. During the period under review a scheme has been started on an experimental basis 
for the training of nursing auxiliaries called nursing assistants. The course, which lasts 
15 months, was attended by 10 students in 1968. In the 5 -year plan for 1966 -1970, it is 

proposed to expand the present school of nursing and to add certain teaching facilities. 
The district nurses are recruited from the hospital school of nursing, whereas the public 
health nurses are trained in Jamaica. 

Medical education and training of public health nurses and public health inspectors is 

available at the University of the West Indies, Jamaica, of which the Government of St Lucia 
is a participating government. 

Communicable Disease Control aid Immunization Services 

The malaria eradication campaign was successfully completed in 1962 and the island 
declared free of malaria. Surveillance activities of the malaria vigilance programme, 
however, are continued, in order to prevent re- establishment of transmission from imported 
cases. A typhoid fever outbreak occurred in 1968 in the district of Dennery. An immunization 
programme continued among the children attending the primary schools of the territory. 
Inadequacy and unavailability of potable water supplies are the main cause for the persistence 
of the disease in the community. 

Aedes aegypti control measures are confined to Castries, including the port and the 

airport. X -ray examinations have revealed tuberculosis as an important public health 
problem in the island. Even though mortality rates have declined over the past years, the 

morbidity remains high. 
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Apart from routine measures, the following steps were taken in 1968 in the prevention 
and control of the disease: 6109 schoolchildren were tuberculin tested and 3413 infants 
and children were given BCG vaccination. 

Bilharziasis is now found in nearly all the areas of the island, with the exception of 

the north -eastern part. Investigations have revealed a rapid extension of the snail breeding 

area associated with expanding agricultural production. In view of the magnitude of the 

bilharzia problem, a scheme for the control and eventual eradication has been started with 

the assistance of the Rockefeller Foundation. The control methods tried in different valleys 

include the prevention of contamination of water with S. mansoni eggs by sanitation and mass 

treatment of infected cases, and by snail control. It is hoped that with the development of 

new drugs, this approach may prove effective. Drug trials with Hycanthone are in progress 

to assess its parasitological effect and its toxicity. 

The following immunization procedures were carried out in 1967: 

Typhoid and paratyphoid fevers 36 321 

Whooping -cough 4 172 

Poliomyelitis 3 591 

Specialized Units 

Maternal and child health care is integrated into the activities of the health centres 
and visiting stations. During 1968, these centres were attended by 15 673 pregnant women, 
2238 infants and 2529 pre -school children. Of all deliveries during the same year, 728 were 
institutional and 461 were conducted by a doctor or qualified midwife under domiciliary 
arrangements. The planned parenthood association of St Lucia runs a family planning clinic 
at Castries which is assisted by government medical officers. Advice on family planning is 

given by the public health nurses and district nurses at the health centres. 

The expanded nutrition programme, which has been in operation since 1962, has been 
continued with special emphasis on the pre - school population where malnutrition is a problem. 

Theoretical and practical education is given to schoolchildren. Health education programmes 

are organized for schoolchildren and for the adult population. 

Four: demtal•amealth.ueits gave treatment to nearly 7000 patients. Physiotherapy was pro- 
vided at the Victoria Hospital. Psychiatric out -patient clinics were held at the mental 

health hospital at La Toc. During the year, 126 new out -patients attended the out -patient 

department at the tuberculosis hospital. The public health laboratory at the Victoria 

Hospital serves the whole island; it made 6387 examinations in 1968. 

Environmental Sanitation 

The sanitary department is responsible for environmental sanitation, food hygiene, 

port health, pest control, communicable disease control, refuse and excreta disposal, 

approval of building plans, sanitary installations and septic tanks. 

Of the 125 communities in the island, 21 had piped water systems serving 20 per cent. 

of the entire population, while 40 per cent, had water from public fountains. 0nе оIim unity, 

i.e. the capital city, had a sewerage system serving 10 per cent, of the island's population. 

The provision of an adequate island -wide water - supply system is considered to be a high 

priority for the control of water -borne diseases. Slum clearance and the provision of better 

housing facilities to prevent overcrowding and insanitary living conditions are also 

advocated. 
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Major Public Health Problems 

The public health problems confronting the health authorities in the preventive field 
are manifold. Building congestion, overcrowding, inadequate facilities for the removal and 
disposal of human waste, refuse disposal, potable water supply, swamp reclamation are 
hazards which affect the health situation of the island. The sudden influx of rural inhabi- 

tants into unprepared urban areas represents a particular danger for the spread of diseases 
particularly among the low-earning population groups. 

Although considerable progress has already been achieved in the field of environmental 
sanitation, much has still to be done to create a healthy environment. Inadequate staffing 
situation, shortage of trained technical personnel, lack of financial resources, adversely 
affect progress in the preventive services. 

The main medical problems of the territory are the incidence of preventable diseases 
which cause a high mortality and morbidity, particularly among the child population. With 
the eradication of malaria, intestinal helminthiasis has become the major health problem of 

the territory. It is estimated that 90 per cent, of the island's population has intestinal 
parasites. The prevalence of bilharziasis is also causing concern, as extensive agricultural 
cultivations create ideal breeding places. Gastro -enteritis, malnutrition and the common 
diseases of childhood, e.g. whooping -cough, measles and chickenpox are responsible for the 
high death -rate in the 0 -4 years age -group. However, the expanded nutrition programme, 
health education and early treatment have contributed to an encouraging decline of the 
infant mortality. Tuberculosis is also 1 of the major public health problems in St Lucia. 

Social and Economic Developments of Significance for the Health Situation during 
the Period 1965 -1968 

In 1967, St Lucia became an Associate State of the British Commonwealth, assuming 
control over all government functions, with the exception of defence and external relations 

for which the United Kingdom Government is responsible. 

Since February 1968, the Chief Medical Officer and his office, which were operating 
from Castries Health Centre, were integrated with the Ministry of Education and Health and 
ceased to function as an independent unit. 

The island has problems of economic development, as its economy is mainly based on 

exports of primary products influenced by the fluctuations on the world market. The banana 
production accounted for over 80 per cent, of the total exports in 1967. The lack of 
capital for industrialization, shortage of skilled manpower and a growing population hamper 
development. 

Serious attempts are made to expand tourist and shipping industries. After the 
Federation of West Indies was dissolved in 1962, agreement was reached in 1968 for the 

establishment of a development bank and the establishment of a free trade area called CARIFTA. 

National Health Planning 

The Government of St Lucia has drawn up a 5 -year development plan on medical aid health 
services for the period 1966 -1970. The main objectives of this plan are: prevention of 
protein malnutrition in early childhood, improvements in sanitation, particularly in water 
supply and sewerage disposal; improved hospital facilities; improved nurse training 
facilities; eradication of the yellow -fever mosquito; intensification of the campaigns 
against communicable diseases, especially tuberculosis; development of a comprehensive 
mental health programme; improved statistical services. 
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Medical and Public Health Research 

Since the establishment of the research and control departments in St Lucia in 1965, 

a considerable amount of research work has been undertaken with regard to schistosomiasis. 
The basic research programme involves an investigation into means of controlling the trans- 

mission of the disease. This programme is carried out with the assistance of the Rockefeller 

Foundation. 

Government Health Expenditure 

Total general government consumption expenditure reported for 1967 was EC$ 11.1 million. 

Of this amount EC$ 1.3 million were devoted to health expenditure, thus accounting for 

11.7 per cent, of the total government outlay. The per capita of the population therefore 

amounted to EC$ 12.4. 
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ST PIERRE AND MIQUELON 

Population and Other Statistics 

At the last census, taken in April 1962, the population of St Pierre and Miquelon was 
4990. Population estimates and some other vital statistics for the period 1965 -1968, are 

given below: 

1965 1966 1967 1968 

Mean population 5 000 5 000 5 000 5 000 

Number of live births 156 142 139 147 

Birth -rate (per 1000 
population) 

31.2 28.4 27.8 29.4 

Number of deaths 50 45 57 56 

Death -rate (per 1000 
population) 

10.0 9.0 11.4 11.2 

Natural increase (per cent.) 2.12 1.94 1.64 1.82 

Number of infant deaths 2 2 3 1 

Infant mortality rate (per 
12.8 14,1 21.6 6.8 

1000 live births) 

The communicable diseases most frequently notified in 1966 were: gonorrhoea (10), 
tuberculosis, all forms, new cases (6), syphilis, new cases (1). 

Hospital Services 

In 1966, St Pierre and Miquelon had 2 hospitals with altogether 95 beds or 19.0 beds per 
1000 population. To these beds, of which 70 were in 1 general hospital and 25 in 1 

tuberculosis hospital, 1379 in- patients were admitted during the year and received 17 681 
days in- patient care. Out-patient facilities were available in 1968 at 1 hospital, and at 

1 medical aid post. Dental treatment was given at 1 dental health unit which was attended 
by 4608 patients in 1968. There was also 1 school health unit. 

Medical and Allied Personnel and Training Facilities 

In 1966, 5 doctors were working in St Pierre and Miquelon. The doctor /population ratio 
was thus 1 per 1000. Other health personnel included: 

Dentist 

Fully- qualified nurses 

Assistant nurses 

Auxiliary nurses 

Laboratory technicians 

X -ray technician 

1 

4 

7 

5 

2 

1 
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St Pierre and Miquelon has 1 school for auxiliary nurse training which provided a 

2 -year course. This school was attended in 1967 -1968 by 7 students. 

Immunization Services 

The following immunization procedures were carried out in 1966: 

Smallpox 

Diphtheria, whooping -cough 
and tetanus 

Measles 

BCG 

Government Health Expenditure 

305 

70 

45 

12 

In 1968, total general government expenditure on health amounted to frs CFA 1 685 000. 
This sum corresponds to a per capita expenditure on health services of frs CFA 337. An 
additional amount of frs CFA 582 000 was charged to capital account for the improvement and 

development of health facilities. 
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BURMA 

Population and Other Statistics 

At the last census, taken in March 1941, the population of Burma was 16 823 798. 

Population estimates and some other vital statistics, for the period 1965 -1968, are given 
in the following table: 

1965 1966 1967 1968 

Mean population 
(whole country) 24 732 000 25 246 000 25 811 000 26 389 000 

Mean population 2 825 376* 3 597 859* 
* 

3 754 923 * ** 3 836 630 * *. ** 

Number of live births 132 749 155 177 153 914 155 037 

Birth -rate (per 1000 

population) 47.0 43.1 41.0 40.4 

Number of deaths 51 463 51 804 45 943 49 570 

Death -rate (per 1000 
population) 18.2 14.4 12.2 12.9 

Natural increase (per cent.) 2.88 2.87 2.88 2.75 

Number of infant deaths 14 507 13 771 10 238 10 209 

Infant mortality rate 
(per 1000 live births) 109.3 88.7 66.5 65.8 

Number of maternal deaths 312 320 239 178 

Maternal mortality rate 
(per 1000 live births) 2.5 2,1 1.6 1.1 

69 municipal towns only (including Greater Rangoon). 

68 municipal towns only (including Greater Rangoon). 

70 municipal towns only (including Greater Rangoon). 

67 municipal towns only (including Greater Rangoon). 

Organization of the Public Health Services 

Health activities are the responsibility of the Director of Health Services who is 

directly responsible to the Minister of Health and the Secretary of Health. He has 5 

deputies, each of whom is responsible for a technical department, namely hospital administra- 

tion, statistics and medical stores; public health administration, maternity and child 

health, port health, health education and rural health centres; communicable disease control 

and epidemiological services (this department is responsible for all specialized campaigns 

against tuberculosis, malaria, leprosy, venereal diseases and trachoma); health laboratory 

services; and nursing services and nutrition. Each department has a varying number of 

assistant directors with specific responsibilities. 

The country is divided into 6 divisional health administrative headquarters, viz, the 

south -east, east, central, Rangoon, south -west and north -west divisions. Each division has 

an assistant director of health services and, with the exception of Rangoon, a deputy assis- 

tant director of health services. The divisional assistant directors are administratively 

responsible for the medical and health activities in their respective divisions. 
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The structure of the health service organization was replanned in 1965. The basic unit 
of this structure is the station health unit. These units are being set up on a basis of 
1 to 30 000 to 40 000 population and comprise a 16 -bed hospital, a station health centre 
and 4 -6 rural health centres. The township medical officers who control a larger hospital 
of up to 100 beds supervise the station health unit. A further hierarchical level is 

provided by divisional headquarters of which 9 are planned to cover the whole country (6 

have been established). At this level regional officers will control specialized units, for 

such special campaigns as malaria and leprosy and a divisional hospital providing a full 
range of specialist services will be provided. 

Hospital Services 

In 1967, in- patient services were provided in 315 hospitals which had 21 671 beds or 
0.8 beds per 1000 population. These beds were distributed as follows: 

Category and number Number of beds 

General hospitals 305 17 416 

Tuberculosis hospital 1 200 

Infectious disease hospital 1 200 

Maternity hospitals 2 742 

Paediatric hospital 1 200 

Psychiatric hospital 1 1 372 

Ophthalmological hospital 1 114 

Leprosaria 3 1 427 

Out -patient facilities were available in 1968 at 41 polyclinics or urban health centres 

and at 851 rural health centres in charge of a health assistant. 

Medical and Allied Personnel and Training Facilities 

In 1966, Burma had 2635 doctors, of whom 2145 were in government service. The doctor 

population ratio was 1 per 9580. Other health personnel included: 

Medical assistants 744 

Dentists 25 

Dental assistants 40 

Pharmacists 12 

Fully- qualified midwives 3 685 

Assistant midwives 12 

Fully- qualified nurses 2 024 

Assistant nurses 150 

Veterinarians 50 

Sanitary engineers 3 

Physiotherapists 32 

Laboratory technicians 13 

X -ray technicians 12 

Other scientific personnel 433 
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There are Э medical schools in the country, in Rangoon, Mandalay and Mingaladon. 

In 1967/68, there were 482 students enrolled at these schools and 318 graduated at the end 

of the academic year. Burma also has 1 dental school which had 51 students in 1967/68, 1 

pharmaceutical school with 6 students and 1 school for veterinary medicine with 66 students. 

Two nursing schools provide a 3 -year course which was attended by 305 students in 1967/68. 

The output of these schools was 213 in 1968. Midwives receive an 18 -month training course in 

13 schools where 679 students were enrolled and 415 graduated. Other training facilities 
available in Burma included 1 school for health assistants, 2 schools for laboratory assistants, 

1 school for dental technicians, 1 school for laboratory technicians, 1 school for physio- 
therapists, 1 school for radiographers, 1 school for X -ray technicians and 5 schools for 

compounders. 

Communicable Disease Control and Immunization Services 

Morbidity and mortality from smallpox have sharply decreased since an effective eradica- 
tion programme was introduced in 1964. The number of reported smallpox immunizations was 
8 135 397 in 1967. Plague and cholera remain a major problem for control. Plague occurs 
every year, with a peak in the winter months, in a large area of Upper and Central Burma. 

During the last few years the focus has tended to spread in both the northern and southern 
direction. Energetic treatment activities have led to a marked decrease in the fatality 
rate. Typhoid fever, bacillary dysentery, amoebiasis and many helminthiasis diseases are very 

common in Burma. But only a fraction of those affected by these diseases seek medical help. 

Trachoma is a serious problem in the central arid part of the country known as the dry zone. 

The prevalence of the disease is very high and most cases of blindness in the dry zone can 
be traced to trachoma. 

The Government instituted trachoma control measures in 1964. Special campaigns are 
under way against leprosy and tuberculosis. A programme of intensive leprosy control 
activities was started in Burma in 1958. Domiciliary treatment of as many cases as possible 
in the rural areas and treatment through leprosy clinics in towns with a minimum of segrega- 
tion in colonies and other institutions are the guiding principles in the implementation of 

the present campaign. BCG vaccination started in Burma as a campaign in 1951. The BCG 
programme is carried out under 2 types of operation: mass campaign and consolidation within 

the general health services through the maternal and child health and rural health centres. 
The mass campaign is conducted by BCG teams systematically covering district by district. 
Direct BCG vaccination of newborns was started in 1966. Malaria is hyperendemic in the 
hill track areas and in the foothill area; it is meso- endemic in irrigated areas. In the • delta region, malaria endemicity is very low, but in the Pegu Hill ranges, localized epidemics 
occur at irregular intervals. P. falciparum has continued to predominate since 1964.,. 

Specialized Units 

In 1968, there were 192 centres engaged in maternal and child health care. They 
recorded 373 427 attendances by pregnant women, 386 392 by infants under 1 year and 656 620 

by children aged 1 -5 years. During the same year, 429 164 domiciliary visits were paid to 
pregnant women, 423 365 to infants under 1 year and 380 558 to children aged 1 -5 years. 

School health services were provided in 26 school health units. They were attended 
by 535 143 schoolchildren. It is estimated that 6 per cent, of the total school population 
had access to the school health services. Dental care was available at 28 units, excluding 
the dental service units in the dental college and in the hospitals. During the year, 45 132 

patients were treated at these dental units. Medical rehabilitation facilities were provided 
at 1 independent medical rehabilitation centre and at 1 hospital rehabilitation department. 
Psychiatric consultations were given at 2 centres. Out -patient facilities in specialized 
clinical fields included 66 tuberculosis units, 35 venereal disease centres, 34 leprosy 
clinics and 5 trachoma units. During 1968, 401 265 patients attended these out -patient 
centres. The public health laboratory carried out nearly 200 000 examinations in 1968. 
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International Assistance 

In 1968, WHO's assistance to Burma included the following projects: 

Leprosy Control (1960- 1972): to expand and intensify the leprosy control programme to 

cover all endemic areas of the country. 

Vital and Health Statistics, Rangoon (1962- 1968): the aim was to develop a system of 
recording and reporting health statistical data, improve its processing and train staff 
in statistical methods. 

Institute of Medicine I, Rangoon (1968- 1972): to strengthen certain departments of 

the Institute of Medicine I, Rangoon, improve the teaching of undergraduates, and promote 
research and post - graduate study. 

Malaria Eradication Programme (1957- ): to eradicate malaria throughout the country 

in progressive stages. 

Mental Health, Rangoon (1965 -1968): the aim was to develop basic and post -basic 

programmes in mental health nursing and strengthen in- service training in order to improve 

nursing care in psychiatric hospitals. 

Strengthening of Health Services (Epidemiology) (1968): a consultant advised on 

measures to strengthen the Epidemiological Unit in the Directorate of Health Services. 

Tuberculosis Control (1964 -1972): to develop community oriented tuberculosis services. 

Health Education (1968- 1971): to organize courses in health education. 

Paediatric Education (1964 -1968): the aim was to strengthen the departments of 

paediatrics in the 3 medical colleges of the country and to improve the teaching of 

paediatrics, particularly its preventive aspects, by developing services for training. 

Trachoma Control (1967 -1970): to develop a trachoma control programme. 

Strengthening of Laboratory Services (1968- 1970): to strengthen laboratory services. 

School of Preventive and Tropical Medicine (1967- 1972): to establish a school of 

preventive and tropical medicine. 

Burma Pharmaceutical Industry (1968- 1970): to develop modern methods of production 

and control testing of immunobiological agents, bacterial and viral vaccines, toxoid 

preparations, antitoxins and other biological products. 

Medical Education (1967- 1971): to improve undergraduate and post -graduate medical 

education, train teaching staff, develop the curricula and initiate and promote research. 

Smallpox Eradication (including Vaccine Production) (1967- ): to carry out the 

maintenance phase of the smallpox eradication programme and establish a surveillance system. 

Education in Dentistry (1967- 1972): to strengthen dental education. 

Fellowships (1968) in various health fields. 

Government Health Expenditure 

General government consumption expenditure totalling 6808.9 million kyats were reported 

for the fiscal year 1966/67. This included an amount of 88.7 million (1.3 per cent.) which 

were expended for public health purposes representing a per capita coverage of 3.5 kyats on 

health services. An additional sum of 13.9 million kyats were spent from capital accounts 

on the development and improvement of health facilities, 
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CEYLON 

Population and Other Statistics 

At the last census, taken in July 1963, the population of Ceylon was 10 590 000. 

Population estimates and some other vital statistics for the period 1965 -1968 are given in 

the following table: 

1965 1966 1967 1968 

Mean population 11 164 000 11 440 000 11 703 000 11 964 000 

Number of live births 369 437 369 153 369 531 

Birth -rate (per 1000 

population 33.1 32.3 31.6 

Number of deaths 91 728 94 421 87 877 

Death -rate (per 1000 

population 8,2 8.3 7.5 

Natural increase (per cent.) 3.49 2,40 2.41 

Number of infant deaths 19 656 19 998 

Infant mortality rate (per 

1000 live births) 53.2 54.2 47.7 

Number of maternal deaths 884 817 

Maternal mortality rate (per 

1000 live births) 2.4 2,2 

Of the 94 421 deaths recorded in 1966, the main causes were (ICD 1955): senility 

without mention of psychosis, ill- defined and unknown causes (22 393), congenital malformations, 

birth injuries, post -natal asphyxia and atelectasis, infections of the newborn and other 

diseases peculiar to early infancy and immaturity (11 367), gastritis, duodenitis, enteritis 

and colitis, except diarrhoea of the newborn (6029), chronic rheumatic heart disease, arterio- 

sclerotic and degenerative heart disease and other diseases of the heart (6017), pneumonia 

(5541), accidents (3386, including 206 motor vehicle accidents), malignant neoplasms (3055), 

anaemias (2400), tuberculosis, all forms (1720), suicide and self -inflicted injury (1570), 

vascular lesions affecting the central nervous system (1418), diabetes mellitus (1062). 

The communicable diseases most frequently treated in 1967 in government in- patient 

establishments were: influenza (107 547), dysentery, all forms (32 232), tuberculosis, all 

forms, new cases (12 814), typhoid and paratyphoid fevers (5342), infectious hepatitis (5026), 

measles (2104), diphtheria (1453), whooping -cough (1218), gonorrhoea (1064), leprosy (466), 

meningococcal infection (440), typhus (299), syphilis, new cases (179), malaria, new cases (143), 

rabies in man (140). 

Organization of the Public Health Services 

The over -all responsibility for all health matters rests with the Ministry of Health. 

The Minister of Health is assisted by a parliamentary secretary, a permanent secretary and an 

assistant secretary. The Ministry of Health is organized in 2 departments, the department of 

health services and the department of Ayurveda. The department of health services is headed 
by a director of health services under whom are the deputy directors of medical services, 

public health services, laboratory services and administration. The department of health 
services has been progressively decentralized, medical, public health and laboratory services 
and campaigns against specific diseases being entrusted to superintendents. 
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The superintendents of the 15 health districts are the co- ordinating officers of all 
health services in their respective administrative districts, They represent the Director 
of Health Services. Amohg the major developments affecting the administration and organi- 
zation of the health services during the reporting period are the creation of a post of 
Assistant Director for Maternity and Child Health, and of Superintendent for Mental Health 
Services, the establishment of the Bureau of Family Planning, the organization of the blood 
bank services as the national blood transfusion service co- ordinating the blood banks of all 

hospitals, and the reorganization of the health education branch. Other changes included 
the complete reorganization of the Institute of Hygiene at Kalutara for the training of 
public health field personnel and the reorganization of the nursing services. 

Hospital Services 

In 1967, Ceylon had 426 hospitals providing altogether 37 135 beds or 3.2 beds per 

1000 population. These beds, excluding those in medical centres, to which 1 631 738 

patients were admitted during the year, were distributed as follows: 

Category and number Number of beds 

General hospitals 23 11 599 

Rural hospitals 161 12 426 

Medical centres (without doctor) 208 3 457 

Tuberculosis hospitals 7 2 141 

Infectious diseases hospitals 4 324 

Maternity hospitals 2 693 

Paediatric hospital 1 612 

Psychiatric hospitals 3 3 548 

Ophthalmology hospital 1 470 

Cancer hospital 1 254 

Dental hospital 1 42 

Convalescent home 1 192 

Leprosaria 2 964 

Police and prison hospitals 11 413 

The department of health also provides facilities for ambulatory treatment through a net- 

work of 302 out -patient departments attached to hospitals, 334 dispensaries, 249 branch 

dispensaries and 449 visiting stations. It is estimated that in all an annual average of 

25 million attendances are recorded at these establishments, 

Medical and Allied Personnel and Training Facilities 

In 1967, Ceylon had 2880 doctors of whom 1537 were in government service. The doctor/ 

population ratio was 1 per 4060. Other health personnel included: 

Dentists 

Pharmaceutical assistants 

Fully- qualified midwives 

Fully- qualified nurses 

166 

1 314 

3 804 

3 954 
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Physiotherapists 88* 

Laboratory technicians 377* 

X -ray technicians 127* 

Biochemists 10* 

Entomologists 2* 

Biologist 1* 

Nutritionists 3* 

Health education officer 1* 

ж 
In government service. 

Since the opening of the second medical faculty in Peradeniya the annual intake of 

medical students increased by about 83 during the last 5 years. The number of medical 

graduates of the Colombo and Peradeniya schools increased from 208 in 1965 to 310 in 1968. At 

present there are 8 nursing schools in Ceylon, namely, in Colombo, Kandy, Galle, Kurenegala, 

Ratnapura, Jaffna, Welisara and Anuradhapura. These schools provide a 3 -year general course 
including psychiatric nursing. In addition, there is a post -basic school of nursing in 
Colombo for the training of nursing sisters and tutors. An important step in nursing 
education was the opening of a psychiatric affiliation school at Mulleriyawa in 1965. This 

institution provides psychiatric nursing to student nurses, qualified nurses and to auxiliary 
personnel, It is proposed to establish a department of nursing at the medical faculty of 
Colombo. The Institute of Hygiene at Kalutara is responsible for the training of public 

health inspectors, public health nurses and public health midwives. In addition to pre - 
service training of public health field personnel, the Institute is also responsible for con- 
ducting "in- service" training programmes for medical officers of health, health educators, 
public health inspectors and other categories of public health field personnel. To meet the 

demands for technical and auxiliary personnel, the Ministry of Health organized a school for 

the training of radiographers and a school for the training of physiotherapists. Both these 
training schools are attached to the general hospital in Colombo. The school for medical 
laboratory technologists works in close collaboration with the Medical Research Institute. 

Communicable Disease Control and Immunization Services 

Ceylon is free from major communicable diseases such as smallpox, plague and cholera. 
Although malaria was virtually eradicated, the upsurge of the disease in 1967 has made it the 

most important health problem of the country. From 1965 to the first half of 1967 the form 

of transmission was confined to development projects and temporary settlements, which were 
successfully controlled with local spraying and other remedial measures. In the second half 
of 1967 the situation changed with the appearance of P. vivaz which invaded centres of popu- 
lation aggregations. The disease spread through the entire hyperendemic zone and by the end 

of 1967 had assumed epidemic proportions. Only 66 deaths were recorded from mid -1967 to the 

end of 1968 against a total of 443 824 microscopically positive cases detected during this 
period. An emergency plan was prepared in 1967, providing insecticide protection to a 

population of 4 000 000 in the hyperendemic zone with regular cycles of insecticide spraying 
and protecting a population of 1 000 000 in the meso- endemic areas, with local spraying, 
administration of antimalarial treatment through a network of medical establishments and 
through field workers, and continuation of active case- detection. It was expected that the 
emergency plan programme would be completed in September 1969, after which a 10-year programme 
of malaria eradication would be started. 

The death -rates and morbidity rates for tuberculosis have declined during the last 20 
years. The death -rate has dropped from 53.2 in 1948 to 9.3 per 100 000 population in 1967 
and the incidence from 9.6 per 100 000 population in 1959 to 5.4 per 100 000 in 1968. The 
highest incidence is still in the age -group 25 to 44 years. In 1966, a national community 
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orientated tuberculosis project was started in Ceylon. A pilot project was started in the 
north -western province with the objective to gradually integrate the tuberculosis service 
into the existing national health services. This project was extended to the central and 
north -central provinces. It is expected that the entire island will be covered in 4 years 
In 1967, direct BCG vaccination was introduced and carried out successfully. Venereal 
diseases continued to be a major problem in Ceylon. The incidence of syphilis has increased 
throughout the island, whereas that of gonorrhoea has decreased. Treatment for venereal 
diseases is provided through 61 specialized clinics scattered throughout the country. 
Control activities include antenatal blood testing, examination and follow -up of contacts and 
health education. 

At the end of 1968, 4673 leprosy cases were recorded of which about 700 are in- patients 
and nearly 4000 are receiving ambulatory treatment. An average of 235 new cases were 
registered annually during the last 4 years. Action has been taken to intensify case - 
detection and treatment programmes. Rural filariasis has been consistently declining. In 

1968 only 2 cases were reported. Urban filariasis however is widespread in the south- 
western coastal belt of Ceylon which has a population of 2.5 million at risk. The vector 
most commonly found is Culex fatigans. The most currently used control measures are para- 
sitic control through night blood filming, treatment of positive cases, vector control through 
larvicidal spraying and control of adult mosquitos using the techniques of fogging of houses. 
During the period 1965 -1968 several probe surveys have indicated that the infection has spread 
to urban areas outside the endemic belt. 

Typhoid fever, helminthic infestations, diarrhoeas and food poisoning represent major 
health problems in Ceylon. Hospital statistics indicate that 10 to 15 per cent, of all 

admissions to hospitals were caused by diarrhoeal diseases. Typhoid fever is endemic in 
the whole island, with occasional outbreaks (particularly in Ratnapura). Immunization 
against this disease has been carried out as a routine measure. The first outbreak of 
arbovirus disease occurred in Ceylon in 1965, Chikungunya fever severely affected Colombo 
City where almost 50 per cent, of the population was infected, and the south -western coastal 
belt of the island. A programme for monitoring of arbovirus infection was carried out by 

the entomological unit of the Ministry of Health. Epidemiological studies revealed the 
presence of leptospirosis among sewer workers, dock workers, workers in granaries and agri- 
cultural workers. The number of cases is increasing rapidly, with 1672 cases in 1968 against 
611 in 1965. This increase may be due to improved facilities for laboratory diagnosis of 
the disease. Infectious hepatitis is endemic in all parts of the country, but the highest 
incidence continued to occur in Colombo district and in the regions around Colombo. No 
major outbreaks have been reported. 

The following immunization procedures were carried out in 1967; 

Poliomyelitis 1 160 021 

Typhoid and paratyphoid fevers 454 906 

Smallpox 338 258 

Diphtheria, whooping -cough 
and tetanus 57 566 

Cholera 4 060 

Chronic and Degenerative Diseases 

Morbidity and mortality statistics indicate a change in the disease pattern in Ceylon 
with chronic and degenerative diseases such as heart disease, cancer, diabetes and hyper- 
tension, becoming more important. The incidence of cancer in Ceylon is high and the pre- 
ventive and curative activities are being expanded. The Maharagama Cancer Institute and the 
consultative clinics conducted at the general hospital in Colombo and at several provincial 
hospitals record an increasing number of attendances. 
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Specialized Units 

In 1968, there were'1280 centres engaged in maternal and child health care. During 

the year, 166 424 pregnant women, 51 313 children under 1 year and 69 543 children aged 1 to 

5 years availed themselves of these services. Of all deliveries, 95 per cent, were attended 

by a doctor or qualified midwife. An increasing trend towards institutional deliveries has 

been noticed, In 1968, 248 573 were institutional deliveries and 117 177 were conducted 

under domiciliary arrangement. In 1965, family planning was incorporated into the maternal 

and child health services of the Department of Health. This family planning programme aims 

at the reduction of the birth -rate from 33 per 1000 in 1965 to 25 per 1000 in 1975. Family 

planning activities were stepped up during 1968. Health education is systematically 
undertaken by public health field personnel with the involvement of community organizations. 
This programme is considered to be a success. The provision of occupational health services 
is the responsibility of the Department of Labour. The rapid industrialization of the 

country and the increased use of advanced technology have resulted in the exposure of 
relatively untrained workers to new occupational hazards. The use of chemical insecticides 

and pesticides also represents greater risks to the farmers. • Environmental Sanitation 

• 

In 1967, of the 632 communities with 11 531 000 inhabitants, 60 communities with 
1 835 567 had piped water systems. One community with 548 539 inhabitants had a sewerage 
system. 

Major Public Health Problems 

Communicable diseases such as gastro -intestinal diseases, diseases caused by intestinal 
protozoa and helminths, infectious hepatitis, and virus diseases such as whooping -cough and 
diphtheria remain major health problems causing a high morbidity. It is estimated that 
25 per cent, of the deaths occurring in the age -group 1 to 5 years are due to intestinal 
diseases. The highest morbidity from infectious hepatitis which has emerged in recent 
years as a serious public health problem is in the age -group 5 to 9 years. Several 
other diseases have emerged as major health problems causing much concern to the health 
authorities. These are poliomyelitis which has taken epidemic proportions in recent years, 
chikungunya fever and leptospirosis. Environmental deficiencies and poor personal hygiene 
are largely responsible for these communicable diseases. The high rate of maternal mortality, 
particularly from haemorrhage, represents another major concern to the health authorities. 
Infant mortality and mortality of pre -school children is also very high in Ceylon, and is due 

to nutritional deficiency diseases, gastro -intestinal diseases, helminthic infestations and 

respiratory infections. Much of anaemia, protein and calorie malnutrition are not due to 
poor diet but to lack of knowledge of a balanced and adequate diet. Poor sanitation and 
hygiene, lack of clean water supplies, poor housing, overcrowding, are also responsible for 
the high morbidity from communicable diseases. 

National Health Planning. 

Subsequent to the 5 -year plan of health which was drawn up in 1959, another 5 -year plan 
was prepared in 1967. A planning unit was established in the Ministry of Health under an 
assistant director (planning). In 1968 a plan of operation for strengthening the health 
services of the country was prepared by the Government of Ceylon with the collaboration of 
the World Health Organization and UNICEF. This plan envisages the integration of the 
curative and preventive services, the gradual integration of the specialized campaigns 
against communicable diseases - notably the malaria eradication programme in its maintenance 
phase - into the general health services, improved health coverage of the entire population, 
expansion of the training programmes for health personnel and the delegation of authority 
to the officers in charge of services at the divisional district and peripheral levels. It 

is hoped that this proposed delegation of authority will result in the division functioning 
as a relatively autonomous unit. As a first step in the implementation of this plan, a 

pilot project has been established in the area of Kaliyapitiya, in the north -western province. 
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In the proposed district health organization there will be a district medical and health 
officer in charge of both the curative and preventive services. Based on the experience 
gained in this pilot project, the over -all plan will be extended to other parts of the island. 
According to the plans which have been drawn up, priority has been given to the eradication 
of malaria, family planning programmes, control and prevention of gastro -intestinal diseases, 
strengthening of the epidemiological unit and the reorganization of the national health 
education scheme. 

Medical and Public Health Research 

The Medical Research Institute in Colombo provides laboratory facilities in all fields 
of medical sciences in addition to producing and supplying vaccines and a limited amount of 
pharmaceuticals. Important research work in the fields of bacteriology, endemiology, para- 
sitology, virology and pharmacology has been carried out during the period under review. 
An additional virus laboratory has been established in Colombo. 

International Assistance 

In 1968 WHO's assistance to Ceylon included the following projects: 

Venereal Disease Control (Fluorescent Laboratory Techniques) (1967 -1970): to develop 
laboratory diagnostic facilities for the national venereal control programme. 

Leprosy Control (1967- 1972): to assess the leprosy problem and plan the further 
development of the leprosy control programme. 

Strengthening of Health Services (Epidemiology) (1967- 1968): to train personnel in 

epidemiology. 

Health Statistics (1968- 1971): to revise the system of records and reports in the health 
services and to train personnel. 

Medical Education (1968- 1970): to strengthen teaching in certain subjects in the 
faculties of medicine of the University of Ceylon at Colombo and Peradeniya. 

• 

Nursing Advisory Services (1967- 1972): to develop all aspects of basic and post -basic 
nursing education through the nursing unit in the department of health. 

Filariasis Control (1965- 1972): to study the problem of filariasis control and strengthen • 
the control programme. 

Malaria Eradication Programme (1960- 1972): to eradicate malaria from the entire country 
and prevent the re- establishment of endemicity. 

Medical Rehabilitation (Poliomyelitis) (1968 - 

paedic appliances and to train staff. 

): to set up a workshop for ortho- 

Community Water Supplies (1963 -1972): to develop piped water supplies in major towns 
and other community areas. 

Strengthening of Laboratory Services (1966- 1968): to study the epidemiology and control 
of diarrhoeal diseases; also to reorganize, co-ordinate and strengthen health laboratory 
services throughout the country. 

Institute of Hygiene, Kalutara (1967- 1968): to develop the Institute as a centre for 
training and orientation of public health staff, and improve and integrate its services. 
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Tuberculosis Control (1966- 1972): to organize a community- orientated tuberculosis control 
programme on a pilot basis in an area of the north -western province; to continue the BCG 

vaccination programme and expand it to cover the whole country and to secure the eventual 
integration of tuberculosis control measures into the work of the general health services. 

Hospital Planning and Administration (1967): a 9-1/2-month fellowship was awarded under 
this project. 

Quality Control of Pharmaceutical Preparations (1967- 1969): to strengthen the quality 
control of pharmaceutical preparations. 

Maternal and Child Health (1968- 1969): a consultant was provided to assist with the 
establishment of a maternal and child health unit in the Directorate of Health Services and 
to help strengthen and expand maternal and child health services, including family planning. 

Public Water Supply, Drainage and Sewerage for the South -West Coastal Area (1967 -1972): 
to carry out pre -investment studies for higher priority water supply and sewerage schemes 
in the south -west coastal area. 

Fellowships (1968) in various health fields. 

Government Health Expenditure 

In the fiscal year 1966/67 general government health expenditure on current account 
amounted to 179.8 million rupees, of which 721 000 rupees were financed from abroad. 
Accordingly the per capita expenditure on health services was 15.5 rupees. An additional 
sum of 8.8 million rupees, 644 000 rupees of which from abroad, were charged to capital 
accounts, and devoted to the improvement and expansion of health facilities. 

• 
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INDIA 

Population and Other Statistics 

At the last census, taken in March 1961, the population of India was 435 511 606. 

Population estimates for the period 1965 -1968, including Jammu and Kashmir, are given below: 

Year Population 

1965 486 650 000 

1966 498 703 000 

1967 511 125 000 

1968 523 893 000 

Organization of the Public Health Services 

Health is primarily a State subject under the Constitution. Major areas of health 

activities like the medical care and public health come within the jurisdiction of State 

authority. 

A State is divided into a number of districts, ranging from 7 -50 in the 17 States. 

Each district has a population range of between 1 -2.5 million and each district is divided 

into 15 -20 community development blocks, each covering about 100 villages and 80 000- 
120 000 population. Though the policy formulation and over -all administrative control in 
health matters, as in all other areas, is at the State level, the actual executive function 
is by and large at the district level, which is thus a focal point for the implementation of 
all health programmes including those of medical care. The district health administration 
is headed by a chief medical officer who is assisted generally by 3 deputies, 1 each in the 

field of medical care, public health and maternal and child health and family planning 
programme administration. The block health administration is headed by a medical officer 
of health with a team of 32 health functionaries and 13 other ancillary staff. Broadly 
there is 1 auxiliary nurse /midwife and a basic health worker for every 10 000 population and 
1 lady health visitor and a health assistant at 40 000 population level. The network of 
health services in a district constitutes the foundation of the health organization in the 

country. The 3 5 -year plans have resulted in a very considerable strengthening and re- 
organization of the health services from the block level upwards. 

The State Health Directorate is administered by a permanent lay secretary and 1 or more 

State directors, who are responsible to the Minister of Health at the State level. The State 

Directorate through its district and sometimes also regional offices is responsible for the 

over -all administration of the health centres and district hospitals. Larger cities have 

their own basic health services quite independently and organizationally unrelated to the 

State and Union Directorates. 

Hospital Services 

In 1966, India had 3107 hospitals and 6764 dispensaries providing altogether 226 974 

beds. This was equivalent to a bed population ratio of 0.4 per 1000. 

Medical and Allied Personnel 

In 1966, the number of doctors registered with the various State Medical Councils in 

India was 103 184. There were 5673 registered dentists and 74 564 registered pharmacists. 

During the same year 57 621 nurses were registered with the various nursing councils of India. 

The doctor population ratio was 1 per 4800 inhabitants. 



- 231 - 

Specialized Units 

Maternal and child health services in India are not organized separately but are incor- 
porated into the general public health programme. The actual maternal mortality rate is not 
available but is probably between 6 -8 per 1000 live births. The infant mortality rate is 

about 90 per 1000 live births, though figures of 144 and 66 are given. In the primary health 
centres antenatal clinics are usually held twice weekly and child welfare clinics once 
weekly. Delivery services in the primary health centres, where 4 -8 beds are available, are 
usually very limited. In some areas, many centres and sub -centres have an extensive 
domiciliary delivery service. In other areas the traditional birth attendants do most of 
the deliveries. In urban areas the majority of women are delivered by trained personnel while 
in many rural areas less than 15 per cent, of all births are attended by trained staff. 
Infants receive care at the primary and maternal and child health centres. The 3 most impor- 
tant causes of infant morbidity and mortality are gastro- intestinal and respiratory infections 
and malnutrition. India has established population control as a national policy. Family 
planning is now a stated part of health programmes at the national and State level. 

National Health Planning 

The third 5 -year plan ended in March 1966. Most of the health targets were reached and 
in some instances exceeded. A total of 87 medical colleges with 10 625 annual admissions was 
attained against the target of 75 colleges with 8000 annual admissions. Thirty additional 
medical schools are to be established in the fourth plan. Serious efforts are being made 
to expand post -graduate medical education to fill the vacancies in teaching staff. The 
target of 240 100 hospital beds was achieved. There was a shortfall of 300 in the target 
of 5000 primary health units. In available manpower there were 86 000 doctors against the 
target of 61 000; 45 000 nurses against the same target but only 35 000 auxiliary midwives 
against the target of 48 500. 

The fourth 5 -year plan was finalized in August 1966. It covers the period 1969 -1970 
to 1974 -1975. This follows a period of 3 years (19661969) during which long -term development 
planning was suspended because of the 2 successive years of drought which seriously set back 
the Indian economy. The family planning programme is proposed to be pursued with great 
vigour and sense of urgency during the fourth plan to ensure the economic health of the nation. 
There is an allocation of Rs 492 crore for maintenance and expansion of medical and public 
health facilities in the fourth plan. It is proposed to increase the number of medical 
colleges from 87 -112. Out of the 25 proposed new medical colleges, 5 would be regional 
institutions to be set up by the Government of India. The programme for the training of nurses 
and paramedical personnel is to be stepped up in such a way that by 1970 -1971 at least 
42 000 additional nurses and 60 000 auxiliary nurse /midwives are available. Among other 
services, school health programme, maternal and child health and nutrition schemes will 
claim special attention. The Ministries of Health and Education will jointly implement the 
school health programme with the help of teachers, parents, students and social workers. 
Apart from expanding the existing public health laboratories, it is proposed to establish 1 

principal, 76 regional and 200 district laboratories. During the fourth plan priority is 
to be given to rural water -supply schemes, schemes for urban and rural areas endemic with 
cholera and filaria and those for overcrowded metropolitan areas. At the end of the third 
plan about 17 000 villages had been provided with piped water supply. About 30 per cent, 
of the villages and hamlets are still without adequate supply of water. About 20 per cent. 
are without a satisfactory source of water supply. 

International Assistance 

In 1968, WHO's assistance to India included the following projects: 

Tuberculosis Chemotherapy Centre, Madras (1955 -1972) 

Mental Health (1968- ) 
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Leprosy Control (National Programme) (1961 -1970) 

Leprosy Control, Srikakulam (1962 -1970) 

Nursing Education (Public Health Integration): Assistance to States (1968) 

Nursing Education (Public Health Integration), Goa (1963 -1967) 

National Trachoma Control Programme (1967 -1969) 

National Tuberculosis Programme (1956 -1971) 

Health Education, Gujarat (1965-1968) 

Health Education (1968 -1972) 

Nursing Adviser to Madras (1968) 

Nursing Adviser to Gujarat (1963 -1968) 

Nursing Adviser to Bihar (1966 -1968) 

Medical Education (1966 -1972) 

Paediatric and Obstetric Training and Services: Assistance to States (1958 -1972) 

Paediatric and Obstetric Training and Services, Maharashtra (1966 -1967) 

Paediatric and Obstetric Training and Services, Punjab (1965 -1970) 

Indian Council of Medical Research (Statistics) (1968 -1971) 

Post -basic Nursing Education, Gujarat (1968 -1973) 

Post -basic Nursing Education, Punjab (1964 -1973) 

Post -basic Nursing Education, Mysore (1968) 

Post -basic Nursing Education, Madras (1964 -1973) 

Malaria Eradication Programme (1958 -1972) 

Production of Diphtheria /Pertussis /Tetanus Vaccine, Kasauli (1967 -1970) 

Production of Freeze -dried Smallpox Vaccine (1967 -1968) 

Central Public Health Engineering Research Institute, Nagpur (1961 -1972) 

Production of Polio Vaccine (1967 -1969) 

Health Education in Schools (1964 -1967) 

Strengthening of Health Services (Epidemiology) (1963 -1972) 

Medical Education, Gujarat State (1962- 

Strengthening of Health Services, Punjab and Haryana (1967 -1971) 
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Training of Radiographers (1967 -1970) 

Strengthening of Laboratory Services (1965 -1970) 

Radiation Medicine Centre, Bombay (1967 -1970) 

School for Training of Technicians (1967 -1972) 

Fellowships (1968) 

Improvement of Dental Education (1967 -1972) 

Community Water Supply (1968 -1972) 

Public Health Engineering Education (1968 -1972) 

Nursing Administration (1968 -1972) 

Virological Techniques (1968 -1969) 

National Institute of Health Administration and Education, New Delhi (1968 -1970) 

Seminars and Workshops on Medical Education (1967 -1969) 

Drug Laboratory Techniques and Biological Standardization (1967 -1970) 

Study of Nursing Services (1964 -1967) 

Freeze -dried BCG Vaccine Production (1968) 

Course in Hospital Physics (1967 -1972) 

Smallpox Eradication (1967- 

Medical Education (All -India Institute of Medical Sciences) (1968) 

Cancer Control Pilot Project, Madras (1968 -1972) 

Calcutta Metropolitan Water and Sanitation Authority (1968 -1972) 

Integration of Maternal and Child Health Services into the General Health Services 
(1967 -1970) 

Physical Therapy School, Baroda (1968 -1971) 

Industrial Waste Problems (1968 -1969) 
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INDONESIA 

Population and Other Statistics 

At the last census, taken in October 1961, the population of Indonesia was 96 318 829, 

excluding West Irian which had a population of 314 271. Population estimates for the period 
1965 -1968 are given below: 

Year Population 

1965 106 972 000 

1966 109 502 000 

1967 112 311 000 

1968 115 130 000 

The natural population increase is estimated to be about 2.5 per cent, About 15 per 

cent, of the population live in urban areas. Nearly two -thirds of the population are in 

Java island. 

The communicable diseases most frequently notified in 1967 were: smallpox (13 478), 

infectious hepatitis (3057), typhoid and paratyphoid fevers (2669), diphtheria (857), bacillary 

dysentery (757), cholera El Tor (707), meningococcal infections (48), poliomyelitis (22). 

Organization of the Public Health Services 

Following the reorganization of the Government in 1966, the role and the functions of 

the Ministry of Health have been more clearly defined. Under the Minister of Health,' the 

Secretary General is responsible for all administrative functions of planning, organizing, 

staffing, training, co- ordinating, reporting, budgeting and evaluating. The exectuve 

functions have been delegated to 3 directors -general in charge of medical care, communicable 

disease control and pharmacy. 

The directorate general of medical care comprises the directorates of medicine, mental 

health, dental health, rehabilitation and promotion of health, and nutrition. 

The directorate general of prevention, control /eradication of communicable diseases 

comprises the directorates of control eradication and immunization, quarantine, hygiene and 

sanitation and laboratories. 

The directorate general of pharmacy comprises the directorate of investigation and 

research, production, distribution. 

The country is divided into 25 provinces and in respect of health services each province 

enjoys considerable autonomy. The central health directorates function in a consultative 

capacity and only supervise directly the institutions in the provinces which are run and 

maintained by them. The provinces are divided into 265 regencies (Kabupaten), each with a 

population of about 400 000. The regencies are further divided into 2851 districts 

(Katjamatans). 

At the provincial level, the Provincial Health Department is part of the Provincial 

Government which is headed by the Governor. The organization of the Provincial Health 

Department follows the same pattern as that of the Ministry of Health. The director of the 

provincial health services is responsible to the governor of the province for administrative 

and operational matters and to the Minister of Health for medical and technical matters. 

The organization of the regency health office also follows the central organization pattern, 

although it is much simpler. The regency health officer is administratively responsible to 
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the head of the regency government (the Bupati) and technically to the director of the 
provincial health service. The district level is the level of the health organization which 
delivers services in health units and health centres. 

Hospital Services 

In 1968, Indonesia had 1052 in- patient establishments which provided 76 938 beds of 

which 59 190 were in 713 government establishments. The bed /population ratio was 0.7 per 
1000. The total number of beds was distributed as follows: 

Category and number Number of beds 

General hospitals 430 57 499 

Rural hospitals 283 6 801 

Tuberculosis hospitals 18 1 690 

Maternity hospitals 294 5 004 

Psychiatric hospitals 20 4 892 

Ophthalmology hospitals 6 812 

Venereal disease hospital 1 240 

Out -patient care was provided in 1968 at 463 hospital out -patient departments, 7439 

polyclinics, 1 mobile health unit and 9 health centres (1967). 

According to a plan which is being finalized by the Government of Indonesia and which 
lays down the guide lines and criteria for development of health services, there will be 2 

types of health centres which will serve a population of about 30 000 to 40 000: the A -class 
health centres with 10 to 20 emergency and maternity beds and the B -class health centres with 
or without 5 to 10 emergency and maternity beds. The functions of the A -class health 
centres, under the supervision of a medical officer, include health administration, medical 
care, mother and child health care including family planning, school health, nutrition, control of 
communicable diseases, health statistics, environmental health, health education, dental 
health, public health nursing, supervision of sub -centres. The functions of the B -class 
health centres, under the supervision of a medical officer from an A -class health centre, are 
the same as for the A -class centres, except that there is no health administration and the 

medical care is of a minor nature. To each of these health centres there will be associated 
sub- centres, each catering for a population of about 5000. The functions of these sub - 

centres will be: antenatal and child care, domiciliary midwifery, treatment of minor ailments, 
sanitation and nutrition education, notification of suspect cases of infectious diseases. 

Medical and Allied Personnel and Training Facilities 

In 1967, Indonesia had 3994 doctors of whom 2002 were in government service. 
was thus 1 doctor per 28 000 inhabitants. Other health personnel included: 

Dentists 752 

Dental nurses 105* 

Pharmacists 835 

Pharmaceutical assistants 960* 

Fully- qualified midwifes 5 948 

Fully- qualified nurses 5 345* 

Assistant nurses 7 896* 

There 
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Sanitary inspectors 

Auxiliary sanitarians 

Laboratory technicians 

X -ray technicians 

Auxiliary technical laboratory 
personnel 

Vaccinators (smallpox) 

In government service. 

327* 

315* 

41* 

200* 

421* 

651* 

There are 17 medical schools in Indonesia. The duration of medical studies is 6 to 7 

years after completion of 12 years' schooling. The duration of training for dentists availa- 

ble at 5 dental schools is 6 years and for pharmacists 5 to 6 years at 7 schools. Veterina- 

rians are trained at 5 schools which provide 5 -year training courses. There are also Э 

university courses for nurses. 

The existing schools for nursing and midwifery personnel include: 45 nursing schools 

providing a 3 -year basic training course; 87 schools for auxiliary nurses providing an 18- 

month course; 46 schools for midwives providing a 3 -1/2 -year basic training course and 37 

schools for auxiliary midwives providing an 18 -month training course. During the academic 

year 1967/68, there were 106 nurses, 18 midwives, 1358 auxiliary nurses and 449 auxiliary 

midwives enrolled in these schools. 

Training courses at the school for physiotherapy in Solo started in 1956. During 

1967/68, 97 students attended the 3 -year course. There are 3 schools for sanitation assis- 

tants providing a 1 -year course. There are 4 schools laboratory assistants 3 

for dental nurses where the duration of training is 3 years. Training courses at the school 

for laboratory technicians last 2 years, and 3 years at the school for radiographers. Two 

schools train X -ray technicians. Sanitary engineers are trained at the Institute of Tech- 

nology of Bandung where the duration of study is 5 years. 

Communicable Disease Control and Immunization Services 

A number of special programmes for the control of diseases such as malaria, smallpox, 

yaws and leprosy have been initiated in the past. 

The malaria eradication activities which started in 1959 were considerably slowed down 

in 1965. During the period under review, spraying operations, distribution of drugs and 

surveillance activities continued on a reduced scale on account of scarcity of supplies and 

resources. In 1968, out of the total population of 110 000 000, only 5 000 000 were covered 

by spraying. Sixty -five million people live in areas where spraying had been with 

drawn and where case -detection was carried out by the existing staff. The remaining popula- 

tion was not being covered by any regular malaria programme. The incidence of malaria 

increased in 1968 in areas which were previously in the consolidation phase. In 1968, 

3.81 million slides were collected and 20 458 were found positive. Out of 5.73 million 

slides collected in 1965, 9272 were positive. The policy of integrating the malaria eradi- 

cation programme into the general health services was worked out at a conference of provincial 

chiefs of health services and provincial directors of the malaria eradication programme, held 

in September 1968. Under this policy, the malaria eradication programme at various levels 

will become a separate section under the communicable diseases control set -up. The chiefs 

of provincial and regency health services will be in charge of administration, the central 

authorities will be responsible for the over -all guidance, supervision and evaluation of the 

programme and also for the procurement of equipment. The programme will be financed from 

the central budget. The programme will comprise 94 zones. At the beginning of 1969, the 

process of integration was reported as nearly completed in Central Java and Bali. 
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Smallpox is a serious public health problem in Indonesia. There has been a recrudes- 

cence of the disease since 1947. While Jogjakarts, East Java and Bali have only occasional 

foci, West Java and Сentгal Java, Djakarta, South Sumatra and South Sulawesi have a high 

level of endemic smallpox. There were 17 311 cases and 1685 deaths in 1968, as against 

56 359 cases and 1827 deaths in 1965. 

A smallpox eradication programme was launched in July 1968 with the assistance of WHO. 

Apart from strengthening routine vaccination activities, emphasis is placed on notification 

of cases and prompt action with fire -fighting teams from the national and provincial levels. 

To promote adequate supervision, training courses are being undertaken. Freeze -dried small - 

pox vaccines are produced at the Bio -Farina Institute in Bandung. The programme started in 

the islands of Java (74 000 000 inhabitants) and Bali (2.1 million inhabitants) and is later 

to be extended to the whole country. 

Findings from prevalence surveys indicate that there exists a serious tuberculosis 

problem in the country. Protection from tuberculosis infection by BCG vaccination is given 

the highest priority among the various control measures. Starting in Central Java in 1967, 

the integration of BCG vaccination as a permanent and regular function of the general health 

services is gradually being achieved. It is expected that the integration in the whole country 

will be completed in 1969. The existing maternal and child health and polyclinic services 

can reach most of the susceptible child population. Training in the techniques of BCG 

vaccination has been introduced in all schools for midwives, nurses, health workers. 

The control of leprosy has in general been developed through the regular health services. 
Regular yearly examination of household contacts are conducted in areas with an estimated 
prevalence below 1 per 1000. In areas with estimated prevalence rates varying between 1 per 

1000 and 10 per 1000, school surveys are conducted in addition to the household contact 
surveys and possible local surveys of special groups. In areas with an estimated prevalence 
rate of 10 per 1000 or more, such as is found in South Sulawesi, selected mass surveys are 
carried out. In areas in which surveys have been completed, follow -up activities with regular 

control of contacts are continued. Treatment is given in static leprosy clinics, in poly- 
clinics, in general hospitals and in mobile treatment circuits. Such a mobile treatment 
circuit is operating in Bali and consists of 1 doctor and 2 assistants. It was estimated 
that by the end of 1968, some 17 000 persons were brought under regular treatment. Increa- 
sed emphasis has also been placed on training of personnel in leprosy work and on health 
education. 

Yaws, which is gradually being brought under control, has ceased to be a public health 

problem. The yaws camapign, called the treponematosis control project, was started in 1950 

and by the end of 1967, 84 per cent, of the population had been surveyed and 67 per cent, were 

in the consolidation phase. The yaws prevalence has thus been reduced to below 0.5 per cent. 

of infectious cases or 2 per cent, of total active yaws. In 1967, there were 155 864 yaws 

cases, as compared with 1 369 082 cases in 1957. In initial treatment surveys covering 
55.6 million, the average prevalence of active yaws was 8.8 per cent. 

There was a small outbreak of plague in 1968 in the district of Tjepogo in Central Java, 
with 90 cases and 32 deaths. Immediate isolation of cases, DDT spraying, vaccination and 
extermination of rats, guinea -pigs and rabbits have controlled the outbreak. Cases of 
cholera were reported in 1965 in West Irian and in Makassar, and in 1967 and 1968 in Sumatra. 
These outbreaks were dealt with by the local health services with the assistance of the central 
authorities. 

The following immunization procedures were carried out in 1968: 

Smallpox 11 400 141 

Plague 107 202 

Cholera 25 000* 

Yellow fever 132 

This figure relates only to reported 
vaccinations in infected areas. 
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Specialized Units 

The maternal and child health services are a very well organized branch of the general 
health services in Indonesia. The value placed by the Government on the health and welfare 

of mothers and children is testified by the increase of the number of maternal and child 
health centres from 350 in 1950 to 5580 in 1968. Visits by mothers and children are on the 

increase. In 1968, 939 339 pregnant women, 1 285 881 infants under 1 year and 774 962 pre- 

school children availed themselves of these services. Domiciliary care was given in the 

same year to 298 192 pregnant women, 472 330 infants and 265 020 pre -school children. As 

the majority of problems in maternal and child health care are public health and community 

problems it is planned to operate maternal and child health services within the framework of 

the integrated general health services. Priority in maternal and child health work is given 

to the problems of nutrition, as malnutrition, particularly kwashiorkor, is frequently seen. 

School health services were available in 1968 to nearly 2.5 million schoolchildren, 

representing 14 per cent, of the total school population. There were 170 dental health units 

which gave treatment to about 612 000 patients. Other specialized units included in 1968 

1 independent medical rehabilitation centre, 12 psychiatric out -patient units which recorded 
about 40 000 new out -patients during the year, 150 clinics for eye diseases attended by 
200 849 patients, 41 tuberculosis centres (1967) and 9 public health laboratories. 

Environmental Sanitation 

Indonesia has urgent problems of environmental sanitation which are steadily growing 
with the rapid development of urban areas and industries. Out of 33 374 communities, 193 

had piped water systems serving a population of 22 000 000. Every city has a sewerage system. 

Sewage disposal in cities is commonly done through septic tanks. 

Major Public Health Problems 

The major public health problems as expressed in mortality and morbidity, are those 

created by such communicable diseases as malaria, smallpox, cholera, tuberculosis, gastro- 

intestinal diseases and respiratory infections. During the period under review, particularly 
great concern had been caused by the inability of the malaria eradication programme to carry 

on its activities. The lack of substantial foreign aid could not be overcome by internal 

efforts, partly because of the internal instability. 

Closely related to the communicable diseases in causing high morbidity and mortality 
rates are the inadequacies of nutrition, environmental sanitation and the provision of health 

services. Population pressure is beginning to be regarded as an important public health 

problem and family planning programmes are being considered as an added dimension in public 

health. 

Social and Economic Developments of Significance for the Health Situation during the Period 

1965 -1968 

The deterioration of political stability in the middle of the decade has had a paralyzing 

effect on all national activities, including health activities. The emergence of a new 

government in 1966 resulted in a nation -wide effort for rehabilitation, in the reorganization 

of the Government, including the Ministry of Health and in a greater participation of the 

provinces in the planning and implementation of health activities. Preparations were made 

for the formulation of a development plan and health activities have been included as an 

integral part of socio- economic development. 

National Health Planning 

At a national health conference held in April 1968, a national health plan was adopted as 

a guide for the development of health services in the whole country. This plan was later 

incorporated in a more detailed form into the 5 -year socio- economic development plan drawn up 
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by the Government for the period 1969 -1973. The health component of this plan is presented as 

a necessary investment in human resources within the framework of the over -all socio- economic 
development plan. Priority is given to the following sectors: health education of the public, 

development of the health infrastructure, control of communicable diseases, training of health 

workers, supply of drugs and medical equipment, development of research, rehabilitation and 

promotion of health, improvement of water supply and family planning. The health plan and the 

over -all socio- economic plan are both directed at the rural area and the rural population, the 

socio- economic plan being centred around improvement of agriculture. The implementation of 

the national health plan depends on the extent to which resources and initiative in the 

provinces can be mobilized. A health planning workshop is to be held once a year in each 

province. The results of these workshops are submitted to the annual national health 

conference. 

Medical and Public Health Research 

Research is an integral part of the health activities of the organizational units and 

institutions of the Ministry of Health. It has been concerned mainly with the public health 

aspects of communicable diseases and food deficiencies. Several medical schools have also 
been active in medical' research, mainly in clinical aspects. At the end of 1967 a Medical 

Research Council was established with a view to directing and co- ordinating all research 

activities carried out by the various units of the Department of Health. It is planned to 

convert this Council into a National Research Institute of Health. 

International Assistance 

In 1968, WHO's assistance in Indonesia included the following projects: 

Yaws Control (1968): a consultant helped to review the yaws control programme. 

Leprosy Control (1956- 1968): to develop, within the framework of the general health 
services, a leprosy control programme. 

Malaria Eradication Programme (1955 -1974): to eradicate malaria. 

Paediatric Training and Services (1967- 1972): to expand paediatric and obstetric services 
and improve paediatric teaching. 

Nursing Education (1960- 1968): to upgrade and expand training programmes for nurses and 

midwives. 

Laboratory Services (1968- 1972):. to strengthen health laboratory services. 

Training in Sanitary Engineering (1968- 1972): to provide facilities for education, 
training and research in environmental sanitation. 

Medical Education (1964 -1971): to improve departments of various faculties of medicine. 

School of Physical Therapy, Solo (1968): a consultant assisted the national staff in 

the examination of students and discussed future plans. 

School for the Training of Electro- medical Maintenance Technicians (1966- 1971.): to 

establish a school. 

Nursing Education and Services (1967- 1972): to strengthen nursing administration and 
to develop nursing and midwifery services and education. 

Health Education (1968 -1972): to build up health education services and to strengthen 
the teaching of health education in the School of Public Health. 
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Dental Health (1968- 1972): to strengthen the training of dental auxiliaries. 

Smallpox Eradication (1967- ): to develop a national smallpox eradication programme. 

Fellowships (1968) in various health fields. 

Government Health Expenditure 

Since the currency reform of 1965, the amounts spent by the Ministry of Health on 
current accounts follow an upward trend. They were 342.6 million rupiahs in 1966, 2029.5 

million in 1967 and 2405.3 million in 1968. Expressed as a proportion of the total current 

account expenditure, the outlays on the Health Ministry came to 1.2 per cent. in 1966, 2.8 

per cent, in 1967, and 3.4 per cent, in 1968, and represent per capita expenditure of 

rupiahs 3.2, rupiahs 18.4 and rupiahs 21.3 respectively. In addition, a special budget for 

promotion of health and prevention of disease provided 208 million rupiahs for 1967 and 

226 million for 1968. 

• 

• 
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NEPAL 

Population and Other Statistics 

At the last census, taken in June 1961, the population of Nepal was 9 412 996. 
Population estimates for the years 1965 -1968 are given below: 

Year Population 

1965 10 000 000 

1966 10 294 000 

1967 10 500 000 

1968 10 700 000 

Nepal has an assumed population growth of 2 per cent, per annum. 

The communicable diseases most frequently reported in 1967 as causes for admission to 
in- patient establishments were: tuberculosis, all forms (329), dysentery, all forms (143), 
smallpox (96), typhoid and paratyphoid fevers (86), malaria, all cases (41), measles (28), 
infectious hepatitis (27), diphtheria (22). 

Organization of the Public Health Services 

The Directorate of Health Services which is under the Secretary to th6 Minister of Health, 
is headed by the Director of Health Services who is assisted by a deputy director. The 
Central Directorate includes 6 sections each in charge of an assistant director and dealing 

with communicable diseases, community health and hospitals, health education and training, 
internal agencies and planning, maternal and child health and family planning, and ayurvedic 
medicine. There is also a nursing and a statistics section.. 

The administrative structure of the country's health services have been progressively 
decentralized since 1965. To this end, the country has been divided into 14 zones and 75 

districts, following the administrative new division of the country into zones under the 
jurisdiction of zonal Panchayats and into districts under the jurisdiction of district 
Panchayats. In each of the zones, there will ultimately be a zonal medical officer concerned 
with the administration of all health facilities in his zone as an integrated service, and 
responsible for this service to the Director of Health Services at the central level. The 
zonal medical officer has an office situated in the compound of the principal zone hospital 
which has 25 or 50 beds. The peripheral health services consist of health centres, health 
posts and mobile health units. The average population in the area of a health centre or post 
will ultimately be about 25 000. Some district headquarters have not health centres but 
small hospitals with 15 or 25 beds. The direct supervisors of the health post are the 

district health officers, and they, in turn, are supervised by the zone health authorities. 

In 1965, 3 zonal offices were set up outside the Kathmandu Valley at Biratnagar, Birganj 
and Nepalganj. In 1968, 2 more were established in Butwal and Galeswar. An additional 
office is planned at Pokhara. 

Hospital Services 

In 1967, Nepal had 57 hospitals with 2046 beds of which 1499 were in government - operated 

establishments. The bed /population ratio was thus 0.2 per 1000 population. To these beds 

29 545 in- patients were admitted in 1967, with the exclusion of those admitted to the 

leprosarium. The total bed capacity was distributed as follows: 
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Category and number Number of beds 

General hospitals 53 1 772 

Tuberculosis hospital 1 50 

Infectious disease hospital 1 44 

Maternity hospital 1 60 

Leprosarium 1 120 

Out-patient care was available in 1968 in 97 health centres, 14 dispensaries and 21 

health posts. 

Medical and Allied Personnel and Training Facilities 

In 1967, Nepal had 263 doctors of whom 219 were working in government service. The 
doctor /population ratio was 1 per 40 000. Other health personnel included: 

Medical assistants 

Dentists 

Pharmacists 

Assistant midwives 

Fully- qualified nurses 

Veterinarians 

Sanitary engineer 

Sanitarians 

X -ray technicians 

Health educators 

Vaccinators 

Family planning aides 

254 

10 

10* 

88 

169 

35 

1 

34 

8 

8 

286 

94 

Excluding those who work in private dispensaries. 

There are at present 2 training schools for assistant nurse midwives, 1 at Bharatpur and 

1 at Biratnagar. Plans have been made to open another school at Nepalganj. Kathmandu has 

a nursing school. A school for auxiliary health workers was established in Kathmandu in 
1966. Up to 1968, 100 nurses, 85 assistant nurse midwives and 133 auxiliary health workers 
have been trained in these schools. Efforts are being made to increase their annual output. 

Communicable Disease Control and Immunization Services 

Cholera and smallpox are pre - eminent among the diseases which present the threat of 

sudden build -up to epidemic status. A cholera control advisory committee was set up early 

in 1967 by the Director of Health Services to co- ordinate preparations for speedy diagnosis 

and effective action in suspected outbreaks. Smallpox is widespread, but reporting of cases 

is incomplete and often long delayed. In 1966, outbreaks were reported from several places 

in the country. In March 1968 the smallpox pilot project was converted into a smallpox 

eradication project. Following the basic strategy of this programme, the districts bordering 

India which are the most densely populated areas, were first covered. Activities were then 

to be extended to the inner Terai areas covering the densely populated valleys and to the 
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mountainous regions of the country. Intensive vaccination activities were carried out, the 

number of which was increased from 127 515 in 1965 to 1 545 996 in 1968. 

The country -wide malaria eradication programme was launched in 1959 with the help of the 

United States Agency for International Development (AID) and WHO. At the end of 1968, of the 

country's total population, 5 621 000 were living in originally malarious areas; of this 

population, 3 533 000 were living in areas in the attack phase, 1 785 000 in areas in the 
consolidation phase and 303 000 were covered by case -detection only in the West Zone where lack 
of communications and difficult terrain are hampering the expansion of the programme. 

Although there is not much information about the incidence of tuberculosis in Nepal as a 

whole, this disease is posing a serious problem, affecting a significant proportion of the 
population. Since the establishment in 1965 of the tuberculosis control pilot project, the 

BCG vaccination programme has been carried out in the Kathmandu Valley. Following a 
tuberculin sample survey in 1966, direct BCG vaccination was given to all persons below the 
age of 14. Efforts are being made to strengthen further both the preventive and curative 
aspects of the tuberculosis control programme through the existing general health services. 

The leprosy problem has not diminished in Nepal during the period under review. Apart from 

the Khokarna leprosarium and from the central skin and venereal disease clinic of Bir Hospital, 

which is the administrative centre for the leprosy control programme in the Kathmandu Valley, 
as well as being a diagnostic and treatment centre, leprosy treatment services in the Valley 
are provided at 7 leprosy clinics. School surveys have been initiated for the detection 
of early leprosy among the schoolchildren of Kathmandu Valley. The examination of household 

contacts of registered patients was started and will be extended. The health centres are in 

the process of integrating leprosy work. A central laboratory has been set up and considerable 
progress has been made in the bacteriological assessment of patients both at the Khokarna 

leprosarium and in the out -patient clinics at the health posts. 

Human plague episodes occurred in 2 villages in the Bajhang district in north -west Nepal 
at the end of 1967 and the beginning of 1968. There are, furthermore, seasonal outbreaks of 

viral respiratory infections and gastro -enteritis which are important causes of morbidity and 
mortality. The findings of a survey of goitre prevalence in Nepal confirmed that goitre is 

highly prevalent. Rinderpest constitutes the major veterinary public health problem in the 

country. A control programme has been in operation since 1965 in which cattle in the Nepal 
Terai along the Indo -Nepal border are being vaccinated against the disease. 

Specialized Units 

In the Kathmandu Valley, 10 maternal and child health clinics, based on existing 
institutions and health posts were established. Apart from the staff in the maternity 
hospital and the Bir Hospital in Kathmandu, 4 medical officers, Э public health nurses 
and 10 assistant nurse midwives were assigned to work full time in these clinics. Outside 
the Kathmandu Valley, maternal and child health clinics are organized at the zonal hospitals. 

In the development of maternal and child health services, priority was given to pre -natal and 

post -natal care, promotion of nutrition, smallpox and BCG vaccination, health education, home 
visits on a selective basis, establishment of an effective referral service, and maintenance 
of records. The national family planning programme was introduced in 1966 and was integrated 
into the maternal and child health services. Dental health work is limited to the provision 
of treatment facilities in a few hospitals and to private practice. There are no mental 
hospitals and general hospitals are not in a position to render psychiatric services. 

A public health laboratory has been established in Kathmandu and started functioning in 
1967. It has diagnostic facilities for venereal diseases, leprosy, cholera and tuberculosis. 

National Health Planning 

Nepal's first 5 -year plan was launched in September 1956. After an interim year, a 

3 -year plan was started in July 1962. The current economic development plan, covering 
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the period 1965 -1970, which is the second 5 -year plan, was introduced in July 1965. This 
plan is formulated within a 15 -year perspective approach for 1965 -1980, which has the over -all 
target of doubling the gróss national product. In the 5 -year plan for 1965 -1970, 14 per 
cent, of the total funds are for social services. Within the social sector, education has 
the biggest share; health represents 4,5 per cent, of the total. A plan for the development 
of health services in Nepal during the period of.the 5 -year plan for 1965 -1970 was prepared. 
This plan emphasizes the need for an effective decentralization of the health administration 
with a large delegation of authority to the intermediate and local levels. The organization 
of the public health services at these levels as outlined above will be completed during the 
plan period. 

Social and Economic Developments of Significance for the Health Situation during the 
Period 1965 -1968 

The period under review has been marked by steady development in education, agriculture, 
transport and communication, and health. During this period the literacy rate has been raised 
from 8,9 per cent, to 10 per cent. New roads, intensive land reform, agricultural credit, 
distribution of agricultural supplies, research and agricultural extension efforts have helped 
to stimulate a more rapid growth in agriculture including forestry and fisheries, resulting in 
an increased output. These developments showed an impact on the socio- economic condition of 
the agricultural workers which represent about 93 per cent, of the total labour force, and 

consequently on their living and health conditions. There is also a growing health 
consciousness among the people. Efforts have been made to develop and extend the health 
service facilities. The creation of a National Family Planning and Maternal and Child Health 
Development Board gave increased impetus to family planning activities as an integral part of 
the maternal and child health and general health services. During the period under review, 
the system of statistical recording and reporting was extended to almost all hospitals in the 
country, Substantial improvements have been made in keeping statistics of personnel, training 
and health services and facilities. 

International Assistance 

The WHO programme of assistance for 1968 included the following projects: 

Malaria Eradication Programme (1954 -1973): to eradicate malaria throughout the country 
by stages. 

Nursing Education and Services (1954 -1974): to assist in developing nursing services and 
nursing education. 

Strengthening of Health Services (1962- 1969): to develop effectively directed and 
supervised health services in which curative and preventive services are integrated at all 
levels. 

Maternal and Child Health Services (1963- 1970): to develop the maternal and child health 
services and establish referral facilities. 

Smallpox Eradication and Control of Other Communicable Diseases (1966- ): to implement 

the national smallpox eradication programme. 

Health Laboratory services (1967- 1972): to develop health laboratory services. 

Community Water Supply (1968- 1972): to plan and co- ordinate the development of community 
water supplies. 

Medical Education (1968- 1970): to prepare for the establishment of a medical school. 
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Tuberculosis Control (1965- 1972): to plan and implement a tuberculosis control programme, 
starting in the Kathmandu Valley, as part of the basic health services, and to train health 
personnel for the purpose. 

Health Education (1968- 1970): to plan health education in the basic health services and 

in specialized projects. 

Public Health Administration (1968- ): to strengthen the development of integrated 
health services and improve co- ordination. 

Fellowships (1968) in various health fields. 

• 

• 
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THAILAND 

Population and Other Statistics 

Population estimates and some other vital statistics for the period 1965 -1968 are 
given in the following table: 

1965 1966 1967 1968 

Mean population 

Number of live births 

Birth -rate (per 1000 
population) 

Number of deaths 

Death-rate (per 1000 
population) 

Natural increase (per cent.) 

Number of infant deaths 

Infant mortality rate (per 
1000 live births) 

Number of deaths, 1 -4 years 

Death-rate, 1 -4 years (per 

1000 population at risk) 

Number of maternal deaths 

Maternal mortality rate (per 

1000 live births) 

30 

1 

744 000 

117 698 

36.4 

216 830 

7.1 

2.93 

34 924 

31.2 

29 553 

7.8 

3 483 

3.1 

31 

1 

698 000 

085 594 

34.2 

236 243 

7.5 

2.67 

36 372 

33.5 

36 660 

9.3 

3 237 

3.0 

32 

1 

680 000 

029 811 

31.5 

209 791 

6.4 

2.51 

28 322 

27.5 

27 842 

- 

2 842 

2.8 

33 693 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

000 

Of the 209 791 deaths recorded in 1967, the main causes were (ICD 1955): senility 
without mention of psychosis, ill- defined and unknown causes (124 010), tuberculosis, all 

forms (8242), gastritis, duodenitis, enteritis and colitis, except diarrhoea of the 
newborn (9150), accidents (7441, including 2638 motor vehicle accidents), congenital malfor- 
mations, birth injuries, post -natal asphyxia and atelectasis, infections of the newborn, 
other diseases peculiar to early infancy and immaturity (5867), pneumonia (5577), chronic 
rheumatic heart disease, arteriosclerotic and degenerative heart disease and other diseases 
of the heart (4718), malignant neoplasms (3689), malaria (3453), avitaminoses and other 
deficiency states (3341). 

The communicable diseases most frequently notified in in- and out -patient establishments 
in 1966 were: malaria (276 270 cases treated), dysentery, all forms (88 486), leprosy 

(66 052), tuberculosis, all forms, new cases (64 156), trachoma (53 054), influenza (26 885), 

gonorrhoea (20 999), whooping -cough (6258), syphilis, new cases (4844), diphtheria (3389), 
typhoid fever (2985), cholera (401), poliomyelitis (226). 

Organization of the Public Health Services 

The responsibility for the organization and administration of the public health services 
rests with the Ministry of Public Health, which has the following main components: 
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(a) The Office of the Under -Secretary of State, which co- ordinates the work of the 
various departments, is in charge of vital statistics, medical registration, international 
health, food and drúg control, nursing, malaria eradication, and filariasis control. 

(b) The Department of Health deals with the prevention and control of diseases and 
the promotion of health. It supervises the 71 provincial health offices and nearly 
3000 health and midwifery centres within the provincial administration. This depart- 
ment also maintains hospitals for tuberculosis, infectious diseases and leprosy. 

(c) The Department of Medical Services provides medical and nursing care in its 98 
hospitals, of which 92 are located in the provinces. Of particular interest is the 
Buddhist Monks' hospital which provides medical care and hospital facilities to the 
monks of the country and advises the monasteries on matters of health and sanitation. 

(d) The Department of Medical Sciences is responsible for the promotion of research 
in medical science and the provision of modern diagnostic procedures in the treatment 
and prevention of disease. This department comprises 4 divisions: medical research, 
diagnostic laboratories, food and beverage analysis, and drug analysis. The virus 
research institute also comes under the responsibility of this department. 

The provincial health administration is based on 71 provincial health offices under the 
provincial health officer who is in charge of all preventive public health activities in his 

province and is directly responsible to the governor of the province. He is assisted and 
advised by the central department of health. The provincial health offices maintain and 

supervise the network of peripheral health units which provide preventive services and 
limited medical care facilities. 

The Department of Medical Services has under its jurisdiction 84 provincial general 
hospitals and 8 mental hospitals. The director of the provincial hospital, although 
appointed by the central Department of Medical Services, is directly responsible to the 
governor of the province. These hospitals are encouraged to pay attention to the preventive 
aspect of public health work and to take an active part in certain health programmes such as 
control of infectious diseases, maternal and child health and health education. 

The central administration is also operating mobile teams in the provinces to carry out 
some specialized health programmes, such as malaria eradication, venereal diseases and yaws 
control, tuberculosis control, leprosy control, maternal and child health and school health. 
Regional centres administered centrally are established in different parts of the country. 
The Department of Medical Sciences plans to establish at least 1 public health laboratory 
in each of the 5 regions of the country. At present there are 4 regional public health 
laboratories. 

Hospital Services 

In 1967, in- patient accommodation was provided at 171 establishments which had a total 
bed capacity of 28 257, of which 25 836 beds were in 124 government hospitals. The bed/ 
population ratio was 0.9 per 1000. During 1967, there were 823 061 in- patients recorded 
in these establishments. The total number of beds was distributed as follows: 

Category and number Number of beds 

General hospitals 

Tuberculosis hospitals 

Infectious disease hospital 

152 

2 

1 

20 161 

450 

150 
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Category and number Number of beds 

Maternity hospitals 3 210 

Psychiatric hospitals 8 5 647 

Hospital for tropical 
diseases 1 90 

Establishment for drug addicts 1 500 

Leprosaria 3 1 049 

In rural areas, the health centres have also in- patient accommodation for 10 to 25 

patients. There are also a number of military medical units which have in- patient facilities. 

Out -patient medical and health care was available in 1968 at the hospital out -patient 

departments, 8 polyclinics, 1285 health centres, 3215 dispensaries, 74 medical aid posts and 
90 mobile health units. 

Medical and Allied Personnel and Training Facilities 

In 1967, Thailand had 3823 physicians, excluding physicians of the armed forces and 

private practitioners in Bangkok and Thonburi provinces. Of the 3823 physicians, 2936 were 

in government service. The doctor population ratio was 1 per 8550. Other health personnel 
included: 

Medical assistants 

Dentists 

Dental hygienists 

* 
270 

298 

166 

Pharmacists 1 019 

Pharmaceutical assistants 93 

Fully- qualified midwives 3 165 

Assistant midwives 2 916 

Fully- qualified nurses 4 408 

Assistant nurses 2 574 

Veterinarians 293 

Sanitary engineers 36 

Sanitarians 2 117 

Auxiliary sanitarians 66 

Physiotherapists 16 

Laboratory technicians 269 

X -ray technicians 175 

* 
Does not include personnel in 

the armed forces or private 
practitioners in Bangkok and Thonburi 
provinces. 

There are at present 4 medical faculties in Thailand, at the Faculty of Medicine and 

Siriraj Hospital, Mahidol University, the Chulalongkorn Hospital Medical School, Chulalongkorn 
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University, the Chiangmai Medical School, Chiangmai University, and at the Faculty of 
Medicine and Ramathibodi Hospital, Mahidol University. The duration of training for doctors 
is 6 years after completion of 12 -years schooling. There are 2 dental schools, of which 1 

was set up in Bangkok in 1968, with the same admission requirements and the same duration 
of study as for doctors. This also applies to the veterinary medicine school. 

The Faculty of Pharmacy at the Mahidol University offers a 4 -year course leading to 
the degree of Bachelor of Science in pharmacy. Nursing education at the university level 
is available in one faculty which provides a 4 -1/2 year course. The Faculty of Public 
Health, Mahidol University, which was established in 1948, provides education in public 
health at the university level through an 8 -month course. 

A 2 -year training course for dental assistants was established in 1968. Radiographers 
are trained at Mahidol University and laboratory technicians at 4 schools where the duration 
of the courses vary from 3 to 4 years. The course in sanitary engineering is part of the 
civil engineering programme. Sanitation assistants are trained at 5 schools, 4 of which 
provide a 1 -1/2 -year course, and 1 a 6 -month course. 

There are at present 13 basic schools of nursing where 3236 students were enrolled 
during the year 1967/1968 and 670 graduated in 1968. Most of these schools offer a 4 -year 

training course which generally includes midwifery and public health in addition to general 
nursing. Auxiliary (practical) nurses are trained at 9 schools where the course lasts 
between 6 months and 1 year, and which had 449 students in 1967/1968 and 368 graduates. 
In addition, there are 2 midwifery schools and 4 schools for auxiliary midwives, at which 
the duration of training is 18 months. By the end of 1969 another midwifery school will be 
established and it is planned to establish 1 midwifery school in each of the 9 regions of 

the country. 

Communicable Disease Control and Immunization Services 

Epidemiological and statistical data show that the malaria control measures have been 
effective and economically rewarding. The malaria mortality rate has dropped from 15.2 
per 100 000 population in 1965 to 11.0 per 100 000 in 1968. The morbidity is also decreas- 
ing. Malaria cases, however, still occur, particularly among the population poorly protec- 
ted because of operational difficulties. Increased population movements continue to be 

one of the major causes of failure in totally interrupting transmission. A programme 
planning committee whose members are officials of the Ministry of Public Health, US /AID 
and WHO, has been established with a view to co- ordinating all phases of the eradication 
campaign and to ensuring a uniform approach. 

It is estimated that about 49 per cent, of the country's population is infected with 
tubercle bacilli. The tuberculin positive rate is high in children, about 24 per cent, in 

the 10 to 14 year age -group in rural areas, 45 per cent, in towns and 74 per cent. in 

Bangkok and Thonburi. The integration of tuberculosis control work into the existing 
general health facilities, the application of simplified case -finding and treatment methods 
at the provincial health centres and close co- operation between provincial health officers, 
health centres, general hospitals and provincial laboratories in the diagnosis and treat- 
ment of cases will help to achieve progress in the rural tuberculosis control programme 
which was launched in 1965. It is expected that in 1969 each of the provinces will have 
at least 1 tuberculosis worker. There are 4 regional tuberculosis control centres and 3 

provincial control headquarters throughout the country. A tuberculosis control supervisor 
will be assigned to each centre covering a number of provinces supervising and assisting 
the local health workers at the peripheral units. BCG vaccination has been carried out 
on a large scale since 1953. - 

Leprosy is prevalent in the north -eastern and the northern regions of Thailand. It 

is estimated that there are approximately 100 000 leprosy cases in the country. Exper.i- 

mental integration of leprosy control into the local health services was carried out in some 
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areas. The prevalence of venereal diseases has markedly increased during the past years. 
Treatment and control measures are administered through 62 venereal disease control centres 
located mostly in urban areas and operated by the Ministry of Public Health. In addition, 

there are 20 venereal diseases clinics run by other public health agencies and medical 
institutions. These clinics receive assistance and technical guidance from the Government. 

In 1968, nearly 70 000 cases were diagnosed and treated at the venereal disease control 
centres. 

The trachoma incidence in schoolchildren in the north -eastern regions is over 40 per 

cent., about 30 per cent, in the central northern regions, and below 10 per cent, in the 

central and southern regions. The control programme administered by the school health 

division, consists of clinical examination of schoolchildren and treatment of cases suffering 
from eye diseases. A national trachoma centre was established in Korat for planning and 
training purposes. Provincial trachoma units are operating in the provinces which have a 
high trachoma incidence. A poliomyelitis vaccination programme was launched in January 
1969 in Bangkok municipal area. There were no cases of smallpox in the country. Smallpox 

control measures through vaccinations were maintained during the years under review. Al- 

though plague has not occurred in Thailand since 1952, control measures are regularly 

carried out. Cholera control activities include improvement of general sanitation, disin- 

fection carried out by mobile communicable disease control units, vaccination and health 

education. Sporadic cases of cholera still occur in some areas, although in a mild form. 

Endemic filariasis is restricted to the southern provinces of the country and the low -lying 

rural areas on the eastern coastal belt, where it represents a serious problem. Effective 

measures for controlling this disease have not yet been found. It is proposed to undertake 
active case -finding and treatment of all infected cases in the southern provinces, to 

establish control offices and mobile evaluation units at Pattani and Chumphon and to set 

up a filariasis research centre at Nakhonsithammarat. Haemorrhagic fever remains a 

serious health problem although the magnitude and severity of the incidence appears to be 

decreasing. In 1966, an Aedes aegypti research unit was established and the trial of 
aerial malathion spraying was started. Malathion fogging has also been carried out in some 

provinces. The integration of the yaws control programme was completed in 1966. 

The following immunization procedures were carried out in 1967: 

Cholera 5 396 763 

Smallpox 2 557 292 

BCG 1 911 199 

Typhoid and paratyphoid 
fevers 778 921 

Diphtheria 350 997 

Poliomyelitis 10 682 

Whooping -cough 75 274 

Yellow fever 190 

Chronic and Degenerative Diseases 

The mental health services in Thailand have undergone considerable change and develop- 

ment in recent years. Increasing emphasis is now being placed on community health services 

rather than institutional care. All the services are under the responsibility of the 

Division of Mental Hospitals, Department of Medical Services, Ministry of Public Health. 

Particular attention is given to the prevention of mental and nervous disorders in children. 

There are 4 child -guidance clinics in Bangkok. Future plans include the establishment of 

more day -care centres, rehabilitation centres and convalescent homes. It is also attempted 

to strengthen the community mental health programme. The incidence of cancer is steadily 
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growing. The programme of the national cancer institute which was established in 1962, 

includes professional and public education, and services to cancer patients. Training 
programmes for physicians, nurses and paramedical personnel are concerned with cancer 
detection techniques, diagnosis, treatment and research. A cancer detection clinic was 

established. It is estimated that the incidence of diabetes mellitus is 2.3 per cent. A 

diabetes association was established in 1966. The prevalence of goitre is highest in the 

north and north -east, particularly among schoolchildren. A salt iodization plan has been 
set up in the Yanava district. Iodized salt is being distributed free of charge at health 
centres in districts where goitre is prevalent. 

Specialized Units 

Protection and promotion of the health of mothers, infants and pre -school children 
are the responsibility of the Division of Maternal and Child Health, Department of Health, 
whose services are rendered through 1247 health centres, 1589 midwifery stations, and 3 

regional maternal and child health centres each with a maternity hospital, in Bangkok, 

Chiangmai and Nonthaburi. Three mobile maternal and child health units are in operation 
in the central, southern and north -eastern regions to assist mothers and children in isolated 
areas which cannot be reached by staff posted at the provincial health centres. It is 

planned to assign one such unit to each of the provinces where such services are needed. 
Family planning services are gradually integrated into the existing rural health services. 

As only 10 per cent, of the deliveries in rural areas are conducted by qualified 
midwives, while the remaining 90 per cent, are performed by traditional birth attendants or 

by relatives of the mother, it was decided to train the traditional midwives in order to 
give them some basic knowledge in modern midwifery, antiseptics and child health. 

There are about 6 000 000 schoolchildren in more than 30 000 schools throughout the 
country. The school health services provided by the School Health Division are largely 
confined to the cities of Bangkok and Thonburi. Efforts are now being made to carry these 
services to schools in the rural areas, mainly through mobile units, At present there are 
8 such units in operation, e.g. 6 in Bangkok and Thonburi and 2 in the provinces. In 

1968, the 51 dental units treated nearly 393 000 patients, Other specialized units inclu- 
ded 3 independent medical rehabilitation centres, 22 hospital rehabilitation departments, 
20 psychiatric out -patient clinics with 131 285 new out -patients, and 20 public health 
laboratories which had performed 772 140 examinations in 1968. 

Environmental Sanitation 

In the past 10 years efforts have been made to improve environmental sanitation, 
especially safe water supplies aid ,disposal of refuse and excreta. The provision of water 
for domestic use is one of the main problems in the rural districts of Thailand. It is 

particularly acute in the north -eastern region where many villages suffer chronically from 
shortage of water. With the assistance of the United States of America, a programme has 
been started to repair existing wells and to provide new ones. Deep drilling has been 
undertaken where the needs cannot be met by shallow wells and tanks. Under the rural health 
development programme, safe water - supply units were provided to a selected number of villages 
in the north -eastern region. This project will be extended to villages of the central 
region. It was estimated that in 1967, 11.8 per cent, of Thailand's total population were 
served with piped water. 

Major Public Health Problems 

The most important public health problems in Thailand are those caused by the incidence 
of such communicable diseases as malaria, tuberculosis, leprosy, venereal diseases, gastro- 
intestinal diseases and other diseases associated with unsanitary conditions. Nutritional 
deficiencies and diseases caused by unbalanced diets constitute a major health problem in 
spite of the fact that Thailand has a food surplus. The most common forms are beriberi, 
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anaemia and goitre. Maternal mortality and infant mortality rates in Thailand are still 

high. School health services are largely confined to the cities of Bangkok and Thonburi; 
school health activities in the provinces are not yet organized. 

Social and Economic Developments of Significance for the Health Situation during the Period 

1965 -1968 

During the period 1965 -1968, the gross national product increased steadily at the 

rate of 7.2 per cent, a year, resulting in an increase of the annual per capita income by 

4.0 per cent., and reaching $ 146. This steady increase has brought about improved living 

standards, increased consumption and better nutrition. 

As a result of the rapid increase of the labour force (3 per cent, per annum), particu- 

larly of unskilled workers in the agricultural sector, increased rural -urban and inter- 

regional immigration has taken place, creating new health hazards. The rapid increase of 

the urban population (5 to 7 per cent, per annum), has created health problems such as 

inadequate housing, overcrowding, inadequate water supply, lack of sewage disposal systems, 

air and water pollution, accidents, etc. A committee was set up in the Ministry of Public 

Health to investigate into the health problems arising from or associated with various develop- 
ment projects, such as the construction of dams, water reservoirs, highways and power plants. 

Thailand is undergoing rapid industrialization and occupational health has become a 

problem in recent years which requires effective regulation and measures for the protection 
of the health of factory workers. The centre for occupational health was established near 

Bangkok for the purpose of conducting surveys at factories throughout the country and to 

give medical care as well as health protection to workers. 

In the field of national health activities during the period under review, the following 

are among the major developments. The National Health Planning Board was formed within 

the Ministry of Public Health. The rural health services were greatly strengthened as 340 

new health centres and 454 new midwifery stations were established. The Ministry of Public 

Health continued its efforts towards the improvement of rural health services by setting up 

research projects in 2 northern provinces with the main objective of formulating a compre- 

hensive rural health scheme. After the completion of a family planning pilot project in a 

rural district in 1966, the Ministry of Public Health has gradually expanded the family 

planning service through provincial hospitals and health centres. The family health project 

was launched in 1968 with the aim of making family planning services available to the rural 

people throughout the whole country by the end of 1970. At the end of 1968, a total of 

140 family planning clinics had been established in the existing hospitals and health 

centres. The Government of Thailand has, however, not yet adopted population control as 

the national policy. The objectives of the family planning services rendered by the 

Ministry of Public Health are to further reduce the maternal and infant mortality and to 

promote the health of children. 

National Health Planning 

The Government of Thailand has been engaged in planning for economic and social develop- 

ment since 1959, when the National Economic Development Board was established. The function 

of this Board is to recommend an integrated economically sound development plan incorporating 

objectives and targets, based on the appraisal of available resources and on careful studies 

of development projects. The first development plan was formulated in 1961, and the second 

in 1967. In 1963, the Ministry of National Development was established with a view to 

improving co- ordination, and a project inspection team was set up in the Office of the 

Prime Minister to improve the implementation of the plan. While the planning is the 

function of the National Economic Development Board, detailed programming is the duty of 

the various departments concerned. Annual review of the planning situation as well as its 

adjustment in the light of the annual budget allocation is routinely practised. The 

attainment of the objectives and targets laid down in the plan is assessed. 
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Planning in the field of health has been initiated by the Ministry of Public Health 
and the Preparatory Committee for Health Planning was set up in 1968 to prepare the estab- 
lishment of a health planning unit within the Ministry itself. This unit will be 

organized as a division in the Office of the Under -Secretary of State in the Ministry of 
Public Health, and will be responsible for the following activities: advise on the 

co- ordination of all health projects and programmes dealing with the health aspects of other 
development projects; appraise the technical, economic, financial and administrative 
feasibility of these projects; advise on health manpower questions and arrange training 
programmes for planning purposes; maintain the liaison between the national planning agency 
and the Ministry of Public Health. 

The first plan for public health development covered the period 1961 -1966 and was 
incorporated into the 6 -year development plan. The broad objectives of the public health 
development plan were to expand and improve medical care facilities and to promote the 
health of the population by systematic control of communicable diseases, improvement of 
environmental sanitation and provision of better maternity and child welfare services. 

The second plan for public health development covers the period 1967 -1971 and has 
set the following objectives: (a) to accelerate the promotion and expansion of public 
health services to cover all areas of the country, particularly remote rural areas with 
inadequate communications; (b) to expand and raise the quality of medical care services by 

improving both urban and local hospitals, increasing the number of doctors and nurses and 
of medical facilities and making greater use of mobile units; to support research work in 
the medical sciences, the study and analysis of foods and drugs. 

Medical and Public Health Research 

The institutions in Thailand which are concerned with medical and public health 
research are the universities, the Department of Medical Sciences in the Ministry of Public 
Health, the Virus Research Institute established in 1963 in the Department of Medical 
Sciences, and the National Research Council set up in 1959 in the Office of the Prime 
Minister. The main research activities of the Department of Medical Sciences include: 
diagnostic laboratory methods, investigation of the active principles of indigenous medicine 
plants by chemical and biological processes; methods of production and standardization of 

biological products for the prevention of communicable diseases; viral diseases. The 
Virus Research Institute carries out research work in viral diseases with the co- operation 
and assistance of the Japanese Government. The main function of the National Research 
Council is to stimulate and co- ordinate research activities in general. 

International Assistance 

In 1968, WHO's assistance to Thailand included the following projects: 

Strengthening of Health Services (Integration of Specialized Programmes) (1964 -1972): 
to integrate specialized programmes for the control of communicable diseases into the 
general health services and to develop rural health services. 

Mental Health Education and Services (1965- 1970): to improve the mental health 
services, and to strengthen psychiatric nursing. 

Nursing Advisory Services (1958 -1968): to co- ordinate nursing services and nursing 
education through the Division of Nursing in the Ministry of Public Health. 

Leprosy Control (1955 -1972): to intensify the leprosy control programme and extend 
it to cover all endemic areas, and to train personnel. 

Vital and Health Statistics (1968- ): to develop the Health Statistics Section of 
the Division of Vital Statistics and to train personnel in modern statistical techniques. 
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School of Public Health, Bangkok (1966- 1968): to plan and advise on the various courses 
of the School of Public Health. 

Tuberculosis Control (1959 -1972): to develop a national tuberculosis control programme 
and to train health personnel in tuberculosis control techniques. 

Trachoma Control (1967- 1969): to evaluate the progress of the trachoma control pro- 
gramme and to plan future development.. 

Hospital Administration (1968): a WHO consultant helped to organize and conduct a 
national seminar on hospital administration. 

School of Tropical Medicine (1968- 1970): to strengthen the post -graduate School of 
Tropical Medicine of the University of Medical Sciences, Bangkok. 

Strengthening of Health Services (Epidemiology) (1968- 1972): to establish, in the 

Department of Health, an epidemiological unit for defining prevailing disease patterns and 
planning control measures. 

Medical Education (1968): fellowships. 

Malaria Eradication Programmes (1962- ): to eradicate malaria from the entire 
country. 

Radiation Protection Services (1967- 1971): to establish a Division of Radiation Health 
Protection in the Ministry of Public Health, develop radiation protection measures and 
organize a radiation protection course. 

School for Radiological Technology, Bangkok (1965- 1971): to train radiographers. 

Physical Therapy Training (1965- 1968): to develop the training of physical therapists 
for the expansion of orthopaedic and rehabilitation services. 

Strengthening of Laboratory Services (1968- 1970): to strengthen and upgrade the venereal 
disease diagnostic laboratories so that they may function as public health laboratories. 

Water Pollution (1968- 1970): to organize prevention and control of water pollution. 

Venereal Disease Control (1967- 1970): to organize a programme for the control of 

venereal diseases. 

Sewerage and Drainage Plants, Bangkok (1968- 1969): to study and review the master 
plan for sewerage, drainage and flood protection systems in Bangkok. 

Dental Health (1967- 1972): to improve dental education of professional and auxiliary 
dental staff, and to strengthen dental services. 

Administrative Aspects of Health Services (1968): to formulate and develop a programme 
for the reorganization of the internal administrative structure of the Ministry of Public 
Health. 

Nursing Education and Services (1968- 1974): to determine nursing needs and resources, 

to strengthen nursing services and education, to develop university -level courses for nurses. 

Fellowships (1968) in various health fields. 

Government Health Expenditure 

In the financial year 1966/1967 the Ministry of Health spent 367.2 million baht on 
current account. This amount presents about 3.6 per cent, of the total general government 
consumption expenditure, and equals a per capita expense of 11,2 baht. 
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AUSTRIA 

Population and Other Statistics 

At the last census, taken in March 1961, the population of Austria was 7 073 807. 

Population estimates and some other vital statistics for the period 1965 -1968 are given in 
the following table: 

1965 1966 1967 1968 

Mean population 7 255 000 7 290 400 7 322 800 7 349 500 

Number of live births 129 924 128 577 127 404 126 115 

Birth -rate (per 1000 

population) 
17,9 17.6 17.4 17.2 

Number of deaths 94 273 91 440 95 438 96 014 

Death -rate (per 1000 
population) 

13.0 12.5 13. 0 13.1 

Natural increase (per cent.) 0.49 0.51 0.44 0.41 

Number of infant deaths 3 673 3 610 3 366 3 219 

Infant mortality rate 
(per 1000 live births) 

28,3 28,1 26.4 25.5 

Number of deaths, 1 -4 years 625 567 527 513 

Death -rate, 1 -4 years (per 
1.2 1,1 1.0 1.0 

1000 population at risk) 

Number of maternal deaths 55 53 51 46 

Maternal mortality rate 

(per 1000 live births) 
0.4 0.4 0,4 0.4 

Of the 96 014 deaths recorded in 1968, the main causes were (ICD 1955): malignant neo- 
plasms (19 336), arteriosclerotic and degenerative heart disease (18 955), vascular lesions 
affecting the central nervous system (13 954), accidents (5498, including 2399 motor vehicle 
accidents), congenital malformations, birth injuries, post -natal asphyxia and atelectasis, 
infections of the newborn and other diseases peculiar to early infancy and immaturity (2610), 

cirrhosis of the liver (2160), hypertension (2088), pneumonia (1941), bronchitis (1938), 

suicide and self -inflicted injury (1612), diabetes mellitus (1585), senility without mention 
of psychosis, ill- defined and unknown causes (1527), tuberculosis, all forms (1108), chronic 
rheumatic heart disease (1051). 

The communicable diseases most frequently notified in 1968 were: influenza (59 909), 

scarlet fever (7390), infectious hepatitis (5947), gonorrhoea (3697), tuberculosis, all forms, 

new cases (3329), whooping -cough (1811), syphilis, new cases (779), typhoid and paratyphoid 
fevers (287), meningococcal infections (121), dysentery, all forms (55), poliomyelitis (5), 

malaria, new cases (2). 

Organization of the Public Health Services 

The supreme health authority in Austria is the Federal Ministry for Social Affairs. 

Within this Ministry is the Division of Public Health which is divided into 10 departments. 
The Supreme Sanitary Council which is an advisory board and consists of 17 regular and 6 

extraordinary members, has been established. It is reappointed every .3 years. Other 
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advisory councils include the Balneological Commission, the Commission for Radiation Protection, 

the Commission for the Publication of the Austrian Pharmacopoeia, the Commission for Fixing 

the Prices of Drugs, the Commission against Alcoholism, the Commission for Nursing Problems, 
the Commission for the Publication of the Austrian Food -code, the Commission for Collaboration 

at the European Food -code, the Hospital Commission, the Commission for Prescription Necessity, 

the Permanent Commission dealing with the Food Law, the Commission of Control for Registering 
Pharmaceutical Products. 

The Federal Ministry for Social Affairs is also responsible for the following institutes: 
the bacteriological and serological institutes in Vienna, Linz, Graz, Salzburg, Klagenfurt and 
Innsbruck, the institutes for food control in Vienna, Linz, Graz and Innsbruck, the Chemo- 

pharmaceutical Institute in Vienna, the Institute for Biological Products in Vienna (producing 
smallpox and BCG vaccines), the Institute for Serum Control in Vienna, the Institute for Rabies 

Control and Production of Rabies Vaccine in Vienna, the Institute for Experimental Pharmacology 
and Balneology in Vienna. 

The Federal Ministry is not responsible for the sanitary services of communities, first - 
aid ambulances, hospitals, spas and health resorts. In these matters the federated states 
(Under) are competent. 

The highest executive authority in the 9 federated states (Bundeslánder) is the state 
government or "Landesregierung ". Each chief of state (Landeshauptmann) is bound by the 
regulations of the Federal Ministry. Each state government has a health department under the 
direction of a supervisory health officer (Landessanitats- Direktor) who is assisted by the 
necessary specialists. A health council which acts as an advisory board and consists of 

several members, is established in each state. 

The district authorities, which represent the lowest administrative level, are subordi- 
nated to the chief of the "Bundesland ". At every district level there is a health officer 
and, in many district offices, also auxiliary health officers. The district authorities have 
established centres for maternal and child health, tuberculosis control, school dental clinics, 
health examinations (cancer control), venereal diseases, crippling diseases, mental health, 
alcoholism and geriatrics. 

At the lowest administrative level are the communities. They are obliged by law to 
engage a community physician. Several small communities may have 1 community physician 
together. The community physician assists the mayor in an advisory capacity in health 
activities of a local character. 

Hospital Services 

In 1967, Austria had 303 hospitals providing 76 030 beds of which 59 276 were in 133 
government -operated hospitals. The bed population ratio was 10.4 per 1000. The total bed 
capacity of the country was distributed as follows: 

Category and number Number of beds 

General hospitals 147 48 640 

Tuberculosis hospitals 21 4 452 

Maternity hospitals 22 1 192 

Paediatric hospitals 8 1 536 

Psychiatric hospitals 15 11 415 

Chronic diseases hospitals 15 2 759 

Hospitals for general surgery 14 1 892 



- 257 - 

Category and number Number of beds 

Clinic for venereal and skin diseases 1 30 

Clinic for alcohol addicts 1 110 

Convalescent homes 16 1 151 

Sanatoria 37 2 432 

Other hospitals or clinics 6 421 

Out- patient care was provided in 1968 at the hospital out -patient departments, at 236 

health centres of which about 144 are operated by health insurance institutions; at 268 

medical aid posts which include services and ambulance cars of the Austrian Red Cross and 

of the hospital out -patient clinics, and ambulance cars of the municipality of Vienna. 

Medical and Allied Personnel and Training Facilities 

In 1967, Austria had 12 958 doctors of whom 244 were in government service. The doctor/ 
population ratio was 1 per 570 inhabitants. Other health personnel included: 

Dentists 2 054 

Pharmacists 2 350 

Fully- qualified midwives 1 401 

Fully- qualified nurses 13 855 

Veterinarians 1 108 

Physiotherapists 299 

Laboratory technicians 720 

X -ray technicians 538 

Medico -technical specialists 120 

Dietitians 76 

Occupational therapists 51 

Logopaedic - phoniatrie personnel 8 

Doctors and pharmacists are trained at the universities of Vienna, Graz and Innsbruck. The 
duration of studies for doctors is 5 years with a 3 -year internship after graduation for 
general practitioners and for pharmacists 6 -1/2 years. 

During the academic year 1967 -1968, there were 5283 medical students and 1004 pharmaceu- 
tical students enrollled at the 3 universities and 529 doctors and 110 pharmacists graduated. 
The dentists are trained at a special institute in Vienna where the duration of study is 7 

years including 2 years special training after graduation. Austria also has 1 school for 
veterinary medicines which had 277 students in 1967/1968 and 30 graduates. Midwives are 
trained at the federal schools for midwives at Vienna, Graz, Innsbruck, Salzburg, Linz and 
Klagenfurt. These schools provided :18- month courses which were attended by 112 midwives 
of whom 66 graduated in 1967/1968. Most of the 55 nursing schools which provide a 3 -year 
course give training in general nursing. In 1967/1968, there were 3488 nurses enrolled at 
these schools and 937 completed their training. There are also schools for child nursing, 
for psychiatric nursing, and for physiotherapeutic nursing. The laboratory technicians are 
trained at 4 schools and the physiotherapists at 3 schools each providing a 27- months course. 
Six schools for radiographers and 2 schools for dietitians had 101 and 32 students respectively 
in 1967/1968. 
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Communicable Disease Control and Immunization Services 

A federal law on tuberculosis control was passed in 1968, providing financial assistance 

to patients and their families in need. It also provides for quarantine of tuberculosis 

patients to be enforced. The general epidemiological situation in Austria is satisfactory. 

There has been no major outbreak of notifiable diseases. Vaccination against poliomyelitis 

was carried out on a large scale and there has been no case of poliomyelitis during the period 

under review. Vaccination programmes against diphtheria and tetanus were continued. A 
special vaccination calendar for children was prepared. 

The following immunization procedures were carried out in 1967: 

Poliomyelitis 414 145 

Tetanus 367 972 

Diphtheria 283 421 

Smallpox 162 894 

BCG 122 737 

Whooping -cough 111 351 

Specialized Units 

In 1967, there were 128 pre -natal units and 3089 child health units engaged in maternal 
and child care. There were also 1125 "flying" maternal health centres. During the year, 
25 543 pregnant women and 137 188 children up to 5 years of age attended these units. 
Domiciliary care was given to 114 584 infants under 1 year. Of all deliveries during the 
same year, 108 277 were institutional and 20 528 were conducted under domiciliary arrangements 
by a doctor or qualified midwife. In 1968, all schoolchildren of the 6611 schools were under 
the medical supervision of altogether approximately 1400 doctors and 3 mobile school dental 
service cars provided dental care services. The social insurance companies provided 76 

ambulatory dental health units. In 1968, other specialized units included 5 independent 
medical rehabilitation centres, about 105 rehabilitation departments attached to hospitals, 
8 X -ray cars, 21 psychiatric out -patient clinics, 119 tuberculosis out -patient clinics and 6 

bacteriological and serological institutes. 

Environmental Sanitation 

In 1968, there were piped water systems in 52 per cent• of the total number of 3763 
communities providing piped water to 82 per cent, of Austria's population. 

Of all communities, 18 per cent, had sewerage systems and 50 per cent, of the country's 
population lived in houses connected to sewers. 

Major Public Health Problems 

Accidents, particularly road traffic accidents, are among the major public health problems 
in Austria, Cardiovascular diseases as well as cancer are among the highest ranking causes of 
death, Tuberculosis still presents an important public health problem. It is hoped that the 
legal provisions made in 1968 will significantly improve the present situation. The organi- 
zation of hospitals is under review. The shortage of medical and paramedical personnel, 
particularly the shortage of doctors in rural areas, is of great concern to the health 
authorities. Problems of proper handling of food and of food additives are also requiring 
constant attention. Finally, the aging population, the increase of the number of persons in 
the higher age -groups and the medical and social aspects of this evolution are causing a great 
number of organizational and administrational problems. 
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National Health Planning 

The Supreme Medical Advisory Board advises the Federal Ministry for Social Affairs in 

matters concerned with health planning at the national level. The medical advisory councils 

of the "Under" are involved in planning at the "Land" level. Regional hospital planning 

and the increasingly rising costs of hospital services are receiving special attention from the 

health authorities. It is planned to establish'a network of regional hospitals providing 
a complete range of treatment facilities and thus relieving the smaller hospitals. 

A national institute of health is planned to become the scientific centre as well as a 

training centre for medical officers and auxiliary personnel in public health. Research and 

documentation in public health will also be centralized in this institute. 

Medical and Public Health Research 

Medical research has been carried out at the university hospitals in Vienna, Graz and 

Innsbruck, and in a great number of other institutes. Research is also carried out at the 

Austrian Institute for Cancer Research and at the research institutes for rheumatic diseases. • International Assistance 
In 1968, WHO fellowships have been awarded in the following fields: biometrics and 

statistics, drug control, food control, nursing education, rehabilitation of cardiovascular 
disease patients, salmonella bacteriology, tuberculosis, water chemistry, water supply. 

Government Health Expenditure 

Budget estimates for 1968 provided 360 million schillings for public health expenditure, 
i.e. 49 schillings per capita. 

• 
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BELGIUM 

Population and Other Statistics 

Population estimates and some other vital statistics for the years 1965 -1968 are given 
in the following table: 

1965 1966 1967 1968 

Mean population 9 463 667 9 527 807 9 580 990 9 618 555 
* 

Number of live births 155 496 151 096, 146 193 142 494 
* 

Birth -rate (per 1000 population) 16.43 15.86 15.26 14.81 
* 

Number of deaths 115 045 115 613 115 212 123 559 
* 

Death -rate (per 1000 population) 12.16 12.13 12.03 12.85 
* 

Natural increase (per cent.) 0.43 0.37 0.32 0.2 
* 

Number of infant deaths 3 684 3 737 3 355 3 128 
* 

Infant mortality rate (per 1000 live births) 23.69 24.73 22.95 21.95 

Number of deaths, 1 -4 years 597 584 534 - 

Death -rate, 1 -4 years (per 1000 population 
at risk) 0.96 0.93 0.86 

Number of maternal deaths 36 41 26 - 

Maternal mortality rate (per 1000 live births) 0.23 0.27 0.18 - 

ж 
Provisional figures. 

Of the 115 212 deaths recorded in 1967, the main causes were (ICD 1955): chronic 

rheunatic heart disease, arteriosclerotic and degenerative heart disease and other diseases 

of the heart (30 633), malignant neoplasms (22 924), vascular lesions affecting the central 

nervous system (14 584), senility without mention of psychosis, ill- defined and unknown 

cau:�es (6360), accidents (5764, including 2440 motor vehicle accidents), diabetes mellitus 

(3118), congenital malformations, birth injuries, post -natal asphyxia and atelectasis, 

infections of the newborn and other diseases peculiar to early infancy and immaturity (2710), 

hypertension (2291), pneumonia (2276), bronchitis (1614), suicide and self -inflicted injury 

(1434), cirrhosis of liver (953), intestinal obstruction and hernia (859), nephritis and 

nephrosis (831), tuberculosis, all forms (826). 

The communicable diseases most frequently notified in 1968 were: tuberculosis of the 

respiratory system, new cases (3170), infectious hepatitis (1137), gonorrhoea (647), scarlet 

fever (557), syphilis, new cases (393), diphtheria (42), meningococcal infections (39), 

ty;3hoid fever (20), bacillary dysentery (13), paratyphoid fever (9), trachoma (4), 

po:liomyelitis (2), leprosy (1), smallpox, imported case (1). 

Organization of the Public Health Services 

ThE: Ministry of Public Health and Family Welfare is composed of a general secretariat, 

the divisions of general services, public health, social medicine, medical care establishments, 

welfare, family and housing, and compensation for war injuries. Certain public health matters 

are however, also included in the functions of other ministries. Co- ordination between all 

the ministries is ensured by en advisory body, the Public Health Council. The Ministry of 

Employment and Labour deals w:_th occupational health and hygiene, occupational diseases and 
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social reintegration of handicapped persons. Veterinary medicine is the responsibility of 
the Ministry of Agriculture. Health services of the army, navy, air force and police are 
administered by the Ministry of National Defence. The prison medical services are under 
the authority of the Ministry of Justice. The Ministry of National Education and Culture 
is responsible for the medical faculties and the schools of veterinary medicine and for 
training of paramedical personnel. 

In each province there are 1 or 2 public health inspectors, who are physicians 
responsible for communicable disease control and for environmental health. In the provinces 
there are also inspectors who are specialized in laboratory investigations, the inspection of 

meat and other food products, trade in drugs, medico -social work and school medical 
inspection. 

Hospital Services 

In 1966, Belgium had 460 government hospitals providing 75 150 beds or 7.9 beds 
per 1000 population. These beds were distributed as follows: 

Category and number Number of beds 

General hospitals 367 43 445 

Tuberculosis hospitals 21 3 636 

Psychiatric hospitals 64 27 389 

Preventoria 8 680 

Out- patient care was available in 1968 at 356 hospital out -patient departments and 
polyclinics, at 216 health centres and 45 mobile health units including 42 radiology units 
for tuberculosis, radioscopy and radiography and 3 units of the National Children's Foundation. 

Medical and Allied Personnel and Training Facilities 

In 1966, Belgium had 14 176 doctors or 1 doctor for 670 inhabitants. Other health 
personnel included: 

Dentists 

Pharmacists 

Fully -qualified midwives 

Veterinarians 

1 769 

6 171 

3 843 

1 254 

There are 6 medical faculties, 6 dental faculties and 6 pharmaceutical faculties in 
Belgium. There are in addition 2 veterinary schools - 1 in Brussels and 1 in Ghent. 
During the academic year 1967 -1968 the students enrolled in these faculties and those 

graduating at the end of the year included 8912 medical students and 620 graduates, 
263 dentists and 88 graduates, 2840 pharmaceutical students and 159 graduates. During the 
same year 960 students were enrolled at the veterinary schools and 39 graduated at the end 
of their studies. There were 43 schools which afforded a 3 -year nursing course and which 
had altogether 3230 students in 1967 -1968 of whom 914 were awarded a nursing diploma. 
Midwifery training was provided at 16 schools which organize a 3 -year training course. 
There were 89 midwifery students in 1967 -1968 of whom 77 graduated at the end of the year. 

Other training facilities for health personnel were provided at 13 schools for laboratory 
technicians (1139 students and 264 graduates in 1967/1968), 22 schools for kinesitherapists 
(2129 students and 346 graduates), 4 schools for ergotherapists (110 students and 24 graduates), 
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7 schools for logopaedists (456 students and 112 graduates), 5 schools for dieticians 
(271 students and 51 graduates) and 5 schools for doctors qualifying in public health 
(55 students and 53 graduates). 

Communicable Disease Control and Immunization Services 

There is an extensive legislation dealing with the prevention and control of communicable 
and quarantinable diseases and their notification. 

Since 1946 notification of tuberculosis of the respiratory system has been obligatory 
and since 1964 medical examination in respect of tuberculosis has become compulsory for 
schoolchildren and teaching staff. The Belgian National Tuberculosis League is in charge 
of the control and case -finding activities through a network of dispensaries, some of which 
are owned by the League itself and some are operated by provincial governments or 

mutualities. The League also operates X -ray mobile teams. 

Each case of a venereal disease must be the subject of an anonymous declaration made by 

the consulting physician to the health inspector. The patient is obliged to submit to 

medical treatment the necessary medicaments being paid for by the State. If he fails to 

do so, the consulting physician addresses a formal declaration to the health inspector. 

The following immunization procedures were carried out in 1967: 

Poliomyelitis 550 711 

Diphtheria, whooping -cough and tetanus 353 978 

Diphtheria and tetanus 149 863 

Smallpox 120 000 approximately 

Typhoid and paratyphoid fevers 110 000 approximately 

Tetanus 42 110 

Yellow fever 628 

Chronic 

Cholera 

and Degenerative Diseases 

421 

The Belgian National Committee against Acoholism which is subsidized by the Ministry 

of Public Health and Family Welfare, is in charge of the campaign against acoholism, in 

which the main emphasis is placed on health education in primary and secondary schools, on 

measures for traffic security and information of the public on the dangers of alcoholic 

toxicomania. In addition to the curative activities of the psychiatric establishments the 

Belgian League for Mental Hygiene which is subsidized by the Ministry of Public Health 

and Family Welfare plays a very active part in the campaign for mental health. It is 

engaged in a very efficient education activity, it provides psychiatric dispensaries which 

are both preventive and post -care establishments. These dispensaries also organize 

consultations for alcohol addicts. The demand for psychiatric hospital beds tends to 

increase, mainly because of a growing number of senile mental cases due to the extension of 

the average life span and also because of the increasing number of oligophrenic patients 

who are kept alive by modern medical treatment. 

In 1966, the number of reported cancer cases was 22 545 representing 23.66 per 10 000 

inhabitants. Great efforts are made in the prevention of cancer. The National Society 

for the Control of Cancer which is subsidized by the Ministry of Public Health and Family 

Welfare is very active in the field of health education of the public. Cancer centres are 

concerned with the detection and treatment of malignant tumours. Hospital and university 

centres and a number of private foundations are engaged in the control of cardiovascular 

diseases. Particular attention is also given to the control of rheumatic diseases. 
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Specialized Units 

In 1967 there were'353 pre -natal out -patient clinics and 1717 infant welfare clinics. 
Domiciliary care was given to 54 849 pregnant women, 65 462 infants under 1 year and 
165 543 children aged 1 to 5 years. All deliveries were attended by a doctor or qualified 
midwife. In 1967 it was estimated that 130 500 deliveries were conducted in hospital and 
14 500 under domiciliary arrangement. School health services were available at 416 school 
health units which were attended by 1 342 000 schoolchildren. Medical rehabilitation 
services were provided in 40 independent medical rehabilitation centres which were attended 
by 37 700 new out -patients in 1968, and in 259 hospital rehabilitation departments. 
Psychiatric consultations were provided at 27 mental health dispensaries which were attended 
by 6659 new out -patients. Other specialized units included 116 tuberculosis dispensaries 
which recorded 86 452 new out -patients in 1967, and 24 venereal diseases clinics which 
were attended by 477 patients. The public health laboratories carried out 843 000 
examinations in 1968. 

Environmental Sanitation 

In 1967, of the 2589 communities in Belgium, 2111 with 8 762 902 inhabitants had 
piped water systems. Thus 83 per cent, of the population were served with piped water. 
During the same year, 1258 communities with 7 395 534 inhabitants had sewerage systems. 

Of the total population, 62.5 per cent, were living in houses connected to sewers. 

Major Public Health Problems 

The major public health problems in Belgium are those of a highly industrialized 

country which has a high economic and social standing. Among the subjects causing 
particular concern to the health authorities are: air pollution, increasing difficulty 
to meet the growing drinking -water requirements, pollution of surface water and treatment 
of waste water, ionizing radiations, noise, problems raised by the appearance of animal 

rabies in the eastern regions of Belgium, total immunization of the population against 
the main communicable diseases, introduction of communicable and even quarantinable 
diseases into the country as a result of increased intercontinental air traffic, overcrowding 
in psychiatric establishments and the problems associated with the active therapy in the 

treatment of mental disorders, shortage of hospitals and more particularly of university 
hospitals, the increasing incidence of cardiovascular diseases and their consequences, the 

growing prevalence of malignant neoplasms and accidents. • Social and Economic Developments of Significance for the Health Situation during the 

Period 1965 -1968 

During the period under review many important additions have been made to the legis- 

lation concerned with the promotion and protection of the public health: 

(a) Public Hygiene 

The law of 28 December 1964 constitutes the basis for the control of air pollution. 

The law of 14 April 1965 relates to the sale of fish, poultry and game. 

The royal decree of 24 April 1965 relates to drinking -water. 

The law of 14 April 1965 governs the distribution of poisonous, soporific, antiseptic 

and disinfectant substances, and drugs. 

The royal decree of 26 October 1966 introduces compulsory poliomyelitis vaccination. 
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The royal decree of 29 January 1965 governs the control and analysis of medicaments 
sold in pharmacies. 

The royal decree of 18 May 1965 determines the conditions for the establishment of 
pharmacies. 

The royal decree of 10 October 1966 governs the registration of drugs. 

The royal decree of 4 September 1967 governs the presentation and dispensing of 
medicaments containing certain analgesic substances. 

The ministerial decree of 1 February 1968 determines the colouring substances which 
can be used in the production and preparation of medicaments. 

The royal decree of 25 April 1968 approves Volume III of the Belgian Pharmacopoeia. 

(b) Social Medicine 

The royal decree of 10 April 1967 relates to school inspection teams and centres. 

(c) Medical Care Establishments 

According to the law of 12 July 1967 old people's homes are placed under the 
supervision of the ministry dealing with public welfare. 

The law of 19 November 1965 fixes the norms for hospitals and their services. 

The royal decree of 12 December 1966 determines the criteria for a national hospital 

programme; it fixes the number of beds in the various hospital services and the conditions 
required for obtaining State financial support. 

The royal decree of 8 June 1967 fixes the minimum cost of a hospital bed to be applied 
in the case of subventions for the construction, modernization and equipment of hospitals. 

(d) Practice of Medical and Paramedical Professions 

The royal decree of 14 November 1967 lays down the rights and duties of the physicians 
and enforces the sanctions of the illegal practice of medicine. 

(e) Physical Education and Sports 

The law of 2 April 1965 prohibits doping in sports contests. 

National Health Planning 

In 1960 -1961, the Department of Public Health and Family Welfare prepared a health 

investment plan for the periods 1961 -1965, 1966 -1970 and 1971 -1975. This plan comprises 

4 parts: 

social housing, homes for the elderly and homes for orphans; 

hospitals for acute and chronic disease patients and for the mentally sick; 

institutions (hospital -schools) for children suffering from various defects; 

preventive medicine and health promotion through health centres, physical training 

centres and open -air schools; 
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environmental hygiene including drinking -water distribution, sewage and refuse 
disposal and abattoirs. 

This plan however only indicates trends, as the private sector in the health 
organization and equipment of services plays a very important part. 

Medical and Public Health Research 

A number of institutions participate in the scientific research in Belgium. The 
National Scientific Research Fund which was established in 1927 awards fellowships to 

young research workers who carry out research activities in a Belgian university. The 
Medical Research Fund which was established in 1959 by the National Scientific Research 
Fund and by the Ministry of Public Health and Family Welfare supports the work of research 
workers in various fields of medicine and public health. The National Council of Scientific 
Policy publishes an inventory of national resources existing in the scientific field in the 

country. It also finances a number of important research activities. Medical and 
public health research activities are also carried out at the medical faculties of the 

Belgian universities, at the National Institute of Veterinary Research, and by the Army 
health services. 

International Assistance 

In 1968, WHO's assistance to Belgium included the following project: 

Fellowships (1968) in anaesthesiology, health education, hospital construction, 
hospital organization, internal medicine neurophysiology, rheumatic diseases. 

Government Health Expenditure 

During 1967 general government expenditure on health totalled 23.3 billion Belgian 
francs on current account and 1.7 billion Belgian francs on capital account. These amounts 
represent 17.5 per cent, of the total general government consumption expenditure and 

6.3 per cent, of gross domestic capital formation respectively. Accordingly, the 

Government. spent 2431 Belgian francs per capita on health services and 178 Belgian francs 
per head on various health projects. 
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BULGARIA 

Population and Other Statistics 

At the last census, taken in December 1965, the population of Bulgaria was 8 227 866. 
Population estimates and some other vital statistics, for the period 1965 -1968, are given in 
the following table: 

1965 1966 1967 1968 

Mean population 8 201 397 8 258 100 8 310 200 8 369 600 

Number of live births 125 791 123 039 124 582 141 460 

Birth -rate (per 1000 
population) 15.3 14.9 15.0 16.9 

Number of deaths 66 970 68 366 74 696 72 176 

Death -rate (per 1000 
population) 8.2 8.3 9.0 8.6 

Natural increase (per cent.) 0.71 0.66 0.60 0.83 

Number of infant deaths 3 880 3 962 4 127 4 003 

Infant mortality rate (per 
1000 live births) 30.8 32.2 33.1 28.3 

Number of deaths, 1 -4 years 759 755 782 

Death -rate, 1 -4 years (per 
1000 population at risk) 1.51 1.49 1.56 

Number of maternal deaths 75 52 59 

Maternal mortality rate (per 

1000 live births) 0.60 0.42 0.47 

Of the 74 696 deaths recorded in 1967, the main causes were (ICD 1955): vascular 
lesions affecting the central nervous system (14 453), arteriosclerotic and degenerative 
heart disease (11 947), malignant neoplasms (11 229), pneumonia (5616), senility without 
mention of psychosis, ill- defined and unknown causes (4198), accidents (3230, including 1094 
motor vehicle accidents), bronchitis (3352), influenza (1998), chronic rheumatic heart disease 
(1987), hypertension (1274), tuberculosis, all forms (1166). 

The communicable diseases most frequently notified in 1966 were: measles (36 849), 

influenza (28 331), amoebic dysentery (18 416), infectious hepatitis (16 544), scarlet fever 
(10 768), tuberculosis, all forms, new cases (8653), gonorrhoea (6332), whooping -cough 
(5702), syphilis, new cases (661), meningococcal infections (104), typhoid and paratyphoid 
fevers (75), poliomyelitis (7). 

Organization of the Public Health Services 

The responsibility for the over -all organization and administration of the health 
services rests with the Ministry of Public Health. The functions of this Ministry are 
divided among the following departments: pharmacy, environmental sanitation and epidemiology, 
preventive and curative health services, planning and finance, medical education and research. 
The department of social welfare which previously was part of the Ministry of Public Health 
and Welfare was transferred to the Ministry of Labour and Social Welfare. At the district 
level the health services are directed by the Public Health Department of the Executive 
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Committee of the People's Council. The Health Department :is in charge of a "medical officer. 
At the district headquarters there is a district hospital, specialized district dispensaries 
and a public health and epidemiology institute which is responsible for public and preventive 
health activities in the district, including environmental health, occupational health', 

nutrition, radiation protection, communicable disease control, child health including school 
health, health statistics, health education. There are 10 public health and epidemiology 
institutes, each of which covers several districts and an average: population of 800 000. 
The administration of urban health services is, in most instances, a function of the town 
hospital, which controls all health establishments in the urban area concerned. The rural 

health service is the basic unit of the country's health organization-. Each rural community 
has a health service, covering environmental sanitation, personal health services and the 

small hospitals. Free medical care and health pr'otectión are guaranteed by law for the 
whole population. 

Hospital Services 

In 1967, Bulgaria had 1440 hospitals with a total bed complement of 73 817 beds 

(equivalent to 8.9 beds per 1000 population). These beds to which 1 289 459 patients were 

admitted during the year, were distributed as follows; 

Category and number Number of beds 

General hospitals 167 42 176 

Rural hospitals 107 1 463 

Medical centres 25 190 

Tuberculosis hospitals, 44. .6 934 .. 

Infectious diseases 
hospital 1 350 

Maternity hospitals 929 2 993 

Paediatric hospitals 5 565 

Psychiatric hospitals;; .27 4:11.5 

Cancer hospitals 12 "" 1 239 

Dermatology and 
venereology hospitals 10 370 

Scientific hospitals 4 233 

Sanatoria and 
balneological centres 107 13 079 

Hematology 1 10 

Hospital for post -fracture 
rehabilitation 1 100 

Out- patient facilities were available in 1967 at 322 polyclinics attached to hospitals, 

26 independent polyclinics, 3304 health centres, 57 dispensaries and 33 sanatoria and 

balneological establishments. All these establishments recorded over 38 000 000 attendances 

during 1967. 
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Medical and Allied Personnel and Training Facilities 

inhabitants. Other health In 1967, Bulgaria had 14 475 doctors, or 1 doctor for 570 
personnel included: 

Medical assistants 4 487 

Dentists 3 013 

Dental assistants 1 048 

Pharmacists 2 077 

Pharmaceutical assistants 2 973 

Fully- qualified midwives 4 996 

Fully- qualified nurses 21 743 

Sanitarians 33 

Physiotherapists 234 

Laboratory technicians 3 260 

X -ray technicians 773 

Health agents 424 

Medical statisticians 258 

Other paramedical technicians 578 

Doctors are trained at the medical schools in Sofia, Plovdiv and Varna. A post- 
graduate medical school was created in 1950 in Sofia. There are also 22 training schools 
for nurses, midwives, pharmaceutical assistants, laboratory technicians, etc. A school for 

the training of sanitary inspectors has been established. 

Communicable Disease Control and Immunization Services 

The incidence of a number of infectious diseases, such as diphtheria, typhoid fever, 

tetanus and poliomyelitis has been gradually decreasing. Respiratory infections are still 
prevalent. The morbidity due to infectious hepatitis is also decreasing. Tuberculosis of 
the respiratory system, of the bones and articulations has been considerably reduced. 

The following immunization procedures were carried out in 1967: 

Poliomyelitis 2 277 062 

Tetanus 1 245 626 

Diphtheria 1 024 194 

Smallpox 940 489 

Whooping -cough 536 053 

BCG 487 079 

Typhoid and paratyphoid 
fevers 

Chronic and Degenerative Diseases 

121 284 

The incidence of cancer is increasing. This also applies to incidence of mental 

disorders, particularly to those caused by alcoholism. The general increase of the chronic 

and degenerative diseases makes it necessary to extend the services for the chronically ill 

and to pay particular attention to the medico -social problems associated with these diseases. 
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Specialized Units 

In 1967, maternal and child health services were based on 2285 pre -natal dispensaries 

and 2283 child health centres. They were attended by 50 501 pregnant women, 107 644 

infants under 1 year of age and 216 700 children aged 1 to 3 years. Domiciliary visits 

were paid by doctors, midwives and nursing personnel to 549 012 pregnant women and to 

2 710 916 children aged 0 to 3 years. All deliveries were attended by a doctor or qualified 

midwife. School health services were provided at 1890 school health centres where the whole 

school population was under medical and health supervision. Dental care was available at 

1774 dental dispensaries which recorded over 10 000 000 attendances during 1967. There were 

169 independent rehabilitation centres and 255 rehabilitation out -patient departments in 
hospitals. Psychiatric consultations were available in 29 clinics attached either to 

hospitals or to dispensaries. They were attended by 11 369 new out -patients. All industrial 

establishments offered medical and health services to their workers. The 45 public health 

laboratories carried out over 2.5 million examinations in 1967. 

Environmental Sanitation 

At the end of 1967, of the country's 5698 communities, 3276 had piped water systems and 

7 216 879 inhabitants of the country's total population had piped water to their dwellings 

or depended on public fountains for water. The remaining 1 118 247 inhabitants had water 
from public or private wells and from other sources. At the end of 1967, 79 towns had 

sewerage systems and 3 326 336 inhabitants lived in houses connected to sewers, while 

5 008 790 inhabitants had individual installations (septic tanks, latrines). 

Major Public Health Problems 

The problems of particular concern to the health authorities include the improvement of 

occupational health and environmental health conditions related to the accelerated industria- 
lization of the country and to the increased production of chemicals, the prevention and 
control of cardiovascular diseases and malignant neoplasms, the increasing importance of 

mental and neurological disorders, the control of communicable diseases, particularly of 
tuberculosis, the growing number of accidents and their consequences. 

Social and Economic Developments of Significance for the Health Situation during the Period 

1965 -1968 

The period under review has been marked by an accelerated industrialization of the 
country and the modernization of the agricultural sector. These developments have been 

accompanied by a rapid urbanization with a subsequent increase of the percentage of the aged 

in the rural areas. Following the general scientific and technical development of the 

public sector, the public health authorities started introducing a scientific organization 

and management of the health services, with centralized and mechanized facilities. Tourism, 

which has made considerable progress during the period under review, has also influenced the 

development of health services in the country. Progress has also been made in the educatio- 
nal sector. 

National Health Planning 

The 5 -year public health development plan is prepared simultaneously with the periodic 
5 -year economic development plan which is approved by the National Assembly. This plan is 

prepared jointly by the Ministry of Public Health, the State Planning Committee, the Ministry 

of Finance and the State Committee for Science and Technical Progress. This planning group 

is also responsible for the co- ordination of the health plan with the development plans of 

other sectors, Specific long -term programmes within the over -all plan are concerned with 

the control of cardiovascular diseases, cancer and tuberculosis, with medical and paramedical 
training. During the period under review, an evaluation of the health activities during the 

last 25 years has been carried out. A number of studies are being undertaken in order to 

determine the volume, the nature and the evolution of the health needs of the population. 
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Medical and Public Health Research 

Medical and public health research activities are carried out by 4 medical institutes, 
10 scientific research institutes and a number of scientific groups in the Ministry of Public 
Health. The Bulgarian Academy of Sciences comprises 4 scientific research institutes, 1 

central laboratory and 4 research groups. Other institutes active in the field of research 
are the Army Medical Institute, the Chemo -Pharmaceutical Institute of the Ministry of 
Chemistry and Metallurgy, the Transport Medical Institute, etc. The number of research 
workers is 2300. The Medical Scientific Council of the Ministry of Public Health has the 
over -all direction of all the research activities. The State Committee for Science and 
Technical Progress is the co- ordinating authority at the State level. During the period 
under review research activities were carried out in the field of hereditary diseases and on 
the relation between man and his environment. Particular attention was given to the 
organization of communications science. A communications science centre has been created 
during the period under review. 

International Assistance 

In 1968, WHO's assistance to Bulgaria included the following projects; 

Central Institute of Public Health, Sofia (1968- ): to establish a central technical 
and scientific body grouping a number of formerly independant specialized institutions. The 
functions of the Institute will be to collect, process and evaluate information as a basis 
for planning the development of health services, and to train medical and paramedical person - 
nel and carry out research as a faculty of the post -graduate medical school. 

Medical Care Services (1968): a fellowship was awarded for studies in neurology to 
assist in the further development of clinical services. 

Fellowships (1968) in various health fields. 

Government Health Expenditure 

Total government consumption expenditure in 1967 amounted to 4.1 billion levas, 249 

million (i.e. 6 per cent.) of which were spent on health services, thus accounting for a 

per capita expense on health services of 30 levas. In addition 16.2 million levas were 
disbursed from capital accounts for the development of long -range health projects. 

• 

• 
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CZECHOSLOVAKIA 

Population and Other Statistics 

At the last census, taken in March 1961, the population of Czechoslovakia was 

13 745 577. Population estimates and some other vital statistics for the period 1965 -1968 

are given below: 

1965 1966 1967 1968 

Mean population 14 158 697 14 240 041 14 305 031 14 361 994 

Number of live births 231 695 222 615 215 766 213 708 

Birth -rate (per 1000 population) 16.4 15.6 15.1 14.9 

Number of deaths 141 018 142 141 144 294 153 031 

Death -rate (per 1000 population) 10.0 10.0 10.1 10.7 

Natural increase (per cent.) 0.64 0.56 0.50 0.42 

Number of infant deaths 5 901 5 296 4 936 4 715 

Infant mortality rate (per 1000 
live births) 

25.5 23.8 22.9 22.1 

Number of deaths, 1 -4 years 1 055 992 935 - 

Death-rate, 1 -4 years (per 1000 
population at risk) 

1.2 1.1 1.0 - 

Number of maternal deaths 80 65 58 56 

Maternal mortality rate (per 1000 

live births) 
0.35 0.29 0.27 0.26 

Of the 153 031 deaths recorded in 1968, the main causes were (ICD 1965): ischaemic heart 

disease and other forms of heart disease (38 144), malignant neoplasms (31 250), cerebrovascular 
disease (20 387), accidents (8724), pneumonia (4664), congenital anomalies, birth injury, 

difficult labour and other anoxic and hypoxic conditions, other causes of perinatal mortality 

(3486), suicide and self -inflicted injuries (3482), hypertensive disease (2796), chronic 

rheumatic heart disease (2611), symptoms and ill- defined conditions (2324), tuberculosis, all 

forms (1784), influenza (866). 

The communicable diseases most frequently notified in 1968 were: measles (50 250), 

scarlet fever (16 927), infectious hepatitis (14 557), whooping -cough (859), typhoid and para- 
typhoid fevers (280), meningococcal infections (65), diphtheria (30), malaria, imported new 
cases (7). 

Organization of the Public Health Services 

The Ministry of Public Health is responsible for the organization, development and 
provision of health services throughout the country. In January 1969, Czechoslovakia 
became a Federal State. Health and medical care of the population, including training, 

protection and promotion of healthy living and working conditions, control of communicable 
diseases, are within the competence of the national Republics, the Czech and the Slovakian 
Republics. Each Republic has a Ministry of Public Health. 

At the regional and district levels, the public health departments of the national, 

regional and district committees are responsible for health matters in their areas. The heads 

of these departments are the regional and district public health officers. 
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Hospital Services 

In 1967, Czechoslovakia had 535 hospitals and establishments for in- patient care with a 

total bed complement of 173 507 (equivalent to 12.1 beds per 1000 population). These beds, 
to which 2 567 222 patients were admitted during the year, were distributed as follows: 

Category and number Number of beds 

General hospitals 

Tuberculosis hospitals 

Maternity hospitals 

Paediatric hospitals 

Psychiatric hospitals 

Institute for clinical and 
experimental surgery 

Cancer hospitals 

Rehabilitation institutes 

Institute for endocrinology 

Cardiovascular research 
institute 

Institute for the care of 
mother and child 

Institutes for human 
nutrition 

Research institute for 
experimental therapy 

Rheumatological research 
institutes 

Research institute for 
haematology and blood 
transfusion 

Traumatological research 
institute 

Institute for physiotherapy, 
balneology and climatology 

Institute for application of 
radio -isotopes in medicine 

Convalescent homes 

Balneological institutes 

Night sanatoria 

258 

43 

14 

16 

33 

3 

2 

1 

1 

1 

2 

1 

2 

1 

1 

1 

1 

38 

111 

4 

110 468 

9 839 

253 

3 986 

16 898 

102 

455 

342 

142 

74 

146 

95 

45 

126 

42 

55 

104 

10 

3 835 

26 315 

175 

Out -patient facilities were available in 1968 in 415 polyclinics, 2437 health centres 

and 2054 medical aid posts. 

Medical and Allied Personnel and Training Facilities 

In 1967, Czechoslovakia had 28141 doctors or 1 doctor per 510 inhabitants, Other 
health personnel included: 
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Dentists 1 

Pharmacists 5 

Pharmaceutical assistants 2 

Fully- qualified midwives 4 

Fully- qualified nurses 66 

Veterinarians 3 

Sanitary engineers 

Sanitarians 

Physiotherapists 2 

Medical laboratory assistants 6 

X -ray technicians 2 

Veterinary technicians 2 

Assistant health inspectors 1 

Dental laboratory technicians 4 

Other scientific personnel 1 

Other health auxiliaries 16 

Medical studies at the medical faculties of Czechoslovakia 
disciplines: general medicine, paediatrics, hygiene and epidemiology, and stomatology. 
This division had been introduced in 1951 -1952. It is planned to abolish these specialized 
fields and to introduce a uniform medical training, with the only exception of stomatology. 
The drop -out rate is relatively high, as only 60 per cent, of the students complete their 

studies. There are 9 medical faculties where the duration of studies is 5 years, 2 

faculties for veterinary medicine with a 6 -year course, 1 pharmaceutical faculty with a 5- 

year course and З schools for sanitary engineering with a 5 -1/2 -year course. The total 
number of students and graduates at these faculties during the academic year 1967 -1968 was: 
1944 medical students and 1244 graduates, 653 dental students and 270 graduates, 261 

pharmaceutical students and 141 graduates, 327 veterinary students and 261 graduates, 
approximately 140 sanitary engineering students and 123 graduates. 

930 

380 

521 

949 

620 

200 

105 

73 

487 

996 

788 

400 

691 

762 

283 

896 

are divided into 4 basic 

There were 70 nurse training schools which afforded a 4 -year course, attended by alto- 
gether 4859 students during the academic year 1967 -1968. Midwives are trained in 14 schools 
which provide a 2 -year course, There were 317 students in 1967 -1968. Auxiliary nurses 
are given a 4 -year course in 3 schools, where 101 students were enrolled in 1967 -1968• 
Other training facilities included 10 schools for sanitarians (201 students and 141 
graduates), 1 school for dental assistants (39 students), 17 schools for laboratory assistants 
(1537 students and 1152 graduates), 8 schools for rehabilitation assistants (418 students and 
126 graduates), 1 school for opticians (46 students and 45 graduates), 9 schools for X -ray 
technicians (353 students and 220 graduates). 

Communicable Disease Control and Immunization Services 

Smallpox vaccination is given to 1- year -old children, to children in the second year of 
primary education and in the eighth year of secondary education. The number of immunized 
children is between 85 and 95 per cent, of all children. Revaccination is carried out in 
the army and among selected population groups. 

Trachoma is still a health problem in Slovakia where it occurs mainly in the eastern 

regions. In 1968, 77 trachoma cases were notified, representing an incidence of 1.7 

per 100 000 as compared with 8.8 per 100 000 in 1960, It is estimated that 20 per cent, of 

trachoma patients seek medical treatment spontaneously, 20 to 25 per cent, are detected during 

regular examinations in schools, 40 per cent, are discovered during case -finding surveys in 
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the endemic areas and 15 per cent, through contact tracing. The prevalence of this disease 
is particularly high among the children aged 10 to 14 years. The number of new tuberculosis 
cases dropped from 102 per 100 000 inhabitants in 1964 to 95 per 100 000 in 1968. The 
incidence among children aged 0 -14 years dropped by 60 per cent., from 21 in 1964 to 13 per 

100 000 children in 1968. The number of active tuberculosis cases declined from 79 328 

registered cases in 1964 to 48 105 in 1968. This reduction was 66 per cent, among the 
children. Tuberculosis mortality from all forms has decreased from 15.7 per 100 000 in 
1964 to 12.4 per 100 000 in 1968. Control activities mainly include prevention, case - 
finding and treatment. Czechoslovakia had 230 mass radiography units. The incidence of 
venereal diseases, particularly of gonorrhoea, continued to increase during the period under 
review. The total number of cases increased by 62 per cent, and the incidence rate for 

100 000 inhabitants by nearly 60 per cent. This increase is more marked in the Czech than 

in the Slovakian Republic. 

The following immunization procedures were carried out in 1967: 

Diphtheria, whooping -cough and tetanus 
Diphtheria and tetanus 
Tetanus 1 373 178 

Diphtheria, whooping -cough and tetanus 
Diphtheria and tetanus 958 940 

Smallpox 942 368 

Poliomyelitis 868 208 

Diphtheria, whooping -cough and tetanus 741 887 

BCG 429 893 

Typhoid and paratyphoid fevers 12 329 

Cholera 9 602 

Yellow fever 1 076 

Plague 149 

Specialized Units 

In 1968, maternal and child health care was based on 2632 child health services and 145 

pre -natal services, which were attended by 227 341 pregnant women, During the same year, 

547 000 domiciliary visits were paid to pregnant women. Of all deliveries, 209 136 were 

institutional. The total school population, i.e. over 2.5 million schoolchildren, had 

access to the school health services. Dental care was provided at 438 dental health units 

where 26 558 persons were treated. Psychiatric consultations were available at 277 

specialized out -patient clinics which recorded 265 059 new patients in 1968. There were 211 

public health laboratories which carried out 63 353 examinations in 1968. 

Environmental Sanitation 

In 1967, of the 10 665 communities in Czechoslovakia, 3050 with 9 202 000 inhabitants 

had piped water - supply systems serving 53.6 per cent, of the total population. Of these 

10 665 communities, 1455 with 7 984 000 inhabitants had sewerage systems serving 43.9 per 

cent, of the total population. 

Major Public Health Problems 

The major public health problems in Czechoslovakia are: 

the generally unfavourable economic and organizational conditions for creating healthy 

working and living conditions; 
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the growing number of abortions and the necessity to extend family planning measures; 

the increase of negative social phenomena (suicide, divorce, criminality, alcoholism) 

which reveal increasingly important mental health problems; 

the necessity to provide medical, health and social care for the elderly; 

the continuous increase of the morbidity and mortality due to cardiovascular disease; 

the cancer morbidity and mortality; 

the control of tuberculosis; 

the recrudescence of venereal diseases, particularly gonorrhoea; 

the shortage of hospital facilities and personnel for medical rehabilitation; 

the adaptation of the hospital bed capacity to present needs and to technological and 

scientific advances. 

Social and Economic Developments of Significance for the Health Situation during the Period 
1965 -1968 

The economic development in Czechoslovakia during the reporting period has been 
characterized by a relatively rapid increase of the social production. This increase is 
however accompanied by an economic imbalance which resulted in the appearance of inflationary 
tendencies since 1967. The increase of the social production is shown, in the increase of 
the national income, which is also due to the development of the agricultural and industrial 
sector. During the reporting period the growth of the industrial production was about 7.5 

per cent. The gross agricultural production has increased every year since 1966. 

National Health Planning 

Planning for social and economic development is based on long -term plans, generally for 

a 5 -year period, and annual plans. The Ministry of Public Health prepares and transmits to 

the State Planning Commission the draft plans of the various administrations and institutions 
for which it is directly responsible. Health planning is a function of the Ministry of 
Public Health, the Ministries of Public Health of the two Republics and of the Regional 
National Committees. They are assisted in this task by the State Planning Commission. It 

is the function of this Commission to co- ordinate the plans the various levels have prepared, 
to adjust the relative proportions of the various sections of the plan and to produce a 
unified and comprehensive plan. 

The fourth 5 -year national health plan for the period 1966 -1970 has fixed the following 
objectives: 

to increase the hospital bed capacity by 5499 units in order to reach a bed /population 
ratio of 7.99 per 1000 in 1970; 

to reduce the number of tuberculosis hospital beds from 0.51 per 1000 inhabitants in 

1965 to 0.44 in 1970; 

to increase the number of psychiatric hospital beds by 1117 in order to reach a bed/ 

population ratio of 1.20 per 1000 in 1970; 

to increase the number of doctors by 4666 to reach a doctor /population ratio of 20.75 

per 1000 in 1970. 

There will be 22 896 additional health workers during the planning period. The annual plans 

are formulated for each year within the long -term planning period. The evaluation of the 
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implementation of the national health plan is based on statistical information provided by 
the health establishments, the regional and district national committees and by the Ministry 
of Public Health. 

Health planning in Czechoslovakia is based on a long -term perspective health development 
programme for the period up to 1980. This perspective programme has been formulated during 
the reporting period and covers the whole health sector. It is oriented towards the 
following general standards and objectives: to explore and act upon the factors which have 
a negative influence on the health of the population; to reduce the infant morbidity and 
mortality, and to control communicable and chronic and degenerative diseases; to deal with 
the problems resulting from the aging of the population, and to provide adequate services 
for the aged. The network of health establishments will be extended and modernized with 
particular emphasis on the development of specialized services. 

Medical and Public Health Research 

The main lines along which medical and public health research is proceeding are: 

the healthy development of the new generation; 

the influence of living and working conditions and of education on human health; 

major diseases; 

the application of preventive and therapeutic measures; 

the development of scientific bases for operational research into the provision of 
health care. 

Research activities are carried out in research institutes of the Ministry of Public Health, 
in selected health establishments, in universities and in institutes of the Czechoslovak 
Academy of Sciences. These activities are included in the national plan for scientific 
research, which is prepared by the Czechoslovak Academy of Science, and in the research plan 
prepared in the Ministry of Public Health, by its Scientific Council. Nearly 30 specialized 
research institutes have been created since 1951, dealing with problems in the medical sciences 
and health care. 

During the period under review, research was carried out in a great variety of medical 
and public health fields. 

International Assistance 

In 1968, WHO's assistance to Czechoslovakia included the following projects: 

Medical Training Institutes (1960- ): to develop undergraduate and post -graduate 
programmes in medicine in national institutions. 

Fellowships (1968) in various health fields. 

Government Health Expenditure 

Total general government expenditure on current account in the calendar year 1968 amounted 

to 151.4 billion korunas; 6.9 per cent, of this total (i.e. 9.7 billion korunas) were spent 

on health services representing a per capita expense of 674 korunas on these services, An 

additional amount of 1.2 billion korunas was spent from capital account for health develop- 
ment projects. 
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FINLAND 

Population and Other Statistics 

At the last census, taken in December 1960, the population of Finland was 4 446 222. 
Population estimates and some other vital statistics, for the period 1965 -1968, are given in 

the following table: 

1965 1966 1967 1968* 

Mean population 

Number of live births 

Birth -rate (per 1000 population) 

Number of deaths 

Death -rate (per 1000 population) 

Natural increase (per cent.) 

Number of infant deaths 

Infant mortality rate (per 1000 
live births) 

Number of deaths, 1-4 years 

Death-rate, 1-4 years (per 1000 

population at risk) 

Number of maternal deaths 

Maternal mortality (per 1000 
live births) 

4 611 700 

77 885 

16.9 

44 473 

9.6 

0.73 

1 371 

17.6 

291 

0.91 

20 

0.26 

4 639 200 

77 697 

16.7 

43 548 

9.4 

0.73 

1 164 

15.0 

269 

0.85 

24 

0.31 

4 665 600 

77 289 

16.6 

43 790 

9.4 

0.72 

1 146 

14.8 

245 

0.78 

16 

0.21 

4 

. 

688 200 

75 101 

16.0 

45 207 

9.6 

0.64 

1 049 

14.0 

- 

- 

- 

- 

Provisional figures. 

Of the 43 790 deaths recorded in 1967, the main causes were (ICD 1955): arteriosclerotic 
and degenerative heart disease (12 762), malignant neoplasms (7351), vascular lesions affecting 
the central nervous system (6141), accidents (2750, including 1051 motor vehicle accidents), 
pneumonia (1346), congenital malformations, birth injuries, post -natal asphyxia and atelectasis, 
infections of the newborn and other diseases peculiar to early infancy and immaturity (1070), 

suicide and self -inflicted injury (933), hypertension (917), diabetes mellitus (567), tuber- 
culosis, all forms (482), nephritis and nephrosis (458), bronchitis (446). 

The communicable diseases most frequently notified in 1968 were: influenza (24 959), 
measles (18 729), gonorrhoea (9652), tuberculosis, all forms, new cases (4628), scarlet 
fever (2875), infectious hepatitis (247), whooping -cough (137), typhoid and paratyphoid 
fevers (65). 

Organization of the Public Health Services 

The responsibility for the provision of health services to the population lies with the 
local authorities, i.e. with the commune, while the role of the State is limited mainly to 
legislative and other co- ordination, control and financial support. The communes enjoy a 

very high degree of autonomy. The members of the communical council are elected by universal 
suffrage, and a special Board of Health is responsible for local public health administration; 
the local medical officer is an ex- officio member of this Board of Health. Appeals against 
its decisions can be made to State authorities. 
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For the realization of certain plans the communes are free to form federations. In some 
special fields, as for example hospital care, mental health and tuberculosis services, such 
collaboration is even compulsory. The administrative system and general targets of the 
federations of communes are stipulated by law. 

The central administration functions through the administrations of the provinces, but 
the National Board of Health, which is the highest health authority of the country, also has 
direct contact with the communes and communal federations. 

Each province has a small provincial health office directed by the provincial medical 
officer of health and responsible for the supervision and control of the activities of the 
communes and the communal medical officers of health. 

In 1968 the health administration at the ministerial level was reorganized and the 
Ministry of Social Affairs and Health was established. The National Board of Health which 
formerly came under the Ministry of the Interior was placed under the new Ministry. This 
change did not affect the responsibilities of the National Board of Health with the exception 
of the education of nursing and auxiliary personnel which was transferred to the National 
Board of Vocational Education. The responsibilities of the National Board of Health are: 
supervision, development and control of health services; operation of centralized health 
services such as public health laboratories, medico -legal work, collection of health 
statistics on a national basis and collaboration in international health work; distribution 
of the statutory state subsidies to the communes. 

Hospital Services 

The communes are responsible for the care of the sick and they are obliged by law to 
provide a sufficient number of beds in general and mental hospitals and in sanatoria. 
At present almost all the hospitals in the country are owned by local communes or 

federations of communes. The greater part of the expenses are borne jointly by the State 
and by the respective commune, while the patient is charged with only some 10 per cent, of 

the total costs in general and mental hospitals and about 2 per cent, in sanatoria. The 
local social welfare authorities are responsible for the economically handicapped, the care 

of the chronically sick and the mentally or physically handicapped persons. There is, 

however, a trend to extend the sphere of activity of the health authorities to include also 
the care of the chronically sick. 

For the purpose of general hospital administration the country is divided into 21 
central hospital districts, each of which having a central hospital. Every commune is 

obliged to provide a number of hospital beds in proportion to its population and part of 
them must be in a central hospital. In addition to these central hospitals, the communes 
also have beds in intermediate hospitals and in local hospitals. With the exception of the 
municipal hospitals of bigger towns, the local hospitals are usually small. 

In 1967, there were altogether 64 567 hospital beds in 773 in- patient establishments, 
including 59 850 beds in 711 state -maintained establishments. The bed /population ratio was 
13.8 per 1000. The 773 hospitals, excluding 568 rural hospitals, admitted 562 985 
patients in 1967. The total bed capacity was distributed as follows: 

Category and number Number of Beds 

General hospitals 77 18 664 

Rural hospitals 568 16 357 

Tuberculosis hospitals 19 5 099 
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Category and number Number of Beds 

Infectious diseases 
hospitals 5 183 

Maternity hospitals 8 430 

Paediatric hospital 1 200 

Psychiatric hospitals 70 19 940 

Hospital for ortho- 
paedic surgery 1 275 

Hospital for plastic 
surgery 1 30 

Neurological hospitals 2 329 

Radiotherapeutic clinics 5 265 

Gynaecological clinic 1 29 

Hospital for general 
medicine 1 31 

Allergy clinic 1 75 

Rheumatic diseases 
hospitals 2 345 

Establishment for 

occupational health 1 35 

Establishment for 

alcohol addicts 1 70 

Hospitals for mentally 
deficient 9 2 210 

Extramural medical care is mainly provided by the local medical officers of health. 
Private practioners are available mainly in towns and larger agglomerations. Public health • nurses, midwives and home helps play an important role in domiciliary care. In 1967, 

out -patient services were given at 12 medical aid posts, 4 mobile health units and 301 
establishments for examination and treatment. 

Medical and Allied Personnel and Training Facilities 

At the end of 1968, Finland had 4345 registered doctors, or 1 doctor per 1080 population. 
Other registered health personnel included the following: 

Dentists 2 504 

Veterinarians 511 

Nurses 24 672* 

Midwives 2 223 

Laboratory technicians 1 274 

X -ray technicians 814 

Physiotherapists 938 
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Practical nurses 

Psychiatric attendants 

Children's nurses 

9 752 

5 601 

6 674 

Including nurses with midwifery qualifications 

There are 3 medical faculties in Finland, at the universities of Helsinki, Turku and 
Oulu. These 3 faculties admit annually a total of about 320 medical students, of whom 65 
per cent, are men. A law on the establishment of the new school of medical and natural 
sciences at Kuopio was passed in 1966. Licence to practise is granted to graduated 
physicians by the National Board of Health. Specialization studies generally consist of 
4 years' service in a university clinic or in a large hospital. 

Dental education is given at the universities of Turku and Helsinki which admit annually 
about 140 dental students, the majority of which (65 per cent.) are women. Post -graduate 
courses for research training have been given at the University of Helsinki for some years. 
Similar courses are planned for clinical research. 

Pharmacists are trained at the University of Helsinki and the Abo Akademi in Turku, the 
annual admissions amounting to a total of about 160. The teaching programme is being 
continuously revised, toxicology being one of the newest subjects introduced. A student who 
has passed his examinations for the pharmacist's degree with sufficient high marks is 

eligible for the 3 -year course for the higher degree of "provisor" at the University of 
Helsinki. 

A college of veterinary medicine was established in Finland in 1945, but the clinical 
subjects were for several years taught in foreign schools. The first veterinarians fully 
trained in Finland graduated in 1968. 

For the training of nurses there are 26 schools in Finland, of which 20 are State owned 
while the others are municipal or private institutions. The training course lasts 2 -1/2 
years with additional specialization of 1 year. These schools admit annually about 1500 
students of whom only 2 to 3 per cent, interrupt their studies. During the period under 
review training of practical nurses was given at 17 schools admitting about 1000 students a 

year. Training of a new type of personnel "MEDICONOM" is planned, occupying a position between 
secretaries, nurses and doctors. 

Emigration of health personnel is no problem in Finland. 

Communicable Disease Control and Immunization Services 

Infectious diseases of childhood still occur but mortality from them has decreased 
considerably. Diphtheria and poliomyelitis have lost their former significance, mainly 
because of intensive vaccination campaigns which cover nearly the whole child population. 

The incidence of typhoid and paratyphoid fevers has also considerably decreased. The 
decrease is, however, smaller for other salmonella infections. The new Public Health Act 
provides that each worker entering the food trade and industry must present a medical 
certificate testifying that he is not a carrier of salmonella infection. Although the 

tuberculosis mortality has rapidly decreased, the morbidity still remains high. In 1968, 

the incidence of new respiratory tuberculosis cases was 1.0 per 1000 population. The 

disease, however, seems to appear in a less severe form. There is a slight increase of 

gonorrhoea, but a decrease of syphilis, Serological tests have become part of the routine 

examinations during pregnancy. Only 2 cases of congenital syphilis were reported during the 
years 1965 -1968. 
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In 1967, the following immunization procedures were carried out: 

'Tetanus 123 345 

Smallpox 115 374 

Diphtheria 97 154 

Whooping cough 89 336 

BCG 84 112 

Typhoid and paratyphoid fevers 3 724 

Chronic and Degenerative Diseases 

The frequency of cardiovascular diseases and the unexpectedly high prevalence of certain 
forms of cancer as causes of death have attracted particular attention. Due to the rapid 
industrialization and growing traffic both the absolute and relative role of accidents is 
becoming increasingly serious, creating new problems of rehabilitation and after -care. The 
long distances create transport problems of the injured and the sick in general. 

Specialized Units 

Local authorities are responsible for maternity and child health services, but the State 
participates in the cost. In 1967, there were 1904 maternity health centres and 98.2 per 
cent, of the mothers availed themselves of these services, In the same year 99.6 per cent, of 
all deliveries were conducted in maternity hospitals, There were also 3178 child health 
centres at which 97 per cent, of infants from 14 days to 1 year and of children under the age of 
7 years were registered. Consultations are held by physicians and public health nurses, and 
the services are available free of charge. 

The provision of school health services is a statutory obligation of the communes. The 
local medical officer functions as a school health officer in his district, together with the 
public health nurse. In 1967, these services carried out 1.93 million examinations of 7 -to 
14 -years old schoolchildren, They are free of charge and the cost is borne by the communes 
and the State. At present 98 per cent, of secondary schools employ a school health officer. 
The Foundation for Student Health Service has developed an efficient system for attending to 
the health needs of the student population at universities and other institutions for higher 
education. 

The activities of the 47 psychiatric out- patient clinics, most of which have started 
operation in the last 10 years, have contributed to alleviate the heavy demand for psychiatric 
hospital care, At the end of 1967, about 81 800 out -patients were registered at these clinics. 
The extension of out -patient psychiatric services and domiciliary care and the rehabilitation of 
mental patients are still problems to be solved. In addition, there is a shortage of beds for 
child psychiatric patients. The problem of the mentally subnormal patients is a particularly 
difficult one and 19 174 cases were registered at the out -patient clinics during 1967. In 

the same year, other specialized units included, 12 independent medical rehabilitation 
centres, 15 hospital rehabilitation departments, 46 tuberculosis clinics, 26 venereal disease 
clinics and 23 rheumatic disease clinics, 

In 1967, Finland had 6 public health laboratories which carried out over 1 000 000 
examinations, The State Serum Institute functions as the central public health laboratory. 
For sero -bacteriological services the country is divided into 7 public health laboratory 
districts, each of which has a State -supported seno- bacteriological control laboratory. In 

addition there are a number of university and private laboratories. 

Environmental Health 

According to legislation issued in 1965, local authorities are responsible for environ- 
mental health services although these are under the supervision of provincial authorities and 

several universities. 
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About 50 per cent, of Finland's total population is supplied with piped water, most of the 
waterworks operating complete chemical purification systems. The situation in respect of 

sewage disposal is essentially the same; however, an increasing number of rural households 
have access to sewers, but have no piped water supply. In rural areas where there are no 

waterworks, good drinking-water can be obtained from natural springs or wells with ground 
water. 

Industries, in particular the paper and pulp industry are the most important factor in 

water pollution, Purification of public sewage is also a problem, as septic tanks are 
practically the only means of purification. Complete biological purification plants exist 
only in the big towns, and often of insufficient capacity. Microbic pollution of water, is 

therefore, a problem in Finland, although natural purification in the large lakes and rivers 

is rapid thus rendering the problem less acute. 

Social and Economic Developments of Significance for the Health Situation 
during the Period 1965 -1968 

During 1965 -1968 the old age and disability pensions were raised by altogether 47 per 
cent, 

A health insurance system was introduced in Finland in 1964, and the benefits were 
extended in 1967 to cover 60 per cent, of the doctor's fees. Improvements in the family - 

pension systems, intended to secure the living of widows and orphans, were made in 1967 and 

1968. During the period under review, the renewal of several other laws on social security 

was prepared, such as the Public Aid Act, Child Welfare Act, Act on the Mentally Sub -normal, 

Care of Disabled Persons Act and Act on Legal Abortions. 

In the economic field, the period under review has been marked by the devaluation of the 

mark at the end of 1967. Despite economic difficulties, the average annual growth of 

national income was 7 per cent, in the years 1965 -1968. In 1968 the nеt domestic product at 

factory cost was 5600 marks per person. 

In the educational field, the reform of the school system was carried out during the 

period under consideration. In 1968, the law on comprehensive schools was approved and will 

take effect in August 1970, According to this law, compulsory education will last 9 years, 

i.e. 6 years in the primary school and 3 years in the junior secondary school. 

In the field of health administration, 3 new laws have been passed: the law on communal 

general hospitals, the Public Health Act and the Occupational Diseases Act. 

National Health Planning 

In 1965, the State Committee on Public Health completed its report which proposed the new 

objectives, organization and distribution of costs of public health services in Finland. This 

proposal was revised in 1969 and includes the extension of the existing services with the 

subsequent increase of personnel, the concentration of local public health services in a 

communal health centre which will be responsible for preventive health care out -patient 

services, dental care and hospital care conducted by general practitioners. It is planned to 

attach the present local hospitals conducted by general practitioners to the communal health 

centres. The responsibility for providing ambulance services will be given partly to the 

communal health centres and partly to the medical service districts. 

Another plan is under consideration for the reorganization of the hospital institution, 

aiming at the division of the country into medical service districts. This new division will 

correspond to the present division of the country into provinces for general administration. 

The medical service districts will be entrusted with the responsibility for medical care at 

specialized hospitals including the out -patient services and preventive facilities in the 

fields of general medicine, tuberculosis and psychiatry. 
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The administrative authorities of each medical service district will be responsible for the 

development of medical care facilities within the district on the basis of adequate studies. 

During the period under review preparations were made for a financial plan for the health 
economics of the country for the years 1970 -1974. This plan is part of a project for a long- 

term State budget. 

Medical and Public Health Research 

In Finland the universities are traditionally responsible for medical research. Research 

is also carried out in special institutes like the State Serum Institute, the Vihuri Research 

Institute, the Minerva Institute for Medical Research and the Institute of Occupational Health. 

Medical research in Finland is mainly applied research. 

In 1965 the health and social security authorities started a comprehensive national 

multiphasic survey of the utilization of medical services by the population. Extensive 

surveys on the utilization of hospitals and other studies intended mainly as reference material 

for purposes of health planning have been carried out, often in collaboration with local 

authorities. Another important study covers the health screening methods applicable in the 

mass examinations of the most common diseases in Finland. Research work in Finland is mainly 

financed by the State. Several private foundations also support research activities in the 

field of medicine and public health. Finland experiences a great shortage of specialized 

medical research workers. Official co- ordination of research activities in the country is 

limited to the research programmes financed by the Finnish Medical Research Council's 

scholarships. 

Government Health Expenditure 

Total general government consumption expenditure amounted to 4852.4 million markkas in 1967. 

of which 1008.7 million markkas (20.8 per cent.) were devoted to health services. The central 

Government shared with 54 per cent, in these expenses, leaving 46 per cent, to local authorities. 

This distribution also demonstrates the heavy engagement of local authorities in health matters. 
For the improvement of health facilities 163.6 million markkas were charged to capital accounts, 
this amounts to approximately 10% of the total government gross domestic capital formation. 
Altogether 216 markkas per capita were spent on public health services and 35 markkas on health 
projects. 
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FRANCE 

Population and Other Statistics 

At the last census, taken in March 1962, the population of France was 46 520 271. 
Population estimates and some other vital statistics for the period 1965 -1968 are given 
in the following table: 

1965 1966 1967 1968 

Mean population 48 758 000 49 164 000 49 548 000 49 920 000 
* 

Number of live births 865 688 863 527 840 568 836 666 

Birth -rate (per 1000 
population) 17.8 17.6 17.0 16.8 

* 
Number of deaths 543 696 528 782 543 033 550 800 

Death -rate (per 1000 
population) 11.2 10.8 11.0 11.0 

Natural increase (per cent.) 0.66 0.68 0.60 0.58 

Number of infant deaths 18 990 18 775 17 437 17 080 

Infant mortality rate (per 
1000 live births) 21.9 21.7 20.7 20.4 

Number of deaths, 1 -4 years 3 077 2 987 2 924 

Death -rate, 1 -4 years (per 

1000 population at risk) 0.9 0.9 0.9 

Number of maternal deaths 279 268 269 266 

Maternal mortality rate (per 

1000 live births) 0.32 0.31 0.32 0.32 

Provisional figures. 

Of the 539 946 deaths recorded in 1967 excluding the deaths of infants dying before 

registration of birth, the main causes were (ICD 1955): malignant neoplasms (103 374), 

chronic rheumatic heart disease, arteriosclerotic and degenerative heart disease and other 

diseases of the heart (99 417), senility without mention of psychosis, ill- defined and 

unknown causes (69 400), vascular lesions affecting the central nervous system (64 641), 

accidents (36 220, including 13 513 motor vehicle accidents), cirrhosis of liver (17 784), 

pneumonia (9743), diabetes mellitus (8989), suicide and self -inflicted injury (7716), 

tuberculosis, all forms (6505), intestinal obstruction and hernia (4869), hypertension 

(4727), benign neoplasms (4451), influenza (4311), congenital malformations (3739), 

nephritis and nephrosis (3204). 

The communicable diseases most frequently notified in 1967 were: tuberculosis, all 

forms, new cases (23 694 patients examined in dispensaries), gonorrhoea (13 011), measles 

(8031), scarlet fever (5684), whooping-cough (2120), typhoid and paratyphoid fevers (1546), 

meningococcal infections (516), diphtheria (146), poliomyelitis (113), dysentery (63), 

leprosy (13), trachoma (5). 
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Organization of the Public Health Services 

On 8 January 1966 the Ministry of Public Health and Population was merged with the 

Ministry of Labour and Social Security and became the Ministry of Social Affairs. In June 

1969 the functions of the Ministry of Social Affairs were divided between the Ministry of 
Labour, Employment and Population and the Ministry of Public Health and Social Security. 

The former, in addition to the questions related to labour, employment and vocational training, 

became responsible for demographic policy, questions related to migrations, immigration, 

activities for the welfare of immigrants and naturalization. The latter is the supreme 
authority in health matters, family, old age, social services and social security. A state 

secretariat is attached to the Ministry and is in charge of matters related to social assis- 

tance and social welfare for the family and for children, to old people, physically and 
mentally handicapped persons, to paramedical and social professions, to health andtsocial 

education and to maternal and child care. At the central level, the Ministry of Public 

Health and Social Security comprises the following directorates and services: the Directorate - 

General of Public Health, the Directorate -General of Family, Old Age and Social Welfare, the 

Directorate -General of Health Insurance and Social Security, the Social Development Directorate, 
and the Central Pharmacy Service. In addition, it shares with the Ministry of Labour, Employ- 

ment and Population the following directorates and services: general administration, personnel 

and budget, general inspectorate, studies and provisions, and international relations. 

The Directorate -General of Public Health is in charge of the formulation, application and 
control of public health activities. In addition to the divisions under its direct control 

(studies and liaison, health and social education, practice of medical and allied professions) 
it includes the sub -directorates of public health, medical care and welfare activities, 
maternal and child health and school health, programmes, planning and co- ordination. 

The Ministry of Public Health and Social Security acts as the secretariat for a number 
of commissions and advisory councils which participate in the formulation and application of 

the national health policy: the National Commission for Hospital Development, the National 
Commission for Co- ordination of Medical Care Services, the Higher Council for Hospitals, the 

Higher Public Health Council, the Permanent Council for Social Hygiene, the Interministerial 
Committee for Medical and Social Problems in Schools. 

It also has a number of very largely autonomous bodies and institutes such as the 
National Institute for Health and Medical Research, the National Public Health Laboratory, 
the National Public Health School and the Centre for Higher Social Security Studies. 

Since the reorganization of the health administration at the level of the departments 
and regions in 1964 each department has a directorate of health and welfare run by an 
official who may or may not be a doctor, and who is attached to the Ministry of Public Health 
and Social Security. This service is responsible, under the authority of the prefect, for 

health and social welfare activities, and in particular for maternal and child health, school 
health, control of social diseases, public health, administrative supervision of health and 
social welfare establishments. Each department also has a public health doctor who is 
responsible, under the direct authority of the prefect, for inspection and technical super- 
vision. 

At the headquarters of each of the 21 regional areas, there is a regional health and 
social welfare service and a regional medical inspection officer in charge of co- ordinating 
activities which lie outside the competence of the departments: for example, the preparation 
of development plans, training of health and social welfare personnel, and the organization of 
hospital examinations. 

Hospital Services 

In 1965 France had 1097 government hospitals which provided 392 676 beds or 8.1 beds per 
1000 population. These beds, to which 3 250 937 patients were admitted during the year, were 
distributed as follows: 
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Category and number Number of beds 

General hospitals 528 222 446 

Rural hospitals 363 40 921 

Tuberculosis hospitals 108 19 507 

Psychiatric hospitals 98 109 802 

Out- patient facilities were available in 1967 at 483 hospitals which had 1 or several 
out -patient departments, and at 980 public (municipal) or private health centres comprising 
1 or several part -time and full -time doctors or specialists and nurses. These health 
centres may also have a dental health section and a laboratory. 

Medical and Allied Personnel and Training Facilities 

In 1967, France had 58 300 doctors, or 1 doctor for 850 inhabitants. Other health 
personnel included: 

Dentists 19 100 

Pharmacists 26 900 

Fully- qualified nurses 130 000 

Assistant nurses 41 000 

Veterinarians 4 923 

Physiotherapists 16 500 

Children's nurses 2 600 

Medical training, which was reorganized in 1960, 1963 and 1964; underwent further 
changes in 1968/1969 with a view to adapting the medical studies to the changing concept of 
medicine. A new curriculum of the first cycle of medical studies has been introduced into 
the medical faculties. A number of subjects which previously had been neglected have been 
introduced into the medical curriculum, such as preventive medicine, psychiatry, psychology, 
sociology, economics, etc. 

In 1967 there were 25 medical faculties in France. Their total enrolment was 
47 334 students during the academic year 1966/1967, and 58 524 in 1967/1968. The number of 

medical graduates increased from 1500 in 1946 to 2717 in 1967. It is expected to vary 
between 3000 and 3500 a year during the period 1969 -1973 and to reach 5000 after 1974 as more 
and more students are attracted to medical studies. The drop -out rate during medical 
training is estimated to be 44 per cent. Statistical data has also revealed that 20 per 
cent, of medical graduates do not practice medicine in France. The wastage rate due to 

retirement, death and other causes is estimated to be 1.65 per cent, a year. 

In 1968 there were 62 555 doctors in France or 124 doctors for 100 000 inhabitants. 
This relative shortage of medical manpower is aggravated by an inadequate geographical 
distribution, as a number of departments have more than 200 doctors for 100 000 inhabitants 

whereas others have less than 70 doctors for 100 000 inhabitants. 

During the academic year 1968/1969 the number of medical faculties reached 34 as a 

result of the breaking up of the Medical Faculty of Paris into 10 faculties. 
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In 1967, France had 15 dental faculties with 4908 students in 1966/1967 and 5526 in 
1967/1968 and 915 graduates in 1967. 

Pharmacists are trained in 23 faculties which had 15 232 students in 1966/1967 and 
17 769 in 1967/1968 and 1383 graduates in 1967. During the academic year 1967/1968, 
1182 veterinary students were enrolled in 3 faculties and 226 graduated in 1968. 

A 2 -year university course for nursing is organized at 1 university. It was attended 
by 18 students in 1966/1967. Other training facilities at university level included 9 

schools for orthophonists, 4 schools for assistant orthophonists (255 students in 1967/1968) 
and 4 schools for opticians (320 students in 1967/1968). In 1967/1968, 25 793 nursing 
students were enrolled in the 2 -year course of 250 nursing schools; 10 655 completed the 
course in 1968. Auxiliary nursing training is available at 600 schools which had an intake 
and output of 4200 and 400 respectively. A 3 -year midwifery course is organized in 30 
schools which had 401 students and 68 graduates. There are 19 schools for paediatric 
nurses (577 students) and 10 schools for assistant children's nurses. Assistant anaesthetists 
are trained in 15 schools (170 students), kinesitherapists in 31 schools (6078 students) and 

laboratory technicians in 12 schools (758 students). 

Communicable Disease Control and Immunization Services 

Typhoid and paratyphoid fevers which had shown a marked reduction in 1965, again 
reached 2074 cases in 1966 which corresponds to a morbidity rate of 4.2 per 100 000 inhabitants 
as compared with 3.3 in 1965. This recrudescence particularly affected the 3 main 

endemic areas in the country, namely Brittany, the Rhone Valley and the Mediterranean coast. 
In 1967 and 1968 there was a notable improvement in the incidence of these diseases with 
1546 cases and a rate of 3.1 per 100 000 inhabitants in 1967 and 1289 cases and a rate of 2.6 
per 100 000 inhabitants in 1968. 

The incidence of poliomyelitis continues to decline progressively with 211 cases in 
1966, 113 in 1967 and 88 in 1968. Vaccination which was made compulsory in 1964 is given 
to persons under 30 years of age. A special effort has been made since 1966 and during 
the years 1966 and 1967, 4 000 000 persons were immunized. The tetanus morbidity and 
mortality remain relatively high with an annual average number of 400 cases. No cases of 

smallpox have been reported in France during the period under review. The incidence of 
venereal diseases is known mainly through medical reports. The number of gonorrhoea cases, 
which was 35 000 in 1945, rapidly and continuously decreased to 11 740 cases in 1965. but 

increased again to 13 021 in 1967. Syphilis has shown a constant increase since 1959. 
In 1967 there were 4039 cases. This increase mainly affects the male population in the 21 

to 44 age -group. Although the decrease in tuberculosis mortality has been constant since 
1950 and has declined by 75 per cent. in 15 years, it was still 13 per 100 000 inhabitants 
in 1967. This represents a fairly high rate as compared to other European countries. The 

incidence rate of tuberculosis, all forms, was 66 per 100 000 in 1964 and 98 in 1966. 

Statistical data provided by tuberculosis dispensaries indicate that the number of reported 
active cases was 145 609 (300.8 per 100 000 inhabitants) in 1964 and 137 254 (240.76 per 

100 000 inhabitants) in 1967. The number of BCG vaccinations carried out in 1967 was 
1 000 000 and is being extended. 

Whooping -cough and measles are among the most common diseases of childhood. Morbidity 
and mortality from both diseases have declined during the period under review. The 

diphtheria morbidity rate which was 0.6 in 1964 was reduced to 0.1 in 1968. In 1967 over 
1 000 000 combined diphtheria and tetanus vaccinations were carried out. Cerebrospinal 
meningitis which had declined between 1965 and 1967 from 727 cases to 517 showed an increase 
in 1968 with 743 cases. Other communicable diseases which occurred during the period under 
review included salmonella infections, influenza and infectious hepatitis the incidence of 
which is increasing. 
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The following immunization procedures were carried out in 1967: 

Poliomyelitis 2 810 884 

Tetanus 1 817 554 

Diphtheria, tetanus and 
poliomyelitis 1 305 849 

Smallpox 1 259 569 

Diphtheria 511 705 

BCG 983 402 

Chronic and Degenerative Diseases 

Cancer remains a serious threat to the public health in France. The number of 
deaths from cancer increased from 98 611 in 1964 to 103 374 in 1967. Cancer control 
activities are based on the regional cancer centres. There are at present 20 such centres 
with 3715 beds. Two additional centres are being constructed. Consultation clinics for 
early cancer detection have been organized in collaboration with these regional centres. 
There were 105 such consultation clinics in 1967 at which more than 16 700 patients were 
recorded. The State pays 83 per cent, of the operational costs of these clinics. Great 
efforts have also been made in the field of cancer research. 

The diabetes mortality rate has increased from 12 per 100 000 inhabitants in 1958 to 
18.1 per 100 000 in 1967. In recent years, the diabetes morbidity estimates have varied 
between 1.5 and 3 per cent, of the population. The results of a survey limited to a male 
population group of an average age of 47 seem to indicate an even higher rate, ranging from 
Э to 6 per cent, in this particular group. The number of people suffering from diabetes is 
estimated at 1 500 000. Improved knowledge of the extent of the problem has resulted in 
the provision of specialized services. A specialized diabetes detection and prevention 
centre was opened in a hospital in Paris in 1968. 

According to certain estimates the number of patients suffering from rheumatic diseases 
varies between 2 and 5 per cent, of France's population, i.e. between 1 000 000 and 2,5 

million cases. There are, however, no reliable morbidity statistics yet to support these 
estimates. From sample surveys carried out by social security establishments, it would 
appear that rheumatic diseases have become a serious health concern. The health authorities 
have taken active steps to control these diseases by developing specialized detection 
centres. In 1968, there were 40 specialized public consultative facilities in hospitals 
and dispensaries. The social security and other health agencies run their own diagnostic 
centres. There are also a number of specialized centres for ergotherapy and physical and 

professional rehabilitation. 

Cardiovascular diseases cause about 30 per cent, of all deaths. These diseases 

appear to occur more frequently in the population aged between 35 and 45 years, more c• 
less equally distributed among men and women. The control and prevention of these 
diseases is based on early detection of congenital cardiopathy and of valvular cardiopathy 
due to acute articular rheumatism among children within the systematic health examinations 

carried out at maternal and child health centres and school health units. Early detection 

of cardiovascular diseases among the adults is part of the systematic general health 
examinations, occupational health examinations and army social security examinations. The 

prevention of acute articular rheumatism has made great progress as a result of improved 

antibiotic therapy. This, in turn, has brought about a decline in the prevalence of 

rheumatic heart diseases. Since 1967, 5 consultation clinics for the prevention of 

cardiovascular diseases have received financial support from the Government. These clinics 

are attached to the cardiologic units of the university hospital centres. Their main 

objective is to examine systematically certain population groups. 
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The development of facilities for the professional rehabilitation of adult cardiac 
patients remains an important problem for the health authorities. 

The programme for the prevention and treatment of mental disorders is based on ambulatory 
as well as in- patient care. The departments are gradually divided into sectors with a socio- 
medical team in charge of prevention, ambulatory.treatment, hospital treatment and post- 
treatment surveillance. This same principle is applied to the child psychiatry sectors. 

Specialized Units 

In 1967, there were 618 pre -natal and 9934 child health centres engaged in maternal 
and child care. They were attended by 112 700 pregnant women and 817 200 children under 
6 years of age. Domiciliary visits were paid for by social service personnel to 250 000 
pregnant women, 562 000 children under 1 year and 871 000 children aged between 1 -6 years. 

In 1967, of all deliveries 99.4 per cent, were conducted by a doctor or qualified midwife, 
either in hospital (788 675 deliveries) or under domiciliary arrangement (44 706 deliveries). 
In the same year, 3000 school health centres looked after 10 050 000 schoolchildren 
representing 68.7 per cent, of the total school population. In 1969, France had 84 inde- • pendent medical rehabilitation centres and 25 hospital rehabilitation out -patient departments. 
Psychiatric consultations were available at 1005 clinics which were attended in 1967 by 
129 850 new out -patients. In 1966, medical and health services were provided by 3929 
industrial establishments to their workers. Health care services in industry covered 83 

per cent, of the total number of industrial workers. Out -patient facilities provided in 
certain specialized clinical fields included 105 cancer clinics which recorded 6500 new out- 
patients, 433 venereal diseases dispensaries with 358 033 new out -patients, and 972 tubercu- 
losis dispensaries with 321 023 new out -patients. 

Major Public Health Problems 

In recent years, certain traditional public health concerns such as the incidence of 
communicable diseases, have diminished in severity. Other problems have remained or have 
arisen such as: mental diseases and alcoholism, cardiovascular diseases and cancer, family 
planning, increase in the use of medical services and in the consumption of drugs, medical 
and social problems of the aged, medical problems created by the growing number of traffic 
accidents, hazards of ionizing radiation, water and air pollution, noise. Among the most 
important health problems to be dealt with are those of extending and modernizing the hospital 
network, of training a sufficient number of medical and paramedical personnel to make good 
the present shortage. 

National Health Planning 

In France the national health plan is an integral part of the general plan for economic 
and social development. The first plan was formulated in 1946, but it was only in 1954 

that the health plan was included into the general plan. The fifth general plan which 
includes the fourth national health plan was started in 1966 and covers the 5 -year period 
1966 -1970. 

The objectives of the 4 general plans for economic and social development that have been 
in operation since the end of the Second World War have varied. The first plan (1946 -1953) 
was devoted to the reorganization of the 6 major industrial sectors of the country. The 
second plan (1954 -1957) extended planning to include agriculture, housing and the overseas 
departments and territories. The objective of this plan was to effect improvements in 

quality as well as to produce more. The third plan (1958 -61) was concerned with the 
stabilization of the monetary situation and this was also the aim of the fourth plan (1962- 

1965). 
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With regard to the national health plan, its main objectives since its inception have 
been to ascertain the present position and future needs of the health service institu- 
tions in the country so as to facilitate their use in the diagnosis and treatment of disease. 

Special attention was paid to combating the social diseases, to providing services for 

expectant mothers, to safeguarding family life, and to ensuring health and social services 

for the aged and the infirm. The other main objective of the plan was to organize technical, 
financial and administrative services for the provision of the health services required and 
to ensure the greatest possible efficiency in their working. 

In order to attain these objectives it was necessary to establish priorities and, within 
them, to work out an over -all plan for the construction of new institutions and the extension 
of already existing ones. 

The fifth general plan for economic and social development (1966 -1970) is directed more 

particularly at obtaining an increase in production of 5 per cent. in order to maintain 

stability and full employment, at encouraging the industrial competitive capacity, increasing 

housing construction and obtaining better economic conditions in the agricultural sector. 

In the health field, this plan aims at implementing the scheme for the develo nnnt. of 

university hospital centres, which is the more important because of the present reorganization 
of the medical curriculum and because of the pre -eminent role they play in the diagnosis and 

treatment of disease. It is proposed in this connexion to provide 27 000 additional 

university hospital beds, to modernize 11 000, to provide 20 000 additional beds and to modernize 
21 000 in other hospitals. Another important priority is that of the psychiatric hospitals 
which are overcrowded. The accommodation in these institutions has to be increased by the 
provision of 18 000 more beds. Increased budgetary provisions have also been made for the care 

of cancer, tuberculosis and cardiovascular patients, and for maternal and child care. Altogether 
an additional 10 000 health service personnel are planned. 

These are only some of the objectives of the health plan which covers many other aspects 
of medical and health care. The plan is a great collective undertaking which is intended 

to benefit the whole community. 

Medical and Public Health Research 

In 1964 the National Institute for Health and Medical Research replaced the National 

Institute of Hygiene. The main functions of this Institute are to advise the Government 

on the health situation of the country and to promote, co- ordinate and supervise medical 

research activities. It is administered under the authority of the Minister of Public 

Health and Social Security by a council and a director -general and is assisted by a 

scientific council. This council is advised by 13 specialized scientific commissions which 

deal with the main branches of the medical and biological sciences. In order to carry out 

its various research functions the Institute is entitled to build laboratories (research 

units) and to finance laboratories (research groups), to recruit personnel, provide research 

material, and finance surveys. 

The budget of the Institute has increased from 39 000 000 francs in 1965 to 81 000 000 

in 1968, of which 90 per cent, were covered by the State. The number of research workers 

increased from 520 in 1965 to 805 in 1968 and the number of technicians from 567 in 1965 to 

932 in 1968. The number of research units and groups was 55 in 1965 and 91 in 1968. 

During this period, 4 new sections in the field of epidemiological and medico -social research 

have been created at the Institute, namely public health information, public health research, 

aging aid medico -social problems of old age, application of epidemiological statistical and 

communication science methods to public health problems. A central documentation service 

and a working group on communication science were established in 1967. 
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Medical research activities are mainly concerned with cancerology, viral infections, 
metabolism and atherosclerosis. Research in the fields of cancer and leukaemia, animal and 
human nutrition, brain functions and diseases which until 1965 had been financed by the 
General Committee for Scientific Research, has been taken over by the National Institute 
for Health and Medical Research. 

Research activities in public health cover the З main fields: information of public 
health, epidemiological research and operational research. 

Government Health Expenditure 

In 1967, the total health expenditure of the Ministry of Social Affairs amounted to 

2 234 203 620 francs. Of this amount, 136 055 967 francs were spent by the regional and 

departmental health administrations of the Ministry of Social Affairs and 1 965 964 587 

francs by the local authorities. The expenditure on social welfare and social services 
amounted to 2 845 927 939 francs.. 

• 

• 
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HUNGARY 

Population and Other Statistics 

At the last census, taken in January 1960, the population of Hungary was 9 961 044. 

Population estimates and some other vital statistics for the period 1965 -1968, are given in the 

following table: 

1965 1966 1967 1968 

Mean population 10 148 000 10 179 000 10 217 000 10 256 000 

Number of live births 133 009 138 489 148 886 154 419 

Birth -rate (per 1000 population) 13.1 13.6 14.6 15.1 

Number of deaths 108 119 101 943 109 530 115 354 

Death -rate (per 1000 population) 10.7 10.0 10.7 11.2 

Natural increase (per cent.) 0.24 0.36 0.39 0.39 

Number of infant deaths 5 166 5 313 5 508 5 521 

Infant mortality rate (per 1000 
live births) 38.8 38.4 37.0 35.8 

Number of deaths, 1 -4 years 689 569 592 

Death -rate, 1 -4 years (per 1000 

population at risk) 1.3 1.1 1.2 

Number of maternal deaths 89 67 74 76 

Maternal mortality rate (per 

1000 live births) 0.7 0.5 0.5 0.5 

The communicable diseases most frequently notified in 1968 were: measles (24 827), 

scarlet fever (18 791), dysentery, all forms (15 704), infectious diseases (13 598), typhoid 

fever (242), whooping -cough (151), meningococcal infections (84), paratyphoid fevers (33), 

diphtheria (16), poliomyelitis (7), malaria, new, imported cases (2). 

Organization of the Public Health Services 

The Ministry of Health is responsible for the administration of the public health services. 

It is organized in the following departments: education, preventive and curative medicine, 

maternal and child health and youth protection, public health and epidemiology, planning, 

pharmacy services and medical supplies, social services, external relations and scientific 

research. Health education is the responsibility of the Health Education Centre. The 

National Management of Balneology in the Ministry of Health is the authority responsible for 

balneology. An information, planning and organization centre is being established in the 

Ministry of Health. 

The Minister of Health has available the services of a consultative body, the Board of 

Medical Sciences. The 4 medical schools, the institute for post -graduate medical training, a 

number of schools for the training of paramedical personnel and certain other national 
institutions, such as the National Koranyi Institute of Tuberculosis and Phthisiology, are under 

the direct control of the Ministry of Health. 

At the local level, the public health services are administered by the regional health 

departments. They are under the supervision of local councils and advise the executive 
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committees of local councils on health matters. County health departments are headed by a 

chief medical officer and their staff include senior welfare workers. The county health 
departments are in charge of county hospitals, specialized dispensaries, welfare centres, 

public health and epidemiological stations, training schools for paramedical personnel, blood 

banks, pharmacy services, etc. At the lower administrative level, there are the municipal 

and district health sections, each headed by a chief medical officer. These municipal and 

district health sections have public health and epidemiological stations, district and muni- 
cipal hospitals, specialized dispensaries, welfare centres and mobile medical units. The 

medical district which is an area with an average of 2800 inhabitants, is the organizational 
unit for the provision of curative and preventive medical care by a panel doctor. In recent 
years a great number of paediatric districts have also been organized. 

Hospital Services 

In 1967, there were altogether 79 461 hospital beds to which 1 644 541 in- patients were 
admitted during the year. The bed population ratio was 7.8 per 1000. 

Out- patient facilities were provided in 1968 in 3668 medical districts, either in the 

consulting rooms of the panel doctor (in the villages) or in the district centres with Э to 4 

consulting rooms (in the towns). There were also 161 specialized dispensaries which offer 
services in the main branches of medicine. 

Medical and Allied Personnel and Training Facilities 

In 1967, Hungary had 18 417 doctors of whom 17 295 were in government service. The 
doctor population ratio was 1 per 550. Other health personnel included: 

Feldschers 38 

Dentists 2 003 

Dental assistants 339* 

Pharmacists 4 196* 

Pharmaceutical assistants 4 724* 

Fully- qualified midwives 1 928* 

Fully qualified nurses 27 924* 

Assistant nurses 12 705* 

Nursing aids 2 034* 

Sanitary inspectors 879* 

Physiotherapists 574* 

X -ray technicians 1 559* 

Sanitarians 586* 

Medical laboratory assistants 3 636* 

Dental laboratory technicians 239* 

Dental aids 1 182* 

* 
In government service. 

Medical education at all the Hungariarl universities is based on a uniform curriculum. 
This curriculum, which was accepted in 1963, was modified in 1967. At the same time a new 
curriculum for the training of dentists and of pharmacists was accepted. In 1964, the "cyclic" 
practical training was introduced on an experimental basis. The aim of this experiment is to 
include the greatest possible number of students working in small groups into the active 
participation of bed -side work. 
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Hungary has 4 medical faculties at which 931 students were enrolled during the academic 
year 1967/68. Dentists are trained at 2 faculties which had 165 students; pharmacists are 

also trained at 2 faculties with 220 students. There is 1 school for veterinary medicine with 

93 students. Until 1968 nurses, welfare workers, midwives, laboratory and X -ray assistants, 

dental assistants, sanitary and epidemiological inspectors were trained in a 2 -year day course 

and a 3 -year evening course provided at vocational training schools for health workers. In 

1968, there were 35 vocational training schools for health workers in Hungary admitting 4395 

students. During the years 1965 -1968, 14 676 students were trained at these schools. 

During the academic year 1967/68, there were 1910 nurse students, 208 midwifery students, 139 

assistant nurse students, 219 welfare worker students, 642 laboratory assistant students and 

28 physiotherapist students. 

Communicable Disease Control and Immunization Services 

The control of infectious diseases has been successfully conducted through extensive 

vaccination programmes. Diphtheria, whooping -cough and tetanus vaccination is compulsory and 

has been given to over 95 per cent, of children at the age of 3, 4, 5 and 24 months and 6 years. 

The average diphtheria morbidity was reduced to 0.3 per 100 000 population during 1965 -1968. 

The whooping -cough incidence reached the lowest registered level in 1968 with 1.5 per 100 000. 

The whole population up to the age of 28 is vaccinated against tetanus, thus reducing consi- 

derably the incidence of the disease which was about 1.0 per 100 000 inhabitants in the 4 years 

under review. Two- thirds of the reported cases occurred in the older age -groups which have 

not been vaccinated, causing a 60 -70 per cent, mortality. Mass protection against poliomye- 

litis has been given since 1959. Immunization against typhoid fever is given only to those 

at risk, Typhoid morbidity averages under 3 per 100 000. Hungary is free of smallpox and 

malaria has been successfully eradicated. 

The BCG vaccination of infants is compulsory and covers 98 to 99 per cent, of them. It 

is estimated that 1 000 000 persons in the age -groups 3 -20 years are tuberculin -tested every 

year and about 30 per cent, of them are revaccinated. There are 137 tuberculosis screening 

centres which perform about 7 000 000 screenings a year through which 70 per cent, of all 

tuberculosis cases have been discovered. Tuberculosis mortality was 22 per 100 000 inhabitants 

in 1968. It has been noted that 85 per cent, of all cases were above 50 years of age and 68 

per cent, above 60 years. Infant tuberculosis mortality has practically ceased. The 

incidence rate dropped from 188 per 100 000 inhabitants in 1964 to 121 in 1968. The morbidity 

rate among children between 0 -14 years was 10 per 100 000 inhabitants. 

Although the number of venereal diseases cases is increasing in Hungary, the number of 

syphilis cases registered for treatment dropped from 4429 in 1964 to 1453 in 1968, as a result 

of the activity of 123 centres for dermatology and venereal diseases and of screening, 

The following immunization procedures were carried out in 1967: 

Diphtheria, whooping -cough and tetanus 

Poliomyelitis 

Whooping -cough 

BCG 

Smallpox 

Typhoid and paratyphoid fevers 

Typhoid and paratyphoid fevers and 

tetanus 

Epidemic typhus 

Measles 

807 887 

712 211 

640 463 

395 192 

301 665 

123 435 

116 954 

1 622 

1 236 
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Chronic and Degenerative Diseases 

Cancer control in Hungary is organized by the National Oncological Institute which super- 
vises the work of 60 regional oncological welfare centres, 95 specialized oncological consul- 

tation rooms and 41 oncocytological stations. In 1968 about 500 000 screening examinations 
were made, including 20 per cent, of the total female population in the age -group 30-60. 

The number of reported cases of occupational diseases is constantly decreasing thanks to 
greater hygienic control and to the improvement of protective devices. Dermatological 
conditions rank highest among the reported occupational diseases. Five noise testing groups 
and several audiological stations were established in 1967 for the control and prevention 
of occupational noise damages. A decree issued in 1966 regulates the admission to and main- 
tenance in mental hospitals. Another decree issued in 1966 regulates the voluntary and compul- 
sory treatment of alcohol addicts, desintoxication cures and work cures. 

Specialized Units 

At the end of 1968, there were 2724 centres engaged in maternal and child care. During 
the year, 154 528 pregnant women and 147 665 children under 1 year of age availed themselves 
of these services. Domiciliary care was given to 149 164 pregnant women. Of all deliveries, 
99.1 per cent, were attended by a doctor or qualified midwife, i.e. 154 486 deliveries were 
institutional and 1898 were conducted under domiciliary arrangements. School health services 
were provided by 340 doctors to 1 135 117 schoolchildren representing 89.8 per cent, of the 

total school population. Dental care was available at 1378 dental units, at which 9 117 000 
adults were treated. Psychiatric consultations were given at 47 units, including those located 
in general hospitals, clinics and mental hospitals. Altogether 31 262 persons availed them- 
selves of these facilities. In 1968, 1111 industrial establishments were providing health 
services, including factory first -aid posts, to 75 per cent, of all industrial workers. A 
number of out -patient facilities were also provided in certain of the specialized clinical 
fields. These included 190 tuberculosis centres with 12 413 registered patients, 123 derma- 
tology and venereal diseases centres with 490 new patients, 60 oncological centres with 21 000 
registered patients and 168 units for sport, health and physical education, The 24 public 
health laboratories carried out over 9 000 000 laboratory examinations. 

Environmental Sanitation 

Of the 3244 communities with a total number of 10 236 282 inhabitants, 962 with 4 080 000 
inhabitants had piped water systems, serving 41.2 per cent, of the country's total population. 

Of these 3244 communities, 402 had sewerage systems serving 34.4 per cent, of the population. 

Major Public Health Problems 

Among the most important health problems which require study and action are: the 

problems associated with a growing number of old people; research in the field of chronic and 
degenerative diseases and their practical application; reduction of prematurity and perinatal 
and infant mortality; disposal of a growing amount of industrial waste, extension of water 
canalization systems, control of atmospheric pollution; measures against enteric infections, 
salmonellosis and infectious hepatitis; control of an increasing number of venereal diseases 
cases, 

Social and Economic Developments of Significance for the Health Situation 
during the Period 1965 -1968 

In 1968 industry employed some 1.7 million workers and employees, as compared with 1.5 
million in 1964. During 1965 -1968, 39 939 housing units were built annually. The comparable 

figure for the period 1960 -1964 was 57 161. Migration of the population to urban centres has 

been steadily increasing. In 1968, 44,4 per cent, of the country's population lived in towns, 

against 38.6 per cent, in 1964. Improvements in the health services and in the standard of 
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living of the population resulted in a higher average age and in an increase of the number of 

persons over 60 years, reaching 1.7 million in 1968, as compared with 1.5 million in 1964. 

All these factors contributed to increased demands made by the population on health services. 

Important developments related to the health sector included the government decrees 
extending maternity leave and introducing reduced working hours, and the development of a net- 
work of health education and health guidance centres. A National Institute of Internal 
Medicine, a National Surgery Institute and a National Ophthalmology Institute were established 
under the direct authority of the Minister of Health and within the framework of the medical 
schools. 

With the gradual aging of the population, it has been necessary to further develop the 
services offered to those in need of social assistance. Social welfare services related to 
health services cover domestic care known as regional welfare work and the provision of health 
services in social welfare establishments. In 1968, Hungary had 241 day -houses for old people, 
25 617 beds in social welfare establishments and 17 working centres for the disabled. 

National Health Planning 

The second 5 -year development plan was concluded in 1965 and the third 5 -year development 
plan covering the period 1966 -1970 was launched. The National Planning Office is responsible 
for the direction and co- ordination of planning activities; it prepares the national develop- 
ment plans in collaboration with the ministries and councils concerned. The 5 -year development 
plans are presented to the Parliament for approval, whereas 1 -year plans are approved by the 
Government and submitted to the Parliament. The national plan of health services is part of 
the over -all development plan. The Ministry of Health has a special planning department. The 
health departments of the county councils have planning boards with planning responsibilities 
at the county level. 

The broad health objectives of the third 5 -year plan are further extension of the health 
services network, higher service standards and more efficient delivery of services; better 
distribution of health services between urban and rural areas, and higher technical standards. 
Specific targets set out in the plan are: an increase in hospital accommodation to reach 
84 000 beds by the end of 1970; the provision of 290 new panel doctor's centres, an increase 
in the number of dispensaries to reach 3700 at the end of 1970, of 600 children's centres, of 

cots in crèches to reach 43 000 in 1970, of beds in social welfare establishments to reach 
26 700 in 1970. The plan foresees 22 800 doctors and 69 500 paramedical health workers in 
1970. 

Medical and Public Health Research 

Research activities are carried out in universities, in the institutes of the Hungarian 

Academy of Sciences, in national institutes, hospitals and specialized dispensaries. The 

Government allocates funds for these activities. Medical research is under the control of the 

medical and biological departments of the Hungarian Academy of Sciences, of the scientific 

research section of the Ministry of Health, and of the Board of Medical Sciences. Subsidies 

earmarked for medical research are distributed among the various research institutes by the 

Academy of Sciences and by the Board of Medical Sciences. These institutes give account of 

their activities in annual reports which are evaluated by the Academy of Sciences and the Board 

of Medical Sciences. Important contributions have been made to research in such fields as 
lymphatic circulation, endocrinology, immunology and allergology, ophthalmology, radiation 
biology, microbiology and pharmacology. 

International Assistance 

In 1968, WHO's assistance to Hungary included the following projects: 
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Medical Training Institutes (1966- ): to develop new medical teaching programmes in 

certain medical schools. 

Training of Sanitary Engineers (1965- ): to organize the training of sanitary engineers 

and to train sanitary engineers as teachers. 

Nursing and Midwifery Education and Administration (1966- ): to develop nursing and 

midwifery education programmes and establish a post -basic school to prepare nurses and midwives 

for administrative and teaching posts in schools of nursing, in hospitals and in public health 

nursing and midwifery services. 

Air Pollution (1967 -1968): WHO provided fellowships for the study of modern methods of 

air pollution control. 

Fellowships (1968) in various health fields. 

Government Health Expenditure 

In 1968, the total general government expenditure on health and related welfare services 

amounted to 5950 million forints, This represents 10.5 per cent, of the total general 

government consumption expenditure. The per capita expenditure on health services was 580 

forints. 
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ICELAND 

Population and Other Statistics 

At the last census, taken in December 1960, the population of Iceland was 175 680. 
Population estimates and some other vital statistics, for the period 1965 -1968, are given in 
the following table: 

1965 1966 1967 
* 

1968 

Mean population 192 304 195 610 198 674 201 000 

Number of live births 4 721 4 692 4 446 4 199 

Birth -rate (per 1000 
population) 24.5 24.0 22.4 20.9 

Number of deaths 1 291 1 391 1 385 1 387 

Death -rate (per 1000 
population) 6.7 7.1 7.0 6.9 

Natural increase (per cent.) 1.78 1.69 1.54 1.40 

Number of infant deaths 71 64 59 59 

Infant mortality rate (per 
1000 live births) 15.0 13.6 19.3 14.1 

Number of deaths, 1 -4 years 26 17 14 - 

Death-rate, 1 -4 years (per 

1000 population at risk) 1.4 0.9 0.8 - 

* 
Provisional figures. 

Of the 1387 deaths recorded in 1968 the main causes were (ICD 1955): chronic rheumatic 
heart disease, arteriosclerotic and degenerative heart disease and other diseases of the 
heart (381), malignant neoplasms (294), vascular lesions affecting the central nervous 
system (195), accidents (97, including 11 motor vehicle accidents), pneumonia (83), congenital 
malformations, birth injuries, post -natal asphysia and atelectasis, infections of the 
newborn, other diseases peculiar to early infancy and immaturity (61), senility without 
mention of psychosis, ill- defined and unknown causes (19), suicide and self -inflicted injury 
(15), influenza (14), hypertension (14). 

The communicable diseases most frequently notified in 1967 were: measles (5872), 

influenza (965), gonorrhoea (197), scarlet fever (17), meningococcal infections (7), 

whooping -cough (6), infectious hepatitis (5), syphilis, new cases (4), paratyphoid fever (1). 

Organization of the Public Health Services 

The Ministry of Justice and Ecclesiastical Affairs is responsible for the public health 
of Iceland. It operates through a Department of Public Health, which has a Medical Director - 
General as its chief administrator. He is also the Chairman of a small committee of 

medical specialists, the Medical Council, which provides expert advice not only to the 
Ministry but also to other government departments and the law courts. The staff of the 
central health department is not exclusively whole -time, and many of its branches are in the 
executive charge of part -time specialists. For example, the associate professor of 
pharmacy in the University of Iceland is responsible for the supervision of the pharmacies 
and the control of drugs. Other professors and specialists act as consultants. 
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The country is divided into 57 medical districts which vary greatly in size. In each 
district there is a district physician who is a civil servant and who supervises the public 
health services and may also act as a general practitioner. Elected councils in both urban 
and rural areas are in charge of the environmental services, and are responsible for the 

management of the public health services, hospitals and such health centres as exist. The 

implementation of public health regulations is it' the hands of public health boards, which 
are presided over by the local chief of police, assisted by the district physician. In the 

towns the public health boards also employ additional public health officers, who are 
responsible for the supervision of the environmental services, food hygiene, etc. 

In Iceland there are also a large number of societies and associations interested in 
such matters as the welfare of the tuberculosis patient, the prevention of accidents, etc. 
Their activities are complementary to those of the official organizations. 

Iceland has a general social insurance system which falls into 2 main sections - 1 con- 
cerned with health protection and the medical treatment and care of sick persons, and the 

other with income insurance, which 

unemployment, pensions at retiring 

are collected by revenue agencies, 

societies. Hospital treatment is 
to general practitioners for their 

funds. 

Hospital Services 

provides cash benefits during sickness, invalidity and 
age, and allowances for widows and orphans. Contributions 
and in certain instances by the local sickness benefit 
free to the recipient, but certain small payments are made 
services, the balance being paid by the sickness insurance 

In 1965, Iceland had 40 hospitals and establishments for in- patient care providing 2211 

beds. The bed /population ratio was 11.5 per 1000. These beds were distributed as follows: 

Category and number Number of beds 

General hospitals 29 1 206 

Tuberculosis hospitals 2 62 

Psychiatric hospitals 2 315 

Chronic diseases hospitals 3 480 

Leprosy hospital 1 4 

Physiotherapeutic centre 1 100 

Establishment for alcohol 
addicts 2 44 

Medical and Allied Personnel and Training Facilities 

In 1966, Iceland had 264 doctors or 1 doctor per 740 inhabitants, 
personnel included: 

Dentists 

Pharmacists 

Fully- qualified midwives 

Fully- qualified nurses 

Veterinarians 

Sanitarians 

Physiotherapists 

Laboratory technicians 

73 

87 

153 

337 

19 

7 

26 

58 

Other health 
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Physicians are trained at the medical school of the University of Iceland. Dentists and 
pharmacists are also trained at the University of Iceland. The training of all nurses takes 
place in the Icelandic State School of Nursing and in associated hospitals, in particular the 
State Hospital. The period of study is 3 years. Midwifery training lasts 12 months, and 
takes place at the Midwifery School of Iceland, which is associated with the maternity 
department of the State Hospital. 

Immunization Services 

The following immunization procedures were carried out in 1965: 

Diphtheria, whooping -cough and tetanus 22 117 

Poliomyelitis 17 155 

Smallpox 7 753 

BCG 304 

Measles 118 

Typhoid and paratyphoid fevers 117 

Cholera 41 

Yellow fever 19 

Epidemic typhus 15 

Specialized Units 

Nine towns operate health centres which provide tuberculosis control services, maternal 
and child health care, immunization services. In 1967, these services were utilized by 
6293 children up to 3 years of age and 2808 pregnant women. The largest health centre which 
is in Reykjavik provides a whole range of additional services in the fields of mental health, 
prevention of alcoholism, home nursing and venereal diseases. In 1967, these centres were 

attended by 16 000 tuberculosis patients, 641 alcoholic patients, 562 venereal diseases 
patients. 

Environmental Sanitation 

It is estimated that of Iceland's population of 201 000 about 25 per cent, had piped 

water supplies and were living in houses connected to sewers. 

International Assistance 

In 1968, WHO's assistance to Iceland included fellowships in child psychiatry and 
nursing administration. 

Government Health Expenditure 

In 1967, the total general government consumption expenditure amounted to 2505 million 
kronur, of which 895 million kronur were devoted to health services. The Ministry of Health 
accounted for 215 million kronur and municipalities for 360 million krбnur. Altogether 4505 
krбnur were spent per capita for the provision of health services. In addition a sum of 
1395 million krбnur was spent on capital account for the development of health projects. 
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MALTA 

Population and Other Statistics 

At the last census, taken in November 1967, the population of Malta was 315 765, including 

data for Gozo and Comino Islands and civilian nationals temporarily outside the country, but 

excluding non -Maltese armed forces stationed in the area. Population estimates and some 

other vital statistics for the period 1965 -1968 are given below: 

1965 1966 1967 1968 

Mean population 319 164 317 482 318 573 319 364 
* 

Number of live births 5 628 5 340 5 309 5 176 
* 

Birth -rate (per 1000 population) 17.6 16.8 16.7 16.2 
* 

Number of deaths 3 001 2 865 2 985 2 812 
* 

Death -rate (per 1000 population) 9.4 9.0 9.4 8.8 

Natural increase (per cent.) 0.82 0.78 0.73 0.74 
* 

Number of infant deaths 196 161 145 142 

Infant mortality rate (per 1000 
live births) 34.8 30.1 27.3 27.4 

Number of deaths, 1 -4 years 26 25 24 

Death -rate, 1 -4 years (per 1000 
population at risk) 1.0 1.0 1.1 

Number of maternal deaths 4 2 2 

Maternal mortality rate (per 1000 

live births) 0.7 0.4 0.4 

ж 
Provisional data. 

Of the 2812 deaths recorded in 1968, the main causes were (ICD 1965): ischaemic heart 
disease and other forms of heart disease (859), cerebrovascular disease (485), malignant 
neoplasms (361), diabetes mellius (174), symptoms and ill- defined conditions (168), congenital 

anomalies, birth injury, difficult labour and other anoxic and hypoxic conditions, other 

causes of perinatal mortality (105), bronchitis, emphysema and asthma (96), hypertensive 
disease (96), accidents (57, including 14 motor vehicle accidents), nephritis and nephrosis 
(51). 

The communicable diseases most frequently notified in 1968 were: whooping -cough (269), 

tuberculosis, all forms, new cases (57), measles (42), typhoid fever (24), influenza (22), 

typhus murine (9), infectious hepatitis (8), scarlet fever (7), diphtheria (-2). 

Organization of the Public Health Services 

The public health services in Malta are the responsibility of the Minister of Health 

who is a member of the Cabinet of Ministers. The Minister is answerable to Parliament for 

all questions relating to the health services of the country. The executive branch of the 

Ministry is the Department of Health which was reorganized in 1969. The Department of 

Health is headed by the Chief Government Medical Officer who is the Superintendent of Public 

Health and the principal adviser to the Government on all aspects of the health services and 

on any matter relating to the public health. Other officers of the Department are: 
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the principal medical officers who assist the Chief Government Medical Officer and the 

Minister of Health in the planning, direction, development and administration of the 
health services. They also deal with international health matters and propose and 
formulate the necessary legislative measures; 

the senior medical officers who are the executive officers in the administration of the 

health services and are responsible in particular for the conduct of environmental and 
public health services, occupational health services and community health services; 

the medical officers of health, medical superintendents, port medical officers, district 

medical officers, etc. 

A certain number of health services are under the control of other ministries. The employ- 

ment of disabled persons, for instance, is the responsibility of the Ministry of Labour. 

Hospital Services 

In 1965, Malta had 17 hospitals and establishments for in- patient care with 3418 beds 

of which 3193 were in 12 government hospitals. The bed /population ratio was 10.7 per 1000. 

These beds were distributed as follows: 

Category and number Number of beds 

General hospitals 5 881 

Tuberculosis hospitals 2 51 

Infectious diseases hospitals 2 278 

Paediatric hospital 1 14 

Psychiatric hospitals 2 1 243 

Chronic diseases hospitals 2 750 

Orthopaedic hospital 1 69 

Hospital for general surgery 1 14 

Leprosarium 1 118 

Out -patient facilities were available in 1968 at 15 hospital out -patient departments and 

at 1 mobile clinic for immunization activities, staffed by a doctor and 2 nurses. 

Medical and Allied Personnel and Training Facilities 

In 1965, Malta had 468 doctors of whom 157 were in government service. The doctor/ 

population ratio was 1 per 680. Other health personnel included: 

Dentists 40 

Pharmacists 197 

Pharmaceutical assistants 159 

Fully- qualified midwives 107 

Fully- qualified nurses 248 

Nurses with midwifery qualifications 12 

Assistant nurses 789 

Veterinarians 4 

Physiotherapists 27 
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The training of medical, dental and pharmaceutical students is undertaken at the Royal 
University of Malta. During the academic year 1967 -68, 6 dental students and 77 medical 
students were enrolled at the University. There were 29 medical graduates at the end of the 
year. The frequency of admission to the preclinical courses has been increased from a tri- 

ennial to a biennial entry. A number of places in the preclinical courses are also offered 
to foreign students. Dental assistants and laboratory assistants are trained in the United 
Kingdom. Malta has its own School of Nursing where, after a 3 -year course, successful 
candidates become State Registered Nurses, their qualification being recognized by the General 
Nursing Council of England. During the academic year 1967 -1968, 37 students attended the 

nursing courses and 26 completed their studies. Malta also has established training schools 
where pupil nurses follow a 2 -year basic nursing course leading to State Enrolment. 
Practically all paramedical personnel are trained in the United Kingdom. 

Communicable Disease Control and Immunization Services 

Significant achievements have been recorded in the control of communicable diseases. 
The quarantinable diseases have been totally eradicated. The incidence of diphtheria has 
been almost completely reduced. Following the extensive and sustained oral vaccination 
campaign against poliomyelitis, no case of this disease has been registered during the period 
under review. The incidence of tuberculosis has continued to fall while that of venereal 
diseases has remained at a very low level. 

The following immunization procedures were carried out in 1967: 

Poliomyelitis 11 752 

Diphtheria 8 012 

Tetanus 8 011 

Smallpox 7 949 

Whooping -cough 7 707 

BCG 2 245 

Typhoid and paratyphoid fevers 163 

Chronic and Degenerative Diseases 

The morbidity and mortality pattern of the chronic and degenerative diseases in Malta 

is similar to that found in most European countries. Cardiovascular diseases, cerebro- 
vascular diseases and cancer are the 3 main causes of death. A cardiovascular clinic 
and a unit of paediatric cardiology have been established. Because of the relatively high 
incidence of diabetes mellitus in the island, the Government of Malta„ in collaboration 
with the Sovereign Military Order of Malta, has set up 2 diabetes clinics for the detection 
and adequate treatment of diabetes cases at as early a stage as possible._ 

Specialized Units 

In 1968, there were 43 pre -natal units and 42 child health units engaged in maternal 
and child health care. During the year, 21 363 pregnant women, 8179 infants under 1 year 
and 9917 children up to 5 years availed themselves of these services. Domiciliary care 
was given to 112 pregnant women, 679 infants and 636 children aged 1 -5 years. In 1968, of 

all deliveries, 4137 were institutional. There were 8 school health service units which, 
in 1967, supervised 93 per cent, of the total school population. The 3 dental health units 
gave treatment to 24 621 patients. In 1968, 4 hospital rehabilitation departments were ._. 

attended by 165 new out -patients and 2 psychiatric out -patient clinics recorded 213 new 
out -patients. Other specialized units included 24 tuberculosis centres, 29 venereal 

diseases centres and 8 leprosy clinics. 
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Occupational health in industry is one of the functions of the Department of Health 

which runs an occupational health service for all government employees which includes pre- 

employment, periodical and special examinations and inspections of the working environment. 

The service is primarily preventive and diagnostic but facilities for curative care are also 

offered in certain cases. The Malta Government is the biggest employer with about 19 000 

workers. The Ministry of Defence of the United Kingdom offers medical care facilities to 

its employees. There is no organized industrial health care for the remaining labouring 

population which is mostly self -employed or works in very small factories. 

Environmental Sanitation 

All communities are served with a piped water system. The majority of the population 

lives in houses provided with water supplied from government mains. A very small percentage 

of the population living in outlying districts is served from public fountains. 

By 1967 the majority of the communities were connected with the public sewerage system. 

Where the system was not in operation, the houses were provided with their own cesspit which 

was regularly emptied. Since 1967, the public sewer has been extended to all the communities 

and house drainage systems have been connected to public sewers, resulting in the abolition of 

cesspits. 

Major Public Health Problems 

The major public health problems include the increasing morbidity and mortality from 

cardiovascular and cerebrovascular diseases and cancer; the high incidence of diabetes 

mellitus; occupational health problems arising from the need to diversify the economy 

through industrialization; the production of additional water supplies and the establish- 

ment of treatment plants and installations which will enable refuse and sewage sludge to be 

treated jointly. 

Social and Economic Developments of Significance for the Health Situation 

during the Period 1965 -1968 

In 1967, an agreement was signed between the Government of Malta and the Government of 

the Republic of Italy concerning scientific and technical co- operation. Exchange visits 

have already taken place between medical and scientific personnel and collaboration in the 

exchange of technical information is being established. 

National Health Planning 

The second 5 -year development plan covers the period April 1964 - April 1969. The 

Office of the Prime Minister is responsible, through the Economic Planning Division, for 

surveillance of the operation of the development plan and for the preparation of the third 

5 -year plan due to start in April 1969. Malta has no proper health plan. 

The Minister of Health has set up a committee to advise him on the reorganization of 

the country's mental health services and on the formulation of a Mental Health Act. This 

Act will regulate the conditions under which patients may be compulsorily detained in 

hospitals. 

A construction and investment programme for the improvement and development of water 

supplies and waste disposal is being prepared. For this purpose, engineering and feasibility 

studies are being carried out with the assistance of the United Nations Development Programme 

and WHO. 

A programme for hospital building and modernization has also been drawn up. 
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Medical and Public Health Research 

Such medical and public health research as is carried out is confined to individual 
efforts mainly at hospital or public health department level. There is as yet no organiza- 
tional or co- ordinative structure in this field. 

International Assistance 

In 1968, WHO's assistance to Malta included the following projects: 

Mental Health Services (1965- ): to modernize the psychiatric services, especially 
those for children. 

Dental Health (1967): a fellowship was awarded for training in dental health. 

Waste Disposal and Water Supply (1966- ): to draw up a construction and investment 
programme for immediate and phased long -term plans for the improvement and development of 
waste disposal and water -supply facilities; also to investigate the legal, managerial and 
financial aspects of the programme. 

Fellowships (1968) in various health fields. 

Government Health Expenditure 

Total general government expenditure 
amounted to £ 12.8 million, £ 2.4 million 
services providing a coverage of £ 7 to £ 
funds of £ 61 000 were drawn from capital 

on current account for the fiscal year 1967/68 
of which (18.8 per cent.) were devoted to health 
10 per capita for these services. Additional 
account for the development of health facilities. 
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MONACO 

Population and Other Statistics 

At the last census, taken in March 1962, the population of Monaco was 21 783. Population 
estimates and some other vital statistics for the period 1965 -1968, are given in the following 
table: 

1965 1966 1967 1968 

Mean population approx. 22 500 inhabitants 23 035 

Number of live births 472 493 472 475 

Birth -rate (per 1000 population) 21.0 21.3 21.0 20.6 

Number of deaths 367 390 437 403 

Death -rate (per 1000 population) 16.3 17.0 19.4 17.5 

Natural increase (per cent.) 0.37 0.43 0.16 0.31 

Number of infant deaths 6 5 6 1 

Infant mortality rate (per 1000 live births) 12.7 10.1 12.7 2.1 

Number of deaths, 1 -4 years 0 0 1 0 

Maternal deaths O O O 0 

Of the 403 deaths recorded in 1968, the main causes were (ICD 1955): arteriosclerotic and 

degenerative heart disease, and other diseases of the heart (124), malignant neoplasms (111), 

vascular lesions affecting the central nervous system (57), senility without mention of 
psychosis, ill- defined and unknown causes (22), cirrhosis of liver (18), accidents (17, including 
4 motor vehicle accidents), nephritis and nephrosis (12). 

Organization of Public Health Services 

The Directorate for Health and Social Action was established by decree in 1966, replacing 
the General Commissariat for Public Health. This Directorate, which is under the authority 
of the Government Councellor for the Interior, is responsible for all health and social 
activities in Monaco, with the exception of questions related to technical inspection. The 

Director is assisted by technical advisers in charge of technical inspection matters, i.e. a 

medical inspector and a pharmaceutical inspector. 

Monaco has an elaborate insurance system for government civil servants and their families 

which is financed by the State and for workers of the private sector financed by semi -public 
organizations. 

• 

Hospital Services 

Medical in- patient facilities are provided at the Princess Grace Hospital which comprises 
a general clinic, a maternity and an old people's home. This hospital has 298 beds to which 
4967 in- patients were admitted during 1967. Out -patient services were available at the 

hospital out -patient departments. 

Medical and Allied Personnel and Training Facilities 

In 1967, Monaco had 44 doctors, of whom 28 were in government service. The doctor/ 
population ratio was 1 per 550. Other health personnel included: 
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Dentists 29 

Pharmacists 44 

Pharmaceutical assistants 20 

Fully- qualified midwives 5 

Fully- qualified nurses 85 

Assistant nurses 75 

Auxiliary nurses 2 

Sanitary engineer 1 

Sanitarians 7 

Physiotherapists 12 

Laboratory technicians 12 

X -ray technicians 7 

Monaco has no medical school or medical faculty. Medical students are trained abroad, 

mainly at French medical schools. There is 1 nursing school providing a 3 -year course which 

was attended by 60 students in 1967/68 and at which 21 students graduated in 1968. 

Communicable Disease Control 

The communicable diseases prevailing in Monaco are the infectious diseases of childhood: 

measles, scarlet fever and mumps. They, however, do not represent a particular health 
problem. 

Specialized Units 

Maternal and child welfare services are based on the Children's Aid Centre, called Foyer 

Sainte- Dévote, which is supervised by the State. In general, however, infant care is provided 
in the consulting rooms of private practioners. All deliveries are institutional. 

School health services are provided by the "inspection médicale des scolaires et sportifs". 
All schoolchildren, i•e• approximately 3500, and all teachers are examined annually. The 

Princess Grace Hospital has a medical rehabilitation department. The "Office de la Médecine 
du Travail" supervises the health of the whole working population, i.e. about 18 000 workers, 

which, by law, is subject to an annual medical examination. Other specialized units included 
1 tuberculosis and 1 venereal diseases clinic where consultations are given free of charge. 

Two public health laboratories carriéd out more than 50 000 examinations. 

Social and Economic Developments of Significance for the Health Situation during the Period 
1965 -1968 

During the period under review the law on medical and pharmaceutical practice and on 

paramedical professions has been modified. Vaccinations have been made compulsory by law. 

Government Health Expenditure 

Total government expenditure on current account amounted to 102 million francs in 1967, 
and included 4.5 million francs (i.e. 4 per cent.) spent on health services. Capital 
formation for the same period was 50 million francs, 3.4 million of which (i.e. 6.8 per cent.) 

were invested in health projects. Per capita expenditure therefore was 187francs for health 
services plus 141 francs for health development plans, 
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NETHERLANDS 

Population and Other Statistics 

At the last census, taken in May 1960, the population of the Netherlands was 11 461 964. 

Population estimates and some other vital statistics, for the period 1965 -1967, are given in 

the following table: 

1965 1966 1967 

Mean population 12 292 000 12 455 000 12 598 000 

Number of live births 245 216 239 611 238 678 

Birth -rate (per 1000 population) 19.9 19.2 18.9 

Number of deaths 98 026 100 516 99 792 

Death -rate (per 1000 population) 8.0 8.1 7.9 

Natural increase (per cent.) 1.19 1.11 1.10 

Number of infant deaths 3 541 3 523 3 191 

Infant mortality rate (per 1000 live births) 14.4 14.7 13.4 

Number of deaths, 1 -4 years 894 929 900 

Death -rate, 1 -4 years (per 1000 population 
at risk) 0.92 0.95 0.93 

Number of maternal deaths 70 49 62 

Maternal mortality rate (per 1000 live births) 0.29 0.20 0.26 

Of the 99 792 deaths recorded in 1967, the main causes were (ICD 1955): chronic rheumatic 

heart disease, arteriosclerotic and degenerative heart disease and other diseases of the 

heart (27 913), malignant neoplasms (24 021), vascular lesions affecting the central nervous 

system (11 920), accidents (6085 including 2816 motor vehicle accidents), senility without 

mention of psychosis, ill- defined and unknown causes (3446), congenital malformations, birth 

injuries, post -natal asphyxia and atelectasis, infections of the newborn and other diseases 

peculiar to early infancy and immaturity (3119), diabetes mellitus (2210), bronchitis (1543), 

hypertension (1513), pneumonia (1435), benign neoplasms (825), suicide and self- inflicted 

injury (784), nephritis and nephrosis (724), hyperplasia of the prostate (719), intestinal 

obstruction and hernia (697). 

The communicable diseases most frequently notified in 1968 were: infectious hepatitis 

(3036), scarlet fever (2694), meningococcal infections (255), dysentery, all forms (164), 

typhoid and paratyphoid fevers (41), malaria, new cases (26), poliomyelitis (9), diphtheria (3), 

leprosy (2), typhus (1). 

Hospital Services 

In 1967, the Netherlands had altogether 64 289 hospital beds or 5.1 beds per 1000 

population. During the year 1 133 687 admissions to these beds and 21 905 983 patient days 

were recorded. 

Ambulatory care was given at 268 hospital out -patient departments attended by over 

1 000 000 new out -patients; at 35 health centres staffed by general physicians, dentists, 

physiotherapists and district nurses; at 54 dispensaries. 



• 

- 309 - 

Medical and Allied Personnel and Training Facilities 

In 1967, the Netherlands had 14 774 doctors or 1 doctor per 850 inhabitants. There were 
also 3133 dentists and 9 dental hygienists. 

The Netherlands had 7 medical faculties providing a 7 -year training course, 4 dental 
faculties providing a 6 -year training course, 4 schools of pharmacy providing an 8 -year training 

course, and 1 school for veterinary medicine providing a 6 -year training course. Dental 
assistants and dental hygienists are trained at 1 school where the duration of study is 2 

years. 

The training of nurses lasts 3 years and that of midwives 18 months. Other training 
facilities include 17 schools for physiotherapists who undergo a 4 -year training, 1 school 
for ergotherapists (3 -year course), 1 school for orthoptists (2 -year course) and 8 schools 
for logopaedists (3 -year course). 

Specialized Units 

In 1967, there were 5415 centres engaged in child health care. They were attended by 
242 197 children under 1 year of age and by 189 737 children aged 1 to 5 years. Of all 

deliveries in 1967, 87 570 were institutional and 154 024 were conducted by a doctor or 
qualified midwife under domiciliary arrangements. In 1967, health and medical supervision 
of 2.6 million schoolchildren was provided by 154 school health units. At the 125 dental 
health units, 1 096 632 patients were given dental treatment. Other specialized units 
included 7 independent medical rehabilitation centres and 22 hospital rehabilitation depart- 

ments, 139 psychiatric out -patient clinics, 47 tuberculosis centres attended by 2425 new 

out -patients, 21 venereal disease clinics attended by 2446 new out -patients, 1 leprosy clinic 

attended by 7 new out -patients. There were also 18 public health laboratories which carried 

out 1 779 126 examinations. 

Environmental Sanitation 

In 1967, 942 communities with a total population of 12 535 307 had piped water systems 

serving 99 per cent, of the population, while 1 per cent, had water from public fountains. 

These 942 communities also had sewerage systems and 70 per cent, of the population of these 

communities were living in houses connected to sewers. 

International Assistance 

In 1968, WHO awarded fellowships in environmental sanitation, food control and water 

supply. 
. 
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POLAND 

Population and Other Statistics 

At the last census, taken in December 1960, the population of Poland was 29 775 508. 
Population estimates and some other vital statistics for the period 1965 -1968, are given in 
the following table: 

1965 1966 1967 1968 

Mean population 31 496 000 31 698 000 31 944 000 32 305 000 

Number of live births 546 362 530 307 520 383 524 174 

Birth -rate (per 1000 
population) 17.3 16.7 16.3 16.2 

Number of deaths 232 421 232 945 247 705 244 115 

Death -rate (per 1000 
population) 7•4 7.3 7.8 7.6 

Natural increase (per cent.) 0.99 0.94 0.85 0.87 

Number of infant deaths 22 796 20 616 19 817 17 488 

Infant mortality rate 
(per 1000 live births) 41.7 38.9 38.1 33.4 

Number of deaths, 1-4 years 2 916 2 688 2 607 2 300 

Death -rate, 1 -4 years 
(per 1000 population at risk) 1.3 1.2 1.2 1.1 

Number of maternal deaths 205 173 172 156 

Maternal mortality rate (per 
1000 live births) 0.37 0.33 0.33 0.30 

Of the 244 115 deaths recorded in 1968, the main causes were (ICD 1955): chronic 
rheumatic heart disease, arteriosclerotic and degenerative heart disease, other diseases of 
the heart (45 297), malignant neoplasms (42 962), senility without mention of psychosis, ill - 
defined and unknown causes (24 862), accidents (15 086, including 3556 motor vehicle accidents), 
congenital malformations, birth injuries, post -natal asphyxia and atelectasis, infections of 
the newborn and other diseases peculiar to early infancy and immaturity (10 960), vascular 
lesions affecting the central nervous system (10 498), tuberculosis, all cases (8954), 
pneumonia (7023), hypertension (6445), suicide and self -inflicted injury (3420), diabetes 
mellitus (2433), cirrhosis of liver (2428), nephritis and nephrosis (2424), benign 
neoplasms (2123). 

The communicable diseases most frequently notified in 1968 were: influenza (142 677), 
measles (111 957), infectious hepatitis (74 816), scarlet fever (37 310), whooping -cough 
(18 718), dysentery, all forms (6108), meningococcal infections (1062), typhoid and para- 

typhoid fevers (797), poliomyelitis (493), diphtheria (122), trachoma (63), typhus (58), 

malaria, new cases (9). 

Organization of the Public Health Services 

The protection of the health of the people of Poland is guaranteed by the State. The 

agency through which these responsibilities are discharged is in the Ministry of Health and 

Social Welfare which in 1960 replaced the Ministry of Health, established in 1945. 
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The Minister is assisted by 4 Vice- Ministers. At the next level are a directorate and a number 
of departments concerned with hygiene and epidemiology, prevention and medical care, maternal 
and child health, pharmaceutical services, social welfare, rehabilitation, medical education 
and research, paramedical education, statistics, equipment and supplies, international 
relations, administration and budget. The Department of Hygiene and Epidemiology is of 

special interest, It is generally responsible for sanitary and epidemiological services 
throughout the country, using for the purpose thb network of laboratories which is established 
in relation to the health departments of the voivodships and of certain districts, This 
pattern of health organization applies with modifications at the level of the 17 voivodships 
and 5 cities of voivodship status into which the country is divided for administrative 
purposes. In the voivodships the control of the health and welfare services rests with the 
people's councils operating through a department of full -time professional and technical health 
workers. The voivodships in their turn are divided into 322 rural and 74 urban districts, 
each with its own local department of health and welfare, under the supervision of the 
District People's Council. 

In general terms, the functions of the Ministry of Health and Social Welfare consist in 

the establishment of lines of general health policy in the co- ordination of the activities 
of the health departments and the general supervision of the hospitals and the health and 
welfare services which they manage. The Ministry also has a specific responsibility for the 
10 academies of medicine, for the Institute of Advanced Medical Studies and for the 14 
institutes of medical research. It is thus intimately concerned with medical and other 
professional education in the health field. The responsibility for the training of the 
middle -grade health personnel, including nurses, midwives, laboratory and other technicians, 
rests with the voivodships, and is carried out in their hospitals and other institutions. 

The health departments of voivodships and the districts manage, co- ordinate and supervise 
the individual components of the system of health facilities. There is an increasing trend 
towards the decentralization of executive functions by the Ministry and their delegation to the 
health authorities at the local levels. But the Ministry continues to determine policy, to 

give guidance and to exercise its general supervisory functions. 

The organization of out -patient medical care available to the whole population was 
defined by law in 1967. The whole country was divided into preventive and medical 
peripheries. One periphery corresponds to an administrative district (rural district, town 
district or large town district). Peripheries are divided into small preventive and medical 
areas: municipal, rural, municipal and rural. An area includes a population of about 
3000 to 6000 inhabitants. In rural areas, the distance is also taken into account, a 

radius of 5 to 7 kilometers and an area of 80 to 150 square kilometers are generally considered 

acceptable. 

Health centres are organized for the rural preventive and medical areas, The majority 
of these is administered by district councils and some of them by rural co- operatives. 

These centres provide basic medical and dental care services for adults and children. A 

plan for the extension of the health centre network which was prepared in 1965 provided for 

approximately 3800 such centres by the end of 1968. 

Hospital Services 

In 1967, Poland had 1628 hospitals and in- patient care establishments with a total bed 

complement of 241 482 of which 237 019 were in 1583 government maintained establishments. 
The bed /population ratio was 7.6 per 1000. The 241 482 beds were distributed as follows: 
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. Category and number Number of beds 

General hospitals 500 132 317 

Medical centres (without 
doctor) 

772 8 434 

Tuberculosis hospitals 99 27 056 

Infectious diseases 
hospitals 

18 3 850 

Maternity hospitals 15 2 795 

Paediatric hospitals 30 6 886 

Psychiatric hospitals 41 38 218 

Chronic diseases hospitals 119 15 849 

Hospitals for general surgery 8 1 685 

Cancer hospitals 7 1 046 

Hospitals for dermatology and 
venereology 

6 641 

Hospitals for rheumatology 5 1 164 

Rehabilitation hospitals 5 1 008 

Ophthalmology hospital 1 320 

Other hospitals 2 213 

Out -patient facilities were available in 1968 at 140 hospital out -patient departments 
organized in general and clinical hospitals and in research institutes; at 1505 area and 
peripheral polyclinics, provincial centres for maternal and child care as well as clinics in 
non -industrial establishments; 2688 municipal and rural health centres; 352 medical stations 
operating in rural settlements; 12 mobile health units; 1018 feldscher stations, operating 
in rural settlements; 30 nursing stations; 63 student clinics; 394 emergency stations and 
356 municipal co- operative medical and dental out -patient clinics organized in towns by 
physicians who provide medical care in out -patient clinics on a paying basis. 

Medical and Allied Personnel and Training Facilities 

In 1967, Poland had 43 086 doctors of whom 42 101 were employed by the Government. 
The doctor /population ratio was 1 per 740. Other health personnel included: 

Medical assistants 5 495 

Dentists 12 300 

Dental technicians (certificated) 915 

Dental technicians 3 202 

Pharmacists 11 008 

Pharmaceutical technicians 3 728 

Fully- qualified nurses 63 553 

Assistant nurses 23 111 

Veterinarians 5 512 
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Veterinary assistants 1 814 

Sanitarians 2 667 

Auxiliary sanitarians 333 

Physiotherapists 1 793 

Laboratory technicians 14 397 

Auxiliary technical laboratory 
personnel 

1 047 

X -ray technicians 97 

Dieticians 1 069 

Well -baby nurses 2 027 

School hygienists 937 

Disinfectors 414 

In 1964/65 the Medical Academy of Cracow introduced the reformed medical curriculum and 
in 1965/66 the remaining 9 medical schools followed this example. Among the changes 
brought about by the introduction of a new medical curriculum are: an increased number of 
hours devoted to social medicine, improvement and extension of practical training. The 
reform of the stomatology department started in all medical academies in 1967/68, aiming at 
the complete training of dentists in prophylaxis and treatment and at providing the dental 
students with basic experience in general medicine. 

In 1969/70 all medical academies started implementing the reform in the pharmaceutical 
studies aiming at the limitation of lecture hours and better specialization. The teaching 
methods are also being modernized with the introduction of audio -visual aids, and smaller numbers 
of students in individual groups. 

Doctors are trained in 10 medical academies which, in 1967/68 had 14 913 students and 
1935 graduates; dentists are trained in 8 dental faculties, attended by 3712 students of 
whom 500 graduated; pharmacists are trained in 7 pharmaceutical faculties which had 4198 
students and 630 graduates; veterinarians are trained in 4 schools which had 2049 students 
and 268 graduates. Sanitary engineers are trained in 5 schools which had 3575 students and 
288 graduates. 

Basic nursing training is given in 48 schools which offer a 2 or 2 -1/2 -year course and 
in 99 schools which offer a 5 -year course. In 1967/68 the former were attended by 3952 
students of whom 1538 graduated and the latter had 29 531 students and 3954 graduates. 

Auxiliary nursing staff is trained in 19 schools which had 1078 students and 759 
graduates. Midwifery basic training is provided at 17 schools attended by 2188 students 
of whom 698 graduated. There are also 16 schools for the training of laboratory technicians, 
5 schools for the training of physiotherapists, 10 schools for the training of X -ray 
technicians, 11 schools for the training of pharmaceutical technicians, 4 schools for the 
training of dental technicians, 3 schools for the training of dieticians, 5 schools for the 
training of school hygienists and 3 schools for the training of social welfare workers. 

Communicable Disease Control and Immunization Services 

The tuberculosis incidence and morbidity rate have decreased considerably during the 
reporting period. The general incidence was 924.2 per 100 000 in 1965 and 538.1 per 
100 000 in 1968. The morbidity rate was 166.6 per 100 000 in 1965 to 123.0 per 100 000 in 
1968. The most significant decrease is observed among children under 14 years, for whom 
the morbidity rate was 43.5 per 100 000 in 1965 and 17.3 per 100 000 in 1968. This result 
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is mainly due to the detection of tuberculosis cases through mass examinations, treatment of 
chronic tuberculosis patients in hospitals, development of microbiological research, BCG 

vaccination and integration of tuberculosis control into the basic medical care. 

Recent years have witnessed an increase in the incidence of venereal diseases which is 

mainly due to urbanization, industrialization, migration of rural population, especially the 

younger age -groups to towns and industrial centres, development of tourism. The syphilis 

incidence rate has increased from 31.1 per 100 000 in 1965 to approximately 70 per 100 000 

in 1968. The number of gonorrhoea cases has also increased. The venereal diseases control 

programme includes education, prevention, detection and treatment facilities. Anti -venereal 

dispensaries, opened for 24 hours, are organized in areas where the diseases are prevalent. 

In 1968 an epidemic outbreak of poliomyelitis caused by virus Э occurred in Poland. 

It is believed to be due to the insufficient protection of the population against this type 

of virus as oral vaccination against this type of polio has not been applied in Poland since 

1961. The diphtheria incidence is rapidly declining. The introduction of immunization 

against measles is envisaged for the near future. 

The following immunization procedures were carried out in 1967: 

Tetanus 3 492 686 

Diphtheria 2 954 432 

BCG 1 795 777 

Poliomyelitis 1 738 539 

Typhoid and paratyphoid fevers 1 665 442 

Smallpox 1 541 076 

Whooping -cough 1 030 926 

Epidemic typhus 11 226 

Cholera 6 633 

Yellow fever 2 287 

Chronic and Degenerative Diseases 

A constant increase in the number of cancer cases has been noted, which, however, may 

result from the improved patient registration. In 1965 the morbidity rate increased to 

120.0 per 100 000. The number of hospital beds reserved for cancer patients has increased 

during the last 6 years by 44 per cent, and at the end of 1968, the ratio reached 0.6 beds 

in this category for 100 000 inhabitants, Special attention is given to early detection and 

to the provision of adequate treatment. Oncological hospitals or wards were organized in 

all provinces, The number of health personnel in oncological polyclinics for out -patient 

care was increased and the range of radio -therapeutic facilities extended and modernized. 

An increase in the morbidity from diseases of the circulatory system has also been 

observed. In 1967, the mortality caused by diseases of the circulatory system reached 

33 per cent, of the total number of deaths among the urban population and 31 per cent, of 

deaths among the rural population, Provincial cardiologic polyclinics were set up and 

resuscitation and rehabilitation facilities were developed. It is estimated that between 

16.5 and 24 per cent, of Poland's population suffer from rheumatic diseases, 

In order to improve the care of rheumatic patients, provincial rheumatologic polyclinics 

and out -patient clinics have been organized. Medical care in health resort sanatoria, 

rehabilitation in the in- and out -patient clinics and occupational rehabilitation are also 

being developed. 
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The distribution of vitamin D3 to all children, free of charge was introduced to limit the 
incidence of rickets. 

Specialized Units 

Mother and child clinics are organized only in rural polyclinics and health centres. 
The medical care for women and children in rural settlements is provided by doctors working in 
general clinics. In 1968, there were 1575 clinics for pre -natal care and 1399 infant clinics. 

During the year, municipal clinics were attended by 569 300 pregnant women, 283 100 infants 
under 1 year, and 504 100 children aged between 1 and 2 years. Home visits were paid by 

midwives to 94 400 pregnant women, by physicians to 123 500 children and by nurses to 451 900 

children. In 1968 of all deliveries, 99.5 per cent, were attended by a doctor or qualified 
midwife, including 503 600 institutional deliveries and 19 900 home confinements. School 
health services were available at 6566 school hygiene dispensaries, including dental services 
in schools and kindergartens, which provided medical and health supervision to 7 112 100 school- 
children. Dental treatment was given at 9495 medical and dental clinics which recorded 
33 932 600 consultations in 1968. There were also 162 mobile dental units. There were 30 
independent rehabilitation centres and 16 hospital rehabilitation out -patient departments. 
Psychiatric consultations were given in 368 mental clinics attached to general hospitals, 
mental hospitals or peripheral and hospital polyclinics which in 1968 were attended by 153 000 
new out -patients. 

There were also 2181 clinics in industrial establishments which carried out 1 220 800 pre- 
employment medical examinations of workers and 2 010 700 routine periodic examinations. 
Other specialized units included 507 tuberculosis clinics with 355 000 new out -patients, 547 

venereal diseases and dermatological clinics with 1 251 600 new out -patients, 358 rheumato- 
logical clinics with 160 700 new out -patients, 579 ophthalmic clinics with 2 043 800 new 
out -patients and 413 sanitary epidemiological stations. The 195 public health laboratories 
carried out 6 752 100 examinations in 1968. 

Environmental Sanitation 

At the end of 1967, of the 891 urban agglomerations in Poland with a population of 
16 141 000 inhabitants, 690 with 15 347 000 inhabitants had piped water systems, and 72 per 

cent, of the total urban population were served with piped water. Of the 891 urban 
communities, 665 with 15 247 000 inhabitants had sewerage systems and 69 per cent, of the urban 

population lived in houses connected to sewers. • Major Public Health Problems 
The main public health problems in Poland are listed as follows: air and surface water 

pollution; incidence of disease of the circulatory system; infant and maternal mortality; 

cancer detection and treatment; prophylaxis and treatment of traumas and rehabilitation; 
mental health; venereal diseases control; industrial health; noise control, improvement 
of security and hygiene of work; health protection of rural populations; prevention of dental 
cases; medical care for the aged; control of food intoxications and environmental poisoning; 
limitation of doses of X- radiation. 

Social and Economic Developments of Significance for the Health Situation 
during the Period 1965 -1968 

The period under review has been marked by a further development of industry and agri- 

culture. The total industrial production per capita increased by 23 per cent. The average 

annual increase of the national income has been 6 per cent. This resulted in the improvement 

of living conditions as well as further progress in education and science. During the years 

1965 -1968, approximately 593 200 new flats were built. The number of university students 

increased from 251 864 in 1965/66 to 288 768 in 1967/68. A general education reform intro- 

ducing 8 years' primary education and 4 years' secondary education has been carried out. 

Vocational education was considerably developed. 
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The government contributions and expenditures on social and cultural units, nutrition 
and medicaments in health service centres, fellowships etc., increased by 40 per cent, per 
capita during the 4 -year period. 

There is a continuous development of medical and dental co- operatives in towns and rural 

settlements, initiated by the inhabitants and financed partly by the population (40 per cent,); 

partly by the national councils (60 per cent.), A number of regulations have been issued 

during this period in relation to safe water supplies, sewerage plants, air pollution, toxic 

substances, the safe and hygienic conditions of work, the working conditions of persons 

exposed to ionizing radiation, the permissible level of noise in dwelling houses. The 

pharmaceutical and medical equipment industries had been widely developed, reaching a high 

production level. The network of blood transfusion services has been extended and the 

number of blood donors has increased. A network of centres concerned with trauma surgery 

and toxicology has been organized to cope with the growing number of accidents, traumas 

and intoxication caused by the development of traffic and of chemical industries. In 

larger hospitals, resuscitation and intensive care divisions are being set up. Changes have 

taken place in the administration and activity of medical care centres, including the 

introduction of regular employment of physicians (7 hours a day); the collaboration of the 

health service and social welfare staff; the organization of professional supervision in 

districts; the reform of medical studies in 1964/65 and of dental studies in 1965/66 and of 

pharmaceutical studies in 1968. 

National Health Planning 

Health plans are an integral part of the national economic plans and they are approved 

by the Parliament. There are quinquennial and annual plans. During the post -war period, 

5 long -term plans were prepared and a new plan covering the period 1971 -1975 is under 

preparation. After 1960 a comprehensive perspective health plan covering the period up to 

1985 was worked out. This plan was prepared in consultation with scientific workers and 

it is based on the conclusions from field studies, This perspective health plan is amended 

in the course of its implementation in the light of results obtained during the implementation 

of 5 -year plans and of new achievements in the various fields. The preparation of the health 

plans is based on the following considerations: the general guidelines of the national 

policy in relation to economic and social progress; the evaluation of the social needs in 

particular fields of the preventive and curative health services; the medical manpower and 

health services resources as well as the medical needs of the population; evaluation of 

preceding plans. As the health plans are an integrated part of the general national plans, 

they have to be properly co- ordinated with other branches of the national economy. 

The Planning Commission of the Council of Ministers is responsible for co- ordination 

with other sectoral plans. The health plans are divided into central and field plans. 

The assessment of the plan implementation is carried out through inspections and statistical 

controls. 

Medical and Public Health Research 

Research activities in medicine and public health are carried out in 14 research 

institutes and 10 medical academies, which come under the authority of the Ministry of Health 

and Social Welfare. Research work is also undertaken in the institutes of the Polish 

Academy of Sciences. 

Research activities of special significance for the national economy are initiated and 

co- ordinated by the Committee for Science and Technology and relate to antibiotics, new 

psychotropic drugs, diseases of the circulatory system, virology, toxicology, new methods 

of blood preservation, air pollution and its effect on the environment. Basic studies in 

biochemistry, biophysics, physiology of the nervous system, pallio- physiology, blood 

coagulability and geriatrics are initiated and co- ordinated by the Polish Academy of Sciences. 
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The research activity of the institutes under the authority of the Ministry of Health 
and Social Welfare is related to the actual needs of the health services and is in general 

applied research. The scientific work of the medical academies covers education and 
provision of medical facilities for the population. 

Each research institute has its scientific council and each medical academy has its 

faculty council. The Scientific Council in the .Office of the Minister of Health and Social 

Welfare acts as an advisory body. 

The over -all research activity of the above -mentioned institutes and academies is 

defined by the research plan of the Ministry of Health and Social Welfare. The following 

are the most important fields of research co- ordinated by the Ministry: oncology, tubercu- 
losis, care of mother and child, mental diseases, diseases of the circulatory system, effect 
of ionizing radiation on the organism, medical rehabilitation, occupational medicine, 

environmental hygiene and human ecology. 

Research activities in medical and public health fields are financed by the state 

budget. The amount spent for research purposes increased from 500 million zlotys in 1965 

to 653 million in 1968. 

International Assistance 

In 1968, WHO's assistance to Poland included the following projects: 

Medical Education (1958- ): to provide assistance to certain medical schools, 
particularly in improving facilities for teaching the basic medical sciences. 

Tuberculosis Control (1960- ): to train staff in tuberculosis control; to set up a 

pilot area project for tuberculosis control. 

Protection of River Waters against Pollution (1965- ): to develop scientific and 
research work for the control of water pollution. 

Mental Health (1967- ): to provide training in child mental health and the 

rehabilitation of psychiatric patients in order to strengthen the mental health services. 

Poliomyelitis Emergency Relief (1968): WHO supplied 100 000 doses of polio vaccine to help 
combat an outbreak of poliomyelitis. 

Fellowships (1968) in various health fields. 

Government Health Expenditure 

In 1968, the total government expenditure on health services amounted to 29.854 million 
zlotys which is 11.3 per cent, of the total current expenditure from the state budget 
(excluding investment and capital renovation costs). The per capita expenditure on health 
thus was 924 zlotys. In addition, government expenditure on new buildings together with 
equipment, capital renovation costs, supplement and exchange of equipment amounted to 
2.057 million zlotys. 



- 318 - 

PORTUGAL 

Population and Other Statistics 

At the last census, taken in December 1960, the population of Portugal was 8 889 392. 

Population estimates and some other vital statistics for the period 1965 -1968, are given in 

the following table: 

1965 1966 1967 1968 

Mean population 9 234 400 9 335 400 9 415 000 9 496 800 

Number of live births 210 299 206 940 202 061 194 962 

Birth -rate (per 1000 population) 22.77 22,17 21.46 20.5 

Number of deaths 95 187 100 088 95 816 94 661 

Death -rate (per 1000 population) 10.31 10.72 10.18 10.0 

Natural increase (per cent.) 1.25 1.15 1.13 1.05 

Number of infant deaths 13 656 13 379 11 966 11 917 

Infant mortality rate (per 1000 
live births) 64.94 64.7 59.2 61.1 

Number of deaths, 1 -4 years 3 730 3 517 2 887 2 736 

Death -rate, 1 -4 years (per 1000 
population at risk) 5.16 4.84 3.96 3.7 

Number of maternal deaths 178 172 168 

Maternal mortality rate (per 1000 
live births) 0.85 0.83 0.83 

Of the 94 661 deaths recorded in 1968, the main causes were (ICD 1955): vascular lesions 
affecting the central nervous system (16 571), senility without mention of psychosis, ill - 

defined and unknown causes (14 191), arteriosclerotic and degenerative heart disease (11 368), 

malignant neoplasms (10 772), pneumonia (7429), congenital malformations, birth injuries, 
post -natal asphyxia and atelectasis, infections of the newborn and other diseases peculiar 
to early infancy and immaturity (4914), accidents (4057 including 1635 motor vehicle accidents) 
gastritis, duodenitis, enteritis and colitis, except diarrhoea of the newborn (3727), cirrhosis 
of liver (2677), bronchitis (2433), tuberculosis, all forms (2216), nephritis and nephrosis 
(1621), hypertension (1365), chronic rheumatic heart diseases (1076). 

The communicable diseases most frequently notified in 1968 were: tuberculosis, all 

forms, new cases (14 281), typhoid and paratyphoid fevers (1316), gonorrhoea (926), 
diphtheria (387), scarlet fever (362), syphilis, new cases (294), whooping -cough (280), 

meningococcal infections (243), malaria, new cases (243), trachoma (106), leprosy (63), 

poliomyelitis (8). 

Organization of the Public Health Services 

The Ministry of Health and Welfare comprises 5 main divisions: the.Righer Council of 
Health and Social Welfare, the Co- ordinating Council, the Directorate -General of Health, the 
Directorate -General of Hospitals, the Directorate -General of Welfare and the Social Welfare 
Inspectorate. 
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A planning section has been established in the Minister's Cabinet. All activities 

relating to health, welfare and social affairs are co- ordinated by the Social Council, which 

is inter- ministerial. The Higher Council of Health and Social Welfare is an advisory body. 

The Co- ordinating Council which is composed of the directors of the main divisions of the 

Ministry, advises on interrelated programmes of the various health divisions. The 

Directorate -General of Health is responsible for the planning, organization and supervision 

of all public health services. It comprises central, regional and local services. The 

central services comprise the following technical divisions: sanitation, prevention of 

infections and social diseases, international quarantine, rural health and malaria control, 
food hygiene and bromatology, industrial and occupational health, medical and auxiliary 

practice, pharmaceutical and drug control and administrative services. The regional or 

district services are based on the public health department in each district headed by a 

director who is a public health doctor. This department represents the Directorate -General 
of Health at the regional level and is responsible for all public health activities in the 

region. At the local or communal level, the Directorate- General of Health is represented by 
a part -time doctor who co- ordinates the public health activities. 

The Directorate -General of Welfare is in charge of planning, organization and control of 
public welfare services for those population groups which are in need of government assistance 
(minors, old people, invalids, mothers and children, etc.). 

In addition, this Directorate has also administrative and technical control bver the 
private welfare establishments. The Directorate -General of Welfare comprises the following 
central services: the Family Welfare Institute, the Invalid Welfare Institute; the Minors 
Welfare Institute, the Maternal Institute. At the regional level, the country is divided 
into 3 regions each with a committee. The local welfare services are, in general based on 
private initiative, but they receive advice and financial support from the central government 
services. 

The Directorate -General of Hospitals comprises central services dealing with hospital 
planning and organization, administration, supervision, pharmaceutical services, nursing 
services and training. Each of the 3 zones into which the country is divided has a general 
directorate of hospitals which has control over all the hospitals of the zone. There are 
hospital commissions at the local level. The hospitals are divided into 3 categories: 
central hospitals, regional hospitals and local hospitals. 

The Ministry of National Education is responsible for school health services at the 
secondary and superior level. The health services of the Ministry of Corporations have been 
considerably extended in recent years and cover about half of the country's total population. 

Hospital Services 

In 1967, Portugal had 663 hospitals and in- patient establishments with a total bed 
complement of 55 528 of which 25 288 were in 188 government maintained establishments. The 
bed population ratio was 5.9 per 1000. These 55 528 beds were distributed as follows: 

Category and number Number of beds 

General hospitals 486 31 903 

Tuberculosis hospitals 90 9 424 

Maternity hospitals 30 1 371 

Paediatric hospitals 4 380 

Psychiatric hospitals 27 9 603 

Other hospitals 26 2 847 
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Out -patient facilities were available in 1967 at the hospital out -patient departments, at 

polyclinics which are not under the control of the Government, at 1924 medical aid posts. 
During the plan period 1968 -1972, 150 health centres will be established, providing preventive, 
promotive and curative health services. In addition to these establishment, out -patient 
facilities are provided in private doctor's consulting rooms. There were also 2122 
vaccination posts. 

Medical and Allied Personnel and Training Facilities 

inhabitants. Other health 

74 

In 1967, Portugal had 7839 doctors or 1 doctor per 1200 
personnel included: 

Dentists 

Pharmacists 2 458 

Fully- qualified midwives 689 

Assistant midwives 294 

Fully qualified nurses 3 680 

Nurses with midwifery qualifications 613 

Assistant nurses 3 611 

Veterinarians 346 

Portugal has з medical faculties at the universities of Lisbon, Porto and Coimbra, The 

duration of study is 6 years, after which follows 1 year of compulsory internship. During 
the year of the internship, the students are given courses in public health at the National 
School of Public Health and Tropical Medicine. Undergraduate and post -graduate medical 
training is being at present reorganized. During the academic year 1967/68, 3812 students 
were enrolled at the 3 medical faculties and 251 graduated at the end of the year. Pharmacists 
are trained at з faculties which had 827 students and 116 graduates in 1967/68. There is 1 

faculty for veterinary medicine at which 178 students are enrolled and 16 graduated, Special 
attention has been given in recent years to the training of nursing personnel. There are at 

present 23 schools of nursing which were attended by 979 students in 1967/68. A public 
health nursing school has been established. Midwives are trained in 4 schools which 

altogether had 10 students, Training courses are organized in central hospitals and in 

institutes of hygiene for laboratory technicians (7 courses), radiographers (5 courses), 
sanitarians (2 courses), physiotherapists (5 courses) and X -ray technicians (5 courses). 

Communicable Disease Control and Immunization Services 

Control of communicable diseases is organized by the technical services for the 
prevention of infectious and social diseases, by the Institute for National Assistance to 
tuberculosis patients and by the antimalaria services. It is effectively based on 
vaccination campaigns against tuberculosis, diphtheria, tetanus, whooping -cough, smallpox 

and poliomyelitis. Immunization against measles is expected to be introduced in 1970 or 1971. 

In 1967, the following immunization procedures were carried out: 

Diphtheria, whooping -cough and tetanus 1 037 960 

Smallpox 949 106 

Poliomyelitis 919 748 

Tetanus 552 335 

Diphtheria and tetanus 409 104 

BCG 179 571 

• 

. 
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Typhoid and paratyphoid fevers 149 739 

Yellow fever 65 711 

Cholera 8 448 

Whooping -cough 526 

Diphtheria 212 

Specialized Units 

In 1967, maternal and child health care was based on 335 centres which were attended by 

30 501 pregnant women and 82 172 infants under 1 year of age. Domiciliary care was given to 

32 581 pregnant women and 92 753 children aged 1 to 5 years. Of the 202 061 deliveries, 

63.16 per cent, have been attended by a doctor or qualified midwife, either in hospital 

(59 947 deliveries) or under domiciliary arrangement (67 672 deliveries). School health 

services were provided at 231 centres. In addition to the consultations given at 8 dental 

health units, dental consultations are available at all hospitals and 50 per cent, of the 

population benefit from the insurance scheme which also provides curative and preventive 

dental care. 

There were 2 independent rehabilitation out -patient clinics and 272 hospital rehabilita- 

tion departments which were attended by 511 and 6150 new out -patients respectively. 

Psychiatric consultations were given at 83 clinics. Since 1969, in accordance with laws 

promulgated in January 1967, all industrial and commercial undertakings have to provide 
health services. Out- patient facilities in specialized clinical fields included 102 

tuberculosis centres, 23 venereal diseases clinics, 4 leprosy clinics, 20 trachoma clinics 

which in view of the considerable decrease of trachoma, have been transformed into preventive 

clinics for blindness. Portugal has 15 public health laboratories. 

Major Public Health Problems 

Although certain infectious diseases, particularly tuberculosis, still constitute a 

health problem, the major public health concerns are at present represented by the mental 

disorders and the chronic and degenerative diseases which are partly due to the aging of 

the population. Traffic accidents have considerably increased and constitute at present 

a serious health problem. 

Social and Economic Developments of Significance for the Health Situation • during the Period 1965 -1968 
Important steps have been taken during the period under review to improve the socio- 

economic level of the country. The industrialization and the development of education and 

health have been accelerated. Two socio- economic development plans have been formulated 

during the 4 years under review, 1 covering the. 8-year period 1965 -1967 and the other -: 
covering the 6 -year period 1968 -1973. The gross national product has increased annually 

by 7 per cent, on the average. Compulsory schooling has been extended by 2 years. A 
number of community development programmes have been started in the rural areas; training 
schools for nurses have been created and the services for the protection of minors, invalids 

and of the elderly persons have been developed. Polyvalent health centres (150) and 

maternal and child health dispensaries (120) are being established. Progress has been 

made in the training of health personnel and the National School of Public Health and 

Tropical Medicine started functioning in 1967/68. 

National Health Planning 

A national economic development plan had been formulated during the period 1965 -1968. 

This plan included for the first time a health plan which was an intermediate plan as it 

covered the period between the second and third development plans, each drawn up for a period 
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of 6 years. The health sector of this intermediate plan particularly mentions the hospital 

reorganization and the training of nursing personnel. The third development plan which 

covers the years 1968 -1973 pays considerable attention to the health sector and deals with 

nearly all its activities: construction of new hospitals, re- equipment of central, regional 

and sub -regional hospitals, construction of buildings for the new public health district 

departments, establishment of health centres and child health centres, psychiatric clinics, 

tuberculosis centres, etc. This plan devotes annually approximately 20 million dollars to 

the health sector. 

The Ministry of Health and Welfare comprises a central committee which collects all 

elements for the sectoral health plan to be submitted to the technical department for 

national planning ( Secretariado Tecnico) which is attached to the Presidency of the Council 

of Ministers. The health plan is subject to frequent changes. A revision of the plan is 

compulsory every 3 years. 

Medical and Public Health Research 

A State Department for the Co- ordination and Development of Research had been created in 

1967 ( "Junta Nacional de Investigacáo Cientifica e Tecnologica "). It is attached to the 

Presidency of the Council of Ministers. Generally speaking, research activities in the 

field of medicine and public health, are carried out in universities, specialized 

institutes and central hospitals. The State mainly finances these activities. During 

the past years, the Calouste Gulbenkian Foundation has also financed a great number of 

research projects. 

Government Health Expenditure 

In 1967 general government consumption expenditure amounted to 17 496 million escudos, 

of which 1496 million escudos (8.6 per cent.) were devoted to the provision of health 

services, representing a per capita expense of 159 escudos for these services. For the 

same period 617 million escudos were charged to capital accounts for the improvement and 

expansion of health facilities. 



• 
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ROMANIA 

Population and Other Statistics 

At the last census, taken in December 1965, the population of Romania was 19 105 056. 
Population estimates and some other vital statistics, for the period 1966 -1968, are given 
in the following table: 

1966 1967 1968 

Mean population 19 142 676 19 284 814 19 720 984 

Number of live births 273 678 527 764 526 091 

Birth -rate (per 1000 population) 14.3 27.4 26.7 

Number of deaths 157 445 179 129 188 509 

Death -rate (per 1000 population) 8.2 9.3 9.6 

Natural increase (per cent.) 0.61 1.81 1.71 

Number of infant deaths 12 746 24 590 31 317 

Infant mortality rate (per 1000 live births) 46.6 46.6 59.5 

Number of deaths, 1 -4 years 2 413 2 264 2 626 

Death -rate, 1 -4 years (per 1000 population 
at risk) 2.15 2.09 2.37 

Number of maternal deaths 235 481 506 

Maternal mortality rate (per 1000 live births) 0.86 0.91 0.96 
t • 

Of the 188 509 deaths recorded in 1968, the main causes were (ICD 1955): chronic 
rheumatic heart disease, arteriosclerotic and degenerative heart disease and other diseases 
of the heart (38 157), vascular lesions affecting the central nervous system (25 495), 

malignant neoplasms (23 752), pneumonia (15 753), accidents, motor vehicle accidents, 
suicide and self -inflicted injury, homicide and operations of war (10 786), hypertension 
(10 148), birth injuries, post -natal asphyxia and atelectasis (6929), tuberculosis, all 

forms (4217), infections of the newborn (3670), cirrhosis of the liver (3647), bronchitis 
(3442), gastritis, duodenitis, enteritis and colitis, except diarrhoea of the newborn 
(3147), congenital malformations (2055), nephritis and nephrosis (1537), intestinal 

obstruction and hernia (1132), hyperplasia of the prostate (1075). 

The communicable diseases most frequently notified in 1967 were: influenza (271 539), 

measles (93 931), infectious hepatitis (40 930), tuberculosis, all forms, new cases (28 648), 

whooping -cough (20 670), scarlet fever (18 836), bacillary dysentery (13 838), gonorrhoea 
(12 845), syphilis, new cases (5281), typhoid and paratyphoid fevers (467), meningococcal 
infections (120), leprosy (97), diphtheria (31), poliomyelitis (27). 

Hospital Services 

In 1967, Romania had 656 hospitals with a total bed capacity of 153 329 beds 

. (equivalent to 8.0 beds per 1000 population), distributed as follows: 
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Category and number Number of beds 

General hospitals 387 91 742 

Rural hospitals 82 3 017 

Medical centres - 13 802 

Tuberculosis hospitals 79 20 845 

Infectious diseases hospitals 12 3 086 

Maternity hospitals 18 5 006 

Paediatric hospitals 33 5 842 

Psychiatric hospitals 27 6 975 

Dermatology and venereology clinics 6 890 

Accident clinic 1 120 

Ophthalmological clinic 1 165 

Cancer hospitals 2 520 

Rheumatism clinic 1 153 

Hospital for septic chest conditions 1 120 

Geriatric hospital 1 270 

Hospital for endocrinology 1 225 

Hospital for internal medicine 1 205 

Hospital for gastro -enterology 1 150 

Hospital for cardiology 1 120 

Hospital for stomatology 1 76 

Out -patient facilities were available in 1968 at 316 polyclinics excluding polyclinics 

in industry, 3856 health care units, 28 166 medical aid posts, excluding first -aid posts in 

industrial establishments, 214 mobile aid posts and emergency stations and 271 X -ray centres 

and balneological care services. 

Medical and Allied Personnel and Training Facilities 

Other health In 1967, Romania had 28 053 doctors or 1 doctor per 690 inhabitants. 

personnel included: 

Medical assistants 17 057 

Dentists 1 170 

Dental assistants 1 345 

Pharmacists 4 885 

Pharmaceutical assistants 3 736 

Fully ►qualified midwives 9 111 

Fully-qualified nurses 29 419 

Sanitarians 2 715 

Physiotherapists 1 135 
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Laboratory assistants 

Auxiliary laboratory technicians 

X -ray technicians 

Health officers 

Biochemists 

Entomologists 

Logopaedists 

Toxicologists 

Biologists 

Social assistants 

2 

2 

2 

3 

1 

815 

174 

081 

712 

109 

22 

22 

167 

289 

118 

(1968) 

There were 5 medical and dental faculties and 4 pharmaceutical faculties in Romania. 
During the academic year 1967/68 the students enrolled at these faculties and those 

graduating at the end of their studies included 2932 dental students and 542 graduates, 

5158 medical students and 815 graduates, 1305 pharmaceutical students and 206 graduates. 
There were 24 nursing and midwifery schools which afforded a 2 -year course and which had 
altogether 4375 nursing students, 1892 midwifery students, 1720 nurse graduates and 

864 midwife graduates in 1967/68. Sanitarians were trained in 14 schools where the 
duration of study was 2 years. There were 521 students enrolled in 1967/68, of whom 
285 graduated at the end of the year. Medical assistants received a 2 -to 3 -year course 
in 24 schools which were attended by 4348 students of whom 2390 graduated in 1967/68. 
Other training facilities for health personnel included 14 schools for sanitation 
assistants (633 students and 287 graduates in 1967/68), 12 schools for dental assistants 
(797 students and 345 graduates), 12 schools for laboratory assistants (591 students and 
267 graduates), 16 schools for pharmacy assistants (928 students and 351 graduates). 

Immunization Services 

in 1967: The following immunization procedures were carried out 

Tetanus 5 026 042 

Typhoid and paratyphoid fevers 2 345 866 

Diphtheria 2 176 855 

BCG 1 099 166 

Poliomyelitis 1 058 945 

Whooping -cough 738 450 

Smallpox 580 437 

Cholera 10 761 

Specialized Units 

In 1968, there were 303 obstetrical and gynaecological services and 215 paediatric 

services in polyclinics. They were attended by 542 246 pregnant women, 526 091 infants 

under 1 year of age and 1 356 111 children aged 1 to 5 years. Domiciliary care was given 

to 542 246 pregnant women, 526 091 children under 1 year and 1 356 111 children aged 1 

to 5 years. A doctor or qualified midwife attended 97.4 per cent, of all deliveries, of 

which 469 298 were conducted in hospitals and 51 628 under domiciliary arrangement. 

School health services were provided at 590 school health units which were attended by 
3 772 093 schoolchildren representing 44 per cent. of the total schogl;pppщiatз,gn. All other 
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schoolchildren were under the medical supervision of the territorial health units. Dental 

care was given at 1112 rural dental service units, special units and dental polyclinics 

where 2 048 208 new patïents were treated. Psychiatric consultations were provided in 104 

specialized out -patient departments in polyclinics which recorded 62 835 new patients in 

1968. Medical rehabilitation services were available in 8 independent medical rehabilitation 

centres and 47 rehabilitation departments in polyclinics. Medical care for workers was 

available through 17 962 polyclinics, dispensaries, health care posts and first -aid posts 

in industry and other establishments. These establishments provided medical and health 

services to 65.7 per cent, of the total industrial workers, whereas the remaining 

34.3 per cent, were under medical supervision at the territorial health units. There were 

also 447 dispensaries and specialized units in polyclinics for tuberculosis and venereal 

diseases which were attended by 45 696 new out -patients. The 114 public health laboratories 

carried out over 6 000 000 examinations. 

International Assistance 

In 1968, WHO's assistance to Romania included the following projects: 

Rehabilitation (1967- ): to provide training in the organization of centres for 

the care and rehabilitation of patients suffering from diseases of the locomotor system 

resulting from rheumatic conditions. 

Fellowships (1968) in various health fields. 

Government Health Expenditure 

Total general government expenditure for 1968 amounted to 131 921 million lei, 

5965 million (4.5 per cent.) of which were allocated for health purposes, resulting in a 

per capita expenditure of 303 lei for health. 
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SPAIN 

Population and Other Statistics 

At the last census, taken in December 1960, the population of Spain was 30 430 698. 
Population estimates and some other vital statistics for the period 1965 -1968 are given in 

the following table: 

1965 1966 1967 
* 

1968 

Mean population 31 604 100 31 870 943 32 140 036 32 411 407 
** 

Number of live births 667 749 661 731 672 039 665 000 

Birth -rate (per 1000 population) 21.1 20.8 20.9 20.5 

Number of deaths 267 407 269 738 273 987 280 000 

Death -rate (per 1000 population) 8.5 8.5 8.5 8.6 

Natural increase (per cent.) 1.26 1.23 1.24 1.19 

Number of infant deaths 19 668 18 585 17 022 15 992 

Infant mortality rate (per 1000 
live births) 29.5 28.1 25.3 24.0 

Number of deaths, 1 -4 years 3 021 2 797 2 535 

Number of maternal deaths 358 328 338 

Maternal mortality rate (per 1000 
live births) 0.53 0.49 0.50 

ж 

ж* 
Provisional figures. 

Excluding children born alive but dead within 24 hours. 

Of the 273 987 deaths recorded in 1967, the main causes were (ICD 1955): malignant 
neoplasms(43 925), chronic rheumatic heart disease, arteriosclerotic and degenerative heart 
disease and other diseases of the heart (42 719), vascular lesions affecting the central 
nervous system (40 765), senility without mention of psychosis, ill- defined and unknown 
causes (32 794), accidents (11 189 including 3816 motor vehicle accidents), pneumonia (10 511), 

bronchitis (7169), cirrhosis of liver (6617), nephritis and nephrosis (5164), tuberculosis, 
all forms (4574), diabetes mellitus (3778), hypertension (3223), intestinal obstruction and 
hernia (2117), influenza (2102), gastritis, duodenitis, enteritis and colitis, except 
diarrhoea of the newborn (1875), ulcer of stomach and duodenum (1812). 

The communicable diseases most frequently notified in 1968 were: influenza (1 230 698), 
measles (116 209), tuberculosis of the respiratory system, new cases (5157), scarlet fever 
(4129), typhoid and paratyphoid fevers (3104), bacillary dysentery (2435), meningococcal 
infections (793), trachoma (453), poliomyelitis (162), diphtheria (102), leprosy (38). 

Organization of the Public Health Services 

The present organization of the public health services was introduced in 1968. The 
Directorate -General of Health under the Director -General of Health is part of the Ministry 
of the Interior. It comprises 4 sub -directorates -general: general services, preventive 
medicine and welfare, pharmacy, veterinary health services, as well as a general inspectorate 
of health and a technical secretariat. 
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Directly associated with the Directorate -General of Health are the following 
institutes: the National School of Health, the National Virology and Ecology Centre, the 

Secretariat of the Central Commission for Hospital Co- ordination and the National 
Hospital Service which groups a number of medical care establishments. 

The sub -directorate of preventive medicine is in charge of epidemiological services, 

sanitary control and campaigns, social medicine, medical and pharmaceutical assistance, 
environmental sanitation and, in general, prevention and promotion of hygiene and public 
health. 

The general inspectorate of health is responsible for the supervision of the health 

establishments, health services and personnel which come under the Directorate -General 
of Health. The technical secretariat includes sections dealing with health studies and 

health plans and with public relations. 

Closely related to or dependent on the Directorate -General of Health are the following 

bodies: the National Council of Health whose chairman is the Minister of the Interior, 

the technical and administrative board, the pharmacy board. 

The administration and organization of the provincial district and local health 

services are in charge of the provinicial health officers who are under the authority 

of the Directorate -General of Health. 

Hospital Services 

At the end of 1966, Spain had 1597 hospitals and establishments for in- patient care 

providing 138 040 beds (equivalent to a bed population ratio of 4.3 per 1000) which were 

distributed as follows: 

Category and number Number of beds 

General hospitals 245 34 402 

Hospitals for surgery 768 34 536 

Psychiatric hospitals 126 39 540 

Other hospitals 458 29 562 

Out -patient care was provided in 1968 at 535 hospital out -patient departments, at 

419 polyclinics, at 255 medical aid posts, and 21 mobile health units. 

Medical and Allied Personnel and Training Facilities 

In 1967, Spain had 41 932 doctors or 1 doctor per 770 inhabitants. Other health 

personnel included: 

Medical assistants 

Dentists 

Pharmacists 

Fully .'qualified midwives 

Fully -qualified nurses 

Veterinarians 

21 647 

З 185 

13 858 

4 420 

18 500 

7 557 
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In 1969, the following towns in Spain had medical faculties: Barcelona, Granada, Madrid, 
Salamanca, Santiago, Sevilla, Valencia, Valladolid, Zaragoza and Bilbao. A new faculty 
is being opened in Navarra. Medical training comprises a course in basic sciences and 2 

5- semestre cycles in pre -clinical and clinical training, followed by a year of internship. 
The number of medical students enrolled in the various universities has increased from 
19 569 in 1964/65 to 24 901 in 1967/68. In spite of this increase in absolute numbers, 
the proportion of medical graduates to the total number of students has decreased from 
8.2 per cent. in 1964/65 to 7.4 per cent, in 1966/67. There was a notable increase of 
female medical students from 140 in 1964/65 to 229 in 1966/67. 

A school security scheme which comprises 79 000 university students and which grants 
services in the case of accidents and illness has been established for the benefit of 
university students. An attempt has been made to reorganize the medical studies, with a 
view to avoiding an unfavourable student /professor ratio and to achieve a better utilization 
of available resources and time. The teaching of preventive and social medicine has also 
been introduced into the curriculum. Post -graduate medical training has been developed 
and improved during recent years. 

Dental training is provided at 1 faculty which had 220 students in 1967/68. There are 
4 faculties for pharmaceutical training with 5414 students and 4 faculties for veterinary 
medicine with 739 students. 

There are 88 nurse training schools which provide a 3 -year course. During 1967/68 
600 student nurses atcended these schools. Fourteen midwifery schools provide a 1 -year 
training course to students who already are trained as "technical health aides" (Ayudantes 
Tecnicos Sanitarios). There are 20 schools for physiotherapists where 500 students were 
enrolled in 1967/68. Training for X -ray technicians is provided in 3 schools, for 
podologists in 2 schools. 

Communicable Disease Control and Immunization Services 

Trachoma is still endemic in some provinces of southern Spain. A survey carried 
out in 1965 among 335 359 persons revealed 29 598 cases of trachoma of which 22 034 were 
active. The control campaign has been continued during the reporting period by the 
mobile treatment teams. There are about 200 leprosy cases annually in Spain. The leprosy 
control programme which has been launched for the period 1968 -1971 aims at reducing the 
incidence of the disease by 50 per cent. The central mobile teams which started functioning 
in 1964 proved very useful in diagnosing new cases, in tracing contacts, in surveying the 
proper application of treatment and examining the schoolchildren at risk. 

The incidence of venereal diseases has been increasing resulting in intensified control 
activities, particularly through venereal diseases dispensaries. Hydatidosis represents 
a serious health, economic and social problem, with a high prevalence of the disease in 
the country. It is estimated that there are annually 2000 new cases and 30 per 100 cases 
suffer serious health damage. 

During 196364 a national poliomyelitis vaccination campaign was carried out. In 1965, 
immunization against diphtheria, whooping -cough and tetanus were included in this mass 
campaign. As a result of these intensive immunization activities the incidence of poliomye- 
litis, diphtheria, whooping -cough and tetanus has dropped from an annual average of 2000.cases 
of poliomyelitis at the beginning of the campaign to 301 cases in 1966, and of 10 000 
diphtheria cases to 248 cases in 1966. 
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The following immunization procedures were carried out in 1967: 

Whooping -cough 1 411 187 

Diphtheria 1 409 123 

Tetanus 1 404 582 

Poliomyelitis 1 241 903 

BCG 1 055 938 

Smallpox 431 375 

Typhoid and paratyphoid fevers 231 552 

Cholera 9 631 

Specialized Units 

In 1968, there were 287 pre -natal and 325 child care centres engaged in maternal and 
child health work. During the year 429 795 pregnant women, 677 427 children under 1 year 

of age and 414 096 children aged 1 to 5 years attended these centres. Domiciliary care 
was given to 380 726 pregnant women and 167 394 pre -school children. In 1968 of all 

deliveries 298 168 were institutional. Medical and health supervision was given at 2000 
school health units to 3.2 million schoolchildren representing 66 per cent, of the total 

school population. During the same year, 960 450 patients received dental treatment at 

125 dental health units. There were also 83 independent medical rehabilitation centres 
and 105 rehabilitation departments attached to hospitals attended by 9838 and 15 231 new 

out -patients respectively. It is estimated that 30.5 per cent, of all industrial workers 
are covered by medical and health services in industry. 

National Health Planning 

Planning for national economic and social development in Spain began in 1964 with the 

introduction of the first 4 -year over -all plan covering the period 1964 -1967. The second 

national economic and social development plan started in 1968 and covers the period 1968 -1971. 

Health and social welfare were included in the first plan. A planning commission was 

established within the technical secretariat of the Ministry of the Interior. Prior to 

the formulation of a national health plan, an inventory of the health situation in the country, 

and an assessment of health needs and health activities was prepared by this commission. 

The planning procedure was formalized, in order to facilitate the integration of the health 

sector into the general plan. The national health plan (1965) sets out general health 

programmes and is mainly directed at resolving specific health problems (communicable and 

non -communicable diseases). With the change in 1966 from the Commission for Health and 

Social Welfare into the Commission for Social Security, Health and Welfare, the scope and 

content of the health plan were adjusted and extended to include the additional sector. 

The second general development plan (1968 -1971) sets out a systematic formulation of 

public health needs and estimated financial requirements according to the following headings: 

hospital care services, preventive health services, health infrastructure (regional, provincial 

and local levels) and other health services. 

International Assistance 

In 1968, WHO's assistance to Spain included the following projects: 

Brucellosis Control (1954- ): to conduct epidemiological studies of brucellosis 

in animals and man and to produce live vaccine for an extensive vaccination campaign to 

immunize about 1 000 000 animals in 10 provinces. 
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Epidemiological Studies of Virus Diseases of Public Health Importance (1964- ): 

to resume the study of methods for the prevention and control of respiratory and enteric 
virus diseases that was started in 1959. 

Health Demonstration and Training Area (1965- ): to set up, as part of the general 
plan for socio- economic development, a public health demonstration and training area with a 

complete network of co- ordinated rural health services. 

Mental Health Services (1966- ): to develop the mental health services, especially 
those for the rehabilitation of psychiatric patients. 

Fellowships (1968) in various health fields. 

• 
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SWEDEN 

Population and Other Statistics 

At the last census, taken in November 1965, the population of Sweden was 7 765 981. 

Population estimates and some other vital statistics for the period 1965 -1968 are given in the 
following table: 

1965 1966 1967 1968 

Mean population 7 733 853 7 807 797 7 867 931 7 912 000* 

Number of live births 122 806 123 354 121 360 113 033* 

Birth -rate (per 1000 population) 15.9 15.8 15.4 14.3 

Number of deaths 78 194 78 440 79 783 82 482* 

Death -rate (per 1000 population) 10.1 10.0 10.1 10.4 

Natural increase (per cent.) 0.58 0.58 0.53 0.39 

Number of infant deaths 1 639 1 549 1 560 

Infant mortality rate (per 1000 
live births) 13.3 12.6 12.9 

Number of deaths,1 -4 years 282 300 250 

Death- rate,1 -4 years (per 1000 
population) 0.65 0.66 0.53 

Number of maternal deaths 21 14 17 

Maternal death -rate (per 1000 
live births) 0.17 0.11 0.14 

* 
Provisional data. 

Of the 79 783 deaths recorded in 1967, the main causes were (ICD 1955): arteriosclerotic 
and degenerative heart diseases (25 166), malignant neoplasms (15 083), vascular lesions 
affecting the central nervous system (9195), pneumonia (4029), all accidents (3400, including 
1156 motor -vehicle accidents), hypertension (1669), suicide and self -inflicted injury (1702), 

diabetes mellitus (1460), senility without mention of psychosis, ill- defined and unknown 
causes (749), ulcer of the stomach and duodenum (697), congenital malformations (506), intes- 
tinal obstruction and hernia (631), birth injuries, post -natal asphyxia and atelectasis (519), 
nephritis and nephrosis (514). 

The communicable diseases most frequently notified in 1968 were: influenza (34 988), 

gonorrhoea (30 179), measles (22 042), scarlet fever (9764), infectious hepatitis (1803), 
whooping -cough (966), early syphilis, new cases (281), dysentery, all forms (129), meningococcal 
infections (118), typhoid and paratyphoid fevers (95), malaria (24). 

Organization of the Public Health Services 

The public health services in Sweden are operated or controlled by public authorities 
within the limits drawn by the Medical Care Act 1963 and other legislation in this field. 

The Ministry of Social Affairs is responsible for the national health services in Sweden. 
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Under the Government the National Board of Health and Welfare was of 1 January 1968 the 
principal authority for governing, controlling and promoting health and medical services. On 
that date the former National Board of Health merged with the National Board of Social Welfare 
to form 1 independent authority for all questions pertaining to health and welfare, as their 
functions, particularly with regard to the problems of providing care to old people, were over- 
lapping. The new board, apart from its activities on the welfare side, supervises the medical 
personnel, the hospitals and the pharmacies and has direct control of the state pharmaceutical 
laboratory, the state institutions for forensic medicine etc. The National Board of Health 
and Welfare is also concerned with subsidies granted by the Government for special medical care 

(mental diseases, epidemic diseases, tuberculosis, chronic diseases, etc.). 

According to the Medical Care Act the 25 county councils and the 3 county boroughs are 

entrusted with the responsibility for public health and medical care on the local level, 

including hospitals, local medical officers, district public health nurses, national dental 

service etc. 

The county councils and the county boroughs co- operate in 7 regions, into which Sweden 
is divided for health care purposes, to be able to give to inhabitants in each region a more 

specialized care. Each region has a regional hospital with at least 30 specialities. In 

each county there is at least 1 central general hospital with 15 -20 specialities and also 

several general hospitals. 

National control in the 

Public Health which conducts 
corporations and private cit 

The number of the specialized general hospitals is being reduced. 

field of health care is exercised by the National Institute of 
inquiries into health matters submitted by public authorities, 
izens. It is also engaged in independent research in the field 

of general, industrial and food hygiene. 

To further and co- ordinate the planning and rationalization of health and welfare services 
in Sweden the Institute for the Planning and Rationalization of Health and Social Welfare 
Services in Sweden was founded on 1 January 1968. The Institute was established as the result 
of an agreement between the Government, the Federation of the Swedish County Councils and the 
3 county boroughs and took over all the work and staff from 3 earlier institutions, among them 

the important Central Board of Hospital Planning, which have now ceased to exist. 

The sickness insurance scheme is supervised by the National Social Insurance Board which 
is under the Ministry for Social Affairs. Insurance is compulsory. An improvement was 

introduced in 1967 when the cost of drugs, duly prescribed by the doctor was limited to 15 

crowns for the patient each time he made a purchase at the pharmacy. A number of tools, 
chairs etc., for handicapped people are also now provided free of charge. 

Hospital Services 

In 1967, Sweden had 732 hospitals and in- patient establishments providing altogether 
113 616 beds of which 106 212 were in 536 government establishments. Tо the total number of 
beds - equivalent to 14.4 beds per 1000 population - 1 239 794 patients were admitted during 
1967. These beds were distributed as follows: 

Category and number Number of beds 

General hospitals 99 50 141 

Rural hospitals 69 4 529 

Tuberculosis hospitals 15 2 585 

Infectious diseases hospitals 4 784 

Psychiatric hospitals 32 26 815 

Chronic diseases hospital 1 006 

Hospitals for rheumatic diseases 2 221 

Hospitals of the National 
Insurance Board 3 589 
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Category and number Number of beds 

Coast sanatorium 1 250 

Hospitals and homes for epileptics 10 877 

Homes for the crippled 4 346 

Homes for the chronically sick 234 12 696 

Private nursing homes 111 663 

Mental nursing homes 180 7 569 

Homes for old and chronically 
sick people 59 4 388 

Maternity homes 4 21 

Psychopathic and nervous 
children's homes 4 136 

Out- patient care was available in 1968 at about 200 hospital out -patient departments, at 

11 polyclinics, at 848 health centres staffed by at least 1 doctor and 1 nurse. These estab- 
lishments were attended by over 3,3 million new out -patients. 
health nurses' districts and 343 midwifery districts. 

Medical and Allied Personnel and Training Facilities 

There were also 1866 public 

In 1967, Sweden had 
personnel included: 

9240 doctors, or 1 doctor for 850 inhabitants. Other health 

Dentists 6 130 

Dental chairside assistants 6 900 

Pharmacists 2 700 

Technical personnel in pharmacies 6 200 

Fully- qualified midwives 1 910 

Fully- qualified nurses 24 950 

Assistant nurses 5 608 

Auxiliary nursing personnel 35 955 

Auxiliary nursing personnel in 

mental hospitals 13 050 

Veterinarians 800 

Physiotherapists 2 500 

Laboratory aides 1 113 

Auxiliary sanitarians 60 

Auxiliary technical laboratory 1 373 

personnel 
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Sanitarians 525 

Social workers in hospitals 420 

Occupational therapists 530 

Auxiliary nursing personnel in homes 
for the mentally retarded 4 910 

Immunization Services 

in 1968/69: The following immunization procedures were carried out 

Poliomyelitis 904 000 

Smallpox 675 000 

Tetanus 556 000 

Diphtheria 190 800 

Typhoid and paratyphoid fevers 145 000 

Whooping -cough 138 500 

Yellow fever 79 000 

Cholera 14 000 

Epidemic typhus 6 400 

Plague 800 

Specialized Units 

In 1967, 133 pre -natal units provided services to 108 734 pregnant women. Home -visits 

were paid by midwives to 47 800 pregnant women. Of all deliveries in 1967, 99.9 per cent, or 

121 307 were conducted in maternity hospitals and only 90 under domiciliary arrangements. 

Child welfare services were available at 1282 child welfare centres, stations and branches 
which altogether recorded 66 126 sessions attended by about 116 847 children up to 1 year of 

age and about 399 479 children aged 2 -7 years. It is estimated that 44 per cent, of all 

medically supervised children receive specialist supervision. The whole school population, 
e.g. 1 140 000 schoolchildren had access to the school health service. In 1967, other specia- • lized units comprised, 53 central tuberculosis dispensaries and 28 polyclinics for venereal 
diseases. 

Environmental Sanitation 

At the end of 1967, of the total number of 900 communities with a population of 7 893 734, 

850 communities with a population of 7 799 617 had piped water systems. Thus 77.4 per cent, of 

Sweden's total population were served with piped water. These 850 communities were also pro- 
vided with a sewerage system. 

International Assistance 

In 1968, WHO awarded fellowships to Swedish candidates in the following fields: community 
health screening, food hygiene, food poisoning, health education, midwifery education, nursing 
education, occupational therapy and orthodontic appliances. 



- 336 - 

SWITZERLAND 

Population and Other Statistics 

At the last census, taken in December 1960, the population of Switzerland was 5 429 061. 
Population estimates and other vital statistics, for the period 1965 -1968, are given in the 
following table: 

1965 1966 1967 1968 

Mean population 5 945 000 5 999 000 6 071 000 6 147 000 

Number of live births 111 835 109 738 107 417 105 130 

Birth -rate (per 1000 population) 18.8 18.3 17.7 17.1 

Number of deaths 55 547 55 804 55 142 57 374 

Death -rate (per 1000 population) 9.3 9.3 9.1 9.3 

Natural increase (per cent.) 0.95 0.90 0.86 0.77 

Number of infant deaths 1 996 1 876 1 878 1 690 

Infant mortality rate (per 1000 
live births) 17.8 17.1 17.5 16.1 

Number of deaths, 1 -4 years 395 445 372 402 

Death -rate, 1 -4 years (per 1000 
population at risk) 1.1 1.1 0.9 1.0 

Number of maternal deaths 40 45 35 - 

Maternal mortality rate (per 1000 
live births) 0.4 0.4 0.3 - 

Of the 55 142 deaths recorded in 1967, the main causes were (ICD 1955): arteriosclerotic 
and degenerative heart diseases (13 202), malignant neoplasms, (11 613), vascular lesions 
affecting the central nervous system (6892), accidents (3650, including 1486 motor vehicle 
accidents), congenital malformations, birth injuries, post -natal asphyxia and atelectasis, 
infections of the newborn and other diseases peculiar to early infancy and immaturity (1745), 

hypertension (1432), diabetes mellitus (1270), suicide and self -inflicted injury (1053), 
pneumonia (1000), cirrhosis of liver (837), senility without mention of psychosis, ill- defined 

and unknown causes (746). 

The communicable diseases most frequently notified in 1968 were influenza (32 658), 
tuberculosis, all forms, new cases (15 159), measles (8271), whooping -cough (2068), scarlet 

fever (1503), infectious hepatitis (1062), typhoid and paratyphoid fevers (191), bacillary 
dysentery (132), meningococcal infections (67), Q fever (7), diphtheria (3), poliomyelitis (1). 

Organization of the Public Health Services 

Switzerland is a Confederation in which the cantons have a large degree of autonomy. 

The responsibilities in the field of public health are divided up between the cantons and the 
Confederation. Certain public health questions are the responsibility of the cantons, and, 

although a number of federal laws on health have been promulgated, their execution is often 
entrusted to the cantons and communes. Regular contacts have been established between the 
responsible cantonal and federal public health authorities. 
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The following health questions are the responsibility of the Federal Government: control 
of communicable diseases, tuberculosis, rheumatic diseases and measures against alcoholism; 
training of doctors, dentists pharmacists and veterinarians; sickness and accident insurance 
- disablement, life and endowment insurance; occupational health, food hygiene, narcotics 
control, protection against ionizing radiation, water pollution, statistics. In 1969 a 
federal law on trade in toxic substances was promulgated replacing the activity of the inter - 
cantonal consultative commission. A new constitutional article enabling the Confederation to 
legislate in the field of air pollution, noise and other public nuisances is in preparation. 

Although the legislative competence in the above -mentioned fields belongs to the Confederation, 

the execution of federal laws is entrusted to the cantons. 

Intercantonal agreements, for instance in matters of public welfare, and control of 

pharmaceutical preparations, define the relations between the cantons. The cantons are 

directly responsible for hospitals, medical practice, medical care, housing hygiene, school 

health services, etc. The cantons can to a various extent, delegate these responsibilities 
to the communes. 

Hospital Services 

In 1966, Switzerland had 431 hospitals and in- patient establishments with a total bed 

complement of 69 136, equivalent to 11.5 beds per 1000 population. These beds were distri- 
buted as follows: 

Category and number Number of beds 

General hospitals 240 35 628 

Tuberculosis hospitals 19 2 044 

Maternity hospitals 6 712 

Paediatric hospitals 9 1 249 

Psychiatric hospitals 48 18 160 

Chronic diseases hospitals 49 5 358 

Multipurpose institutions 17 2 543 

Establishments for the mentally 
deficient 2 105 

Other hospitals 41 3 337 

Medical and Allied Personnel and Training Facilities 

In 1968, Switzerland had 9304 doctors or 1 doctor per 
personnel included: 

660 inhabitants. Other health 

Dentists 2 398 

Fully- qualified midwives 2 215 

Fully- qualified nurses 14 090 

Assistant nurses 377 

Veterinarians 821 

Physiotherapists 750 

X -ray technicians 401 
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Switzerland has 5 medical faculties, 4 dental faculties, 5 faculties for pharmaceutical 

studies and 2 faculties for veterinary medicine. In 1968, 903 medical students, 85 dental 

students, 57 pharmaceutical students and 31 veterinarians graduated at these faculties. 

Since 1965 the minimum length of medical studies has been fixed at 6 -1/2 years, including 8 

months practical training. Preventive and social medicine and medical radiology are since 

1965 compulsory examination subjects. Chairs of preventive and social medicine have been 

established at all 5 universities. When registering for examination in anatomy and physio- 

logy (second "propédeutique ") medical students must have had in- service training as a hospital 

nurse. A third " propédeutique" (basic clinical examination) has been introduced. In 1966 

the Federal Commission of Experts for the study of problems related to the development and 
co- ordination of medical education has made the following suggestions: to create new medical 

training centres for clinical teaching; to reduce the duration of medical studies through 

intensified study in small groups and in- service training; to create a new medical faculty in 

1975. It is proposed to extend the duration of dental studies from 9 -11 semesters in 1970. 

General nursing education is available at 38 schools which in 1967/68 had 3370 students 

and 854 graduates; nursing education in maternal and child health is provided at 10 schools 

which had 764 students and 220 graduates in the same year. There are also 10 midwifery 

schools and 18 schools for auxiliary nurses. Laboratory technicians are trained in 11 schools 

at which 178 students graduated in 1968. 

Communicable Disease Control and Immunization Services 

A spectacular decrease in the incidence of poliomyelitis has followed the introduction of 
oral vaccination. From an annual average of 525 cases during the period 1955 -1959, it 

dropped to 4 cases in 1964, zero in 1965, 2 cases in 1966, 1 each in 1967 and in 1968. 

Vaccination campaigns are carried out regularly, in spite of a growing lack of interest of the 

population, which is mainly the result of the near eradication of the disease. The tubercu- 
losis mortality has considerably dropped since the post -war period. This disease, however, 

remains the most important cause of death among the communicable diseases. It particularly 

affects old people and among those more often men than women. The annual number of radio - 

photographies taken for detection purposes is slightly over half a million. In 1967, 134 800 

BCG vaccinations have been given, excluding those given by doctors to private patients. 

During the period under review, the number of reported cases of paratyphoid fevers remained at 

about 100 a year. The number of toxic food poisoning cases is increasing, reaching 

1137 in 1967 and 853 in 1968 compared with an annual average of 646 during 1960 -1964. 

In 1967, the following number of vaccination doses have been checked for sale in 

Switzerland: 

Poliomyelitis 

Smallpox 

Tetanus 

BCG about 

Diphtheria 

Whooping -cough 

Cholera 

Typhoid and paratyphoid fevers 

Yellow fever about 

Measles 

1 170 

330 

230 

200 

100 

70 

15 

8 

7 

4 

000 

000 

000 

000* 

000 

000 

000 

500 

000* 

200 

ж 
Number of reported vaccinations. 
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Chronic and Degenerative Diseases 

Because of the demographic evolution, the chronic and degenerative diseases have gained 
a growing importance. Approximately half of all deaths are due to cardiovascular diseases; one - 
fifth is due to malignant neoplasms. Cancer of the lung as a cause of mortality has increased 
4 times since 1930, whereas the majority of other forms of cancer is decreasing. Cancer 
control activities are co- ordinated by the Swiss National League Against Cancer and are 
developed at the clinical as well as research level. 

Iodized salt for the prevention of endemic goitre represents since 15 years, 90 per cent. 
of total salt consumption. Since 1962, all cantons have adopted a proportion of 10 mg sodium 
iodide per kilo of salt whereas previously this proportion was 5 mg/kg. In addition, all 
cantons have introduced the use of fluoridated salt (200 mg of fluor per kilo), for the preven- 
tion of dental caries. This measure replaces to a certain extent, the fluoridation of drinking - 
water. 

Major Public Health Problems 

The most important public health problems in Switzerland are: cardiovascular diseases 
and cancer, particularly cancer of the lung, rheumatic diseases, environmental pollution, road 
accidents which were responsible for 31 500 injured and 1458 dead in 1967, and shortage of 
health personnel. 

Social and Economic Developments of Significance for the Health Situation 
during the Period 1965 -1968 

The great economic prosperity with the resulting inflationary tendencies and the general 
shortage of personnel in all sectors continued, although in a slightly reduced form. The 
foreign labour force in Switzerland remained considerable with about 650 000 foreign workers 
representing about 11 per cent, of the total population, in spite of a reduction of this 
personnel as part of the official anti -inflationary measures. 

Population increase, aging of the population, urbanization, industrialization, incïease 
of motor vehicles of about half a million vehicles between 1964 and 1967 and other factors of 
economic prosperity, are responsible for the increasing environmental health problems (housing, 

water and air pollution etc.). Full employment is partly responsible for the shortage of 
nursing personnel needed to meet the increasing demands. However, public opinion gradually 
becomes aware of these problems. 

National Health Planning 

Because of the decentralized political structure of the country and the important role 
played by private organizations in the field of public health, planning at the national level 
is at present very difficult, except in those fields which are the competence of the 

Confederation and where co- ordination and rationalization are possible and partly realized. 

The Federal Commission of Experts for the study of land development has, in its report of 
1965 stressed the importance of co- ordinated planning at the national level for the social and 

economic development of the country. The constitutional basis for a centralized action which 
does at present not exist should be established. 

Some bigger cantons have started planning of their hospital network. 

Medical and Public Health Research 

Almost all medical research is carried out in universities, hospitals and university 

institutes. The pharmaceutical and chemical industry and their laboratories play a very active 

role mainly in the field of pharmacology and toxicology. Cancer research is undertaken at the 
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oncological centres of the medical faculties and in research centres at Bern, Lausanne and 
Zurich. 

The Swiss authorities, through the Swiss national fund for the encouragement of scientific 

research, have contributed towards medical research an amount of more than 7 million francs in 

1965, nearly 12 millions in 1966, and nearly 8 million in 1967. Research in the field of 

alcoholism, health education, air pollution etc., is carried out by private organizations. 

At the end of 1965, a study had been undertaken, with the assistance of WHO, of nursing services 

with a view to finding solutions to the shortage of hospital personnel through a better definition 
of the duties, the levels of competence of nursing personnel, the adoption of professional 
training and the redistribution of personnel based on the real needs of the patients. 

International Assistance 

In 1968, WHO's assistance to Switzerland included the following projects: 

Study of the Functions of Nursing Personnel (1965- 1969): to determine the responsibilities 

and differentiate the functions of the various categories of nursing personnel required by the 

health services. 

Fellowships (1968) in various health fields. 

Government Health Expenditure 

Total expenditure of the Confederation, cantons and communities amounted to 

Sw.fr. 14 951.7 million in 1967. Health expenditure accounted for 1700 million (i.e. 11.4 

per cent.) of this total and included sanitation (464.2 million), investments (460.5 million) 

and subvention to health insurance (270.0 million). Accordingly, per capita expenditure on 

health came to Sw.fr. 204 for health services and Sw.fr. 76 for capital expenditure. 
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TURKEY 

Population and Other Statistics 

At the last census, taken in October 1965, the population of Turkey was 31 391 421. 

Population estimates for the years 1965 -1968 and other vital statistics for 1967 are given 
below: 

1965 1966 1967 1968 

Mean population 

Number of live births 

Birth -rate (per 1000 

population) 

Number of deaths 

Death -rate (per 1000 

population) 

Natural increase (per cent.) 

Number of infant deaths 

Infant mortality rate (per 

1000 live births) 

Number of deaths, 1 -4 years 

Death -rate, 1 -4 years (per 

1000 population at risk) 

Number of maternal deaths 

Maternal mortality rate 
(per 1000 live births) 

31 147 000 31 910 000 32 

1 

710 000 

263 700 

38.6 

465 809 

14.2 

2.44 

193 401 

153.0 

56 273 

14.7 

457 

1.3 

33 539 000 

Out of 77 152 deaths recorded in 1967 in cities and towns with a population of 10.8 million, 

the main causes were (ICD 1955): chronic rheumatic heart disease, arteriosclerotic and 
degenerative heart disease and other diseases of the heart (24 844), congenital malformations, 

birth injuries, post -natal asphyxia and atelectasis, infections of the newborn and other 
diseases peculiar to early infancy and immaturity (11 532), gastritis, duodenitis, enteritis 

and colitis, except diarrhoea of the newborn (6938), vascular lesions affecting the central 
nervous system (5270), pneumonia (4973), senility without mention of psychosis, ill- defined 
and unknown causes (4384), tuberculosis, all forms (3544), nephritis and nephrotis (1016), 

anaemia (863), homicide and operations of war (845), diabetes mellitus (668). 

The communicable diseases most frequently notified in 1967 were: trachoma (305 649), 
tuberculosis, all forms, new cases (54 850), measles (42 906), influenza (18 066 in- patients), 
whooping -cough (12 984), typhoid and paratyphoid fevers (3887), infectious hepatitis (3766), 

malaria, new cases (3093), diphtheria (1834), gonorrhoea (1488), scarlet fever (1397), 
poliomyelitis (814), syphilis, new cases (691), dysentery, all forms (539), leprosy, new cases 
(278), meningococcal infections (268). 

Organization of the Public Health Services 

The administration of both medical care and preventive health services is the 
responsibility of the Ministry of Health and Social Assistance. Other ministeries, State 

enterprises, social insurance funds, medical faculties and private establishments also 
participate in the provision of medical services. Municipal governments are also 
responsible for public health services. 
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The Minister of Health and Social Assistance is assisted by an Under -Secretary of State 
and 3 Deputy Under -Secretaries of State. The various departments of the Ministry are: 
nationalization of health • services, malaria eradication, health affairs, social services, 
maternal and child health, personnel, curative institutions, tuberculosis control, 
professional education, pharmacy and pharmaceuticals, population planning, health education 
and medical statistics. At the provincial level, the governor is responsible for the 
administration of the health services. The County Administrator represents the governor 
in the county. Each of the 67 provinces has a varying number of counties. 

Hospital Services 

In 1967, Turkey had 659 hospitals and in- patient establishments providing altogether 
58 387 beds of which 40 436 were in 505 government hospitals. To these beds - equivalent 
to a bed /population ratio of 1.8 per 1000 - 1 263 260 in- patients were admitted in 19¢7. 
These beds were distributed as follows: 

Category and number Number of beds 

General hospitals 292 32 686 

Medical centres (without 
doctor) 270 3 341 

Tuberculosis hospitals 53 12 689 

Maternity hospitals 30 3 161 

Paediatric hospitals 3 1 160 

Psychiatric hospitals 4 4 800 

Cancer hospital 1 150 

Ophthalmological hospitals 5 135 

Leprosarium I 1 265 

Ambulatory care was provided in 1968 at the hospital out -patient departments, at 270 health 
centres which are also equipped with 10 to 25 beds and are staffed by 1 or 2 doctors; at 

373 dispensaries, 754 health stations which are located in provinces where health services 
are nationalized and which have approximately 7000 inhabitants each; at 168 examination and 
treatment establishments which generally have a bed capacity of 5 beds for patients to be 
transferred to a hospital. 

Medical and Allied Personnel and Training Facilities 

ratio was 1 per 2707. In 1968, Turkey had 12 389 doctors. The doctor /population 
Other health personnel included: 

Dentists 2 381 

Pharmacists 2 307 

Midwives 1 668 

Rural midwives 6 335 

Fully qualified nurses 3 891 

Assistant nurses 6 982 

Sanitarians 6 336 

Laboratory technicians 141 

Environmental health technicians 179 

X -ray technicians 63 
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Turkish medical schools are following different patterns of medical education, ranging 
from the traditional and classical pattern at Istanbul Medical School to the integrated 
teaching system of the Haceteppe Medical Centre, and the community -oriented medical education 
system at Erzurum Medical School where close co- operation between the provincial health 
services and the medical school allows the fullest use of health service facilities in medical 
education. 

There are at present in Turkey 7 faculties of medicine providing a 6 -year course, 7 

schools of dentistry providing a 4 -year course, 10 pharmacy schools providing a 4 -year course, 
1 veterinary school providing a 5 -year course, 1 health administration school providing a 

4 -year course. Nurses are trained in 14 schools and midwives are trained in 4 schools providing 
each a 4 -year course, There are also 27 schools for training of nursing and midwifery 
auxiliaries who are given a 3 -year course. Other training facilities included 1 school for 

laboratory technicians, 7 schools for sanitarians, 1 school for X -ray technicians, 1 school for 
dieticians and 2 schools for home economics. In order to adapt the number of personnel to 
be trained to the needs of the health services, a programme has been planned for the training 
of the required number of professional and auxiliary health personnel. Training of health 
personnel such as nurses, midwives, health technicians and auxiliary health personnel, has 
been given high priority. 

Communicable Disease Control and Immunization Services 

Tuberculosis is one of the main public health problems in Turkey. According to the 
results of a systematic X -ray screening programme, the estimated number of active tuberculosis 
cases is between 400 000 and 450 000. The tuberculosis control programme is based on a 
continuous mass vaccination programme, early diagnosis and ambulatory and hospital care. 
Since 1953, mass vaccination has been carried out by mobile BCG teams. Tuberculosis control 
dispensaries have taken part in these vaccination programmes. There are at present 174 
tuberculosis dispensaries and 2 training centres, 1 in Ankara and 1 in Istanbul, 

providing periodically 1- to 2 -month courses for health personnel. The whole population of 
Turkey has been tuberculin -tested and vaccinated. Since 1965, direct BCG vaccination of 

children aged O to 6 years has reached a coverage superior to 95 per cent. The reduction 
of the disease among infants, schoolchildren and students shows the efficiency of this 
activity. In 1964, the tuberculosis mortality rate was 41 per 100 000, whereas in 1967, it 

fell to 32 per 100 000. 

The trachoma control organization of the Ministry of Health is composed of a trachoma 
institute, 5 trachoma hospitals, 42 trachoma dispensaries and 168 treatment centres. In 

1964, there were approximately 1.5 million cases in Turkey of which 67 per cent, have been 
treated successfully during the last 5 years. In the east and south -east provinces where 
the prevalence of trachoma is high, the rate of trachoma was found to be 9.5 per cent, and the 
rate of the patients who had lost their sight was 13 per 1000. 

The leprosy problem in Turkey is not an important one. The endemic zone is limited to 
some provinces in the east and even in this area the estimated prevalence is less than 2 per 
1000. The number of leprosy cases in the country is estimated at about 15 000 of which between 
3000 and 4000 may be of lepromatous type. Control measures are applied to avoid an eventual 
spreading of the disease. The Government is making efforts towards training personnel and 
medical students in leprosy and in rehabilitation of leprosy patients. It is estimated that 
there are about 25 000 cases of syphilis. The units for the control of leprosy and syphilis 
are: 22 leprosy and syphilis control directorates, 19 skin and venereal diseases dispensaries, 
4 leprosy control dispensaries, 7 syphilis control advisory offices and 1 leprosy hospital with 
265 beds. 

The malaria eradication campaign has achieved a considerable success. The only 
problems which remained during the period under review are in the south -eastern corner of 
Turkey, in an area comprising the provinces of Mardin, Siirt and Hakkari, but in fact the zone 
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of high endemicity can be reduced to the valley of the Tiger and its lowlands on the 3- country 
border (Turkey, Syria, Iraq) and perhaps to some other valleys in the limitrophe mountainous 
Hakkari province. The difficulties encountered are mainly operational and administrative. 
The malaria eradication services continued to carry out surveillance services; pulverization 
which is applied once a year in localities in the attack and consolidation stages and twice a 
year in localities where the infection prevails. The parasites generally found were: 
P. vivax, P. falciparum and P, malariae. 

None of the quarantinable diseases exist in Turkey. Smallpox has been eradicated since 
1957 and plague since 1947. Special precautions were taken at the time of the cholera 
epidemic in Iran and Iraq in 1965 -1966. 

The following immunization procedures were carried out in 1967: 

Typhoid and paratyphoid fevers 12 709 342 

Smallpox 8 521 380 

Cholera 7 135 565 

Pг,liomyelitis 5 624 020 

Tetanus 3 304 639 

Diphtheria 3 220 415 

BCG 2 414 531 

Whooping -cough 1 192 397 

Specialized Units 

In 1968, the 47 pre -natal centres and 568 child health centres were attended by 
676 499 pregnant women, 256 625 infants under 1 year and 1 797 177 children aged between 1 

and 5 years. Domiciliary care was given to 325 284 pregnant women, 65 821 infants and 
460 752 pre -school children. Of all deliveries, 327 950 were conducted in hospitals. 
The total school population was under medical supervision. Other specialized units included 
85 dental health units, 1 medical rehabilitation centre, 11 psychiatric out -patient clinics and 
16 public health laboratories. All industrial establishments provide curative medical 
services but only those establishments which employ more than 50 workers provide preventive 
medical care. All workers are given pre -employment medical examination. 

Environmental Sanitation 

The Government has embarked on a 5 -year plan for the development of environmental hygiene 
in 5 pilot areas. The experience gained in these areas will be extended to the rest of the 
country, particular emphasis being given to the provinces where the health services are 
nationalized. 

In 1968, out of 36 259 communities, 621 had piped water systems serving 34.5 per cent, of 

the total population, while 43.5 per cent, of the inhabitants had water from public fountains. 

Sewerage systems were available in 95 communities and 15 per cent, of the urban population 

lived in houses connected to sewers. 

Major Public Health Problems 

The main health problems in Turkey are stated to be: the high infant mortality and 

maternal mortality, the high morbidity and mortality rates from communicable diseases, the 

deficient nutritional status due to economic and cultural causes, air pollution and noise 
which are gradually increasing in the larger cities, lack of health education and health 

awareness of the public. The underlying reasons for these health problems are considered 
to be: poor environmental conditions, unbalanced distribution of health manpower, low 

educational level, low income and high fertility. 
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Social and Economic Developments of Significance for the Health Situation during 

1965 -1968 

The period under review has been marked by a growing urbanization resulting 

in the creation of squatter areas. The increase in the rate of literacy and in 

of schools has had a favourable influence on health conditions. Investments in 

fields, particularly in developing provinces, have been accelerated. 

the Period 

very often 
the number 
social 

The nationalization of health services was continued during the period under review. 

The nationalization scheme started in the eastern region and covered 6 provinces in 1965. 

In 1968, the total number of nationalized provinces reached 22, covering 7.5 million 

inhabitants and one -third of the whole country. The whole eastern part of Turkey, where 
previously only very scarce medical services or none at all existed, is organized so that 

every village benefits from health services. There is approximately 1 doctor per 7000 

inhabitants in this region. Priority has been given to preventive health services. 

National Health Planning 

The first five -year plan was completed at the end of 1967. The second five -year plan 

covers the period 1968 -1972. This plan, which was drawn up by the State Planning 
Organization, foresees fundamental changes in the structure of the national economy. Its 

goal is a 7 per cent, growth rate. The State Planning Organization falls within the Prime 
Ministry and participates in the meetings of the High Planning Council, so that its officials 

are well informed of the over -all plans for the country's development. 

The social sector of the five -year plan is dealing in some detail with labour problems, 
manpower and its projection until 1985, education, cultural activities, health, social 

security, rural problems, family planning, social welfare services, housing, urbanization. 
There is also a chapter on youth problems (14 to 24 years age -group). 

The expansion of nationalized health services is recommended in the plan and integration 
of non -nationalized services is advocated with a view to facilitating their transition into 
nationalization. The most important target in the health structure is the construction and 
staffing of 300 additional health units each year with about 1400 health stations. An 
increase in the number of hospital beds will be realized in order to reach a ratio of 25 beds 
per 1000 inhabitants. 

In general, priority is given to the improvement of environmental health services, 
control and eradication of communicable diseases, health education, improvement of 
nutritional standards, and to preventive health services such as maternal and child health 
care, sanitation of schools and work places. The plan also introduced the principles of 
attributing increased incentives to the medical staff serving in nationalized areas, 
implementing a sound rotation system. 

Family planning programmes are included in the plan to safeguard the health of mothers 
and children, to improve the structure of the population and to alleviate the pressure of the 
population growth on economic development. 

Health services will be administered by a single organization in order to achieve an 
equitable distribution of services and of trained staff and a greater uniformity of services 
across the country. The establishment of health institutions by the private sector will be 
encouraged. 

The social security requirements which arise as a result of industrialization and 
modernization and which cannot be fulfilled through social insurance will be provided by 
social welfare services. These services will cover such fields as social aid for the aged 
and the poor, child welfare, youth welfare, family care, care of the physically and /or 
mentally unfit, medical and social rehabilitation. 
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During the planning period, a health insurance plan will be established. Citizens who 
are able to pay will contribute for their own treatment. The State will, at the same time, 

continue to implement a nationalization programme and to provide for the treatment of the poor. 

The total investment figure in the health sector mentioned in the plan is TL 2000 million 
for the years 1968 -1972. 

Medical and Public Health Research 

The volume of medical and public health research activities in Turkey has increased 
during recent years. Full co- operation and co- ordination among the establishments where 
research work is carried out is not yet fully achieved. A great deal of research in the field 
of public health is done by the institutions of the Ministry of Health and Social Assistance, 
the universities, the Turkish Scientific and Technical Research Council and the State 
Planning Organization. The most important research projects carried out in the field of 

public health during 1965 -1968 are: the Turkish Demographic Survey, the functional analysis 
of rural health services and the Turkish health manpower study. 

International Assistance 

In 1968, WHO's assistance to Turkey included the following projects: 

School of Public Health, Ankara (1960- 1968): to develop the School of Public Health in 
Ankara. 

Malaria Eradication Programme (1)57- ): to achieve malaria eradication throughout 
the country. 

Master Plan for Water Supply and Sewerage for the Istanbul Region (1965- ): to 

prepare a master plan for the extension and improvement of the water and sewerage system of 

Greater Istanbul and the rapidly developing industrial areas in the vicinity. 

Promotion of Training and Programmes in Sanitary Engineering (1968- ): to train 

sanitary engineers and sub -professional personnel working in environmental sanitation, to 

promote specific environmental health programmes in various government agencies. 

Fellowships (1968) in various health fields. 

Health Statistical Services (1964- 1968): to develop the national, regional and local 

health statistical services in co- ordination with the public health administration project. 

Environmental Health Services (1964- ): to develop the environmental sanitation 
services and train sanitation personnel. 

Environmental Sanitation (1964- ): to promote environmental sanitation work. 

Government Health Expenditure 

Total general government consumption expenditure for the fiscal year 1967/68 amounted to 
TL 11.2 billion. Of this amount TL 976 million (8.7 per cent.) was devoted to health 
services representing a coverage of about TL 30 per capita of the population. The Central 
Government carried 60.9 per cent, of the load (TL 594 million), followed by intermediate 
administrations with 33.9 per cent. (TL 331 million), and local authorities providing the rest 
(TL 51 million). An additional amount of TL 229 million was charged to capital account for 
the improvement and development of health facilities. 
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UNION OF SOVIET SOCIALIST REPUBLICS 

Population and Other Statistics 

At the last census, taken in January 1959, the population of the USSR was 208 826 650. 

Population estimates and some other vital statistics for the period 1965 -1968 are given in the 
following table: 

1965 1966 1967 1968 

Mean population 230 556 000 233 105 000 235 520 000 237 805 000 

Number of live births 4 253 096 4 241 624 4 093 094 4 117 871 

Birth -rate (per 1000 
population) 18.4 18.2 17.4 17.3 

Number of deaths 1 689 834 1 710 951 1 799 038 1 843 186 

Death -rate (per 1000 
population) 7.3 7.3 7.6 7.7 

Natural increase (per cent.) 1.11 1.09 0.98 0.96 

Number of infant deaths 117 583 110 839 107 790 108 009 

Infant mortality rate 
(per 1000 live births) 27 26 26 26 

The communicable diseases most frequently notified in 1968 were: measles (1 579 800), 

scarlet fever (502 000), infectious hepatitis (371 400 including post -immunization and post - 
transfusion), whooping -cough (119 400), typhoid and paratyphoid fevers (23 300), typhus 
(3100) diphtheria (2200), malaria, new cases (300), poliomyelitis (120). 

Organization of the Public Health Services 

The public health services in the USSR are run by central and local public health 
authorities. They are based on the following principles: the services are State organized; 
development is planned; highly qualified medical aid is provided for all citizens free of 

charge; emphasis is placed on preventive health measures; the participation of the 
inhabitants in solving public health problems is of basic importance. 

The USSR consists of 15 Union Republics. Within these Union Republics there are 
Autonomous Republics. The Union Republics are divided into oblasts and krajs, which in turn 
are divided into rayons, the smallest administrative unit. The central authority responsible 
for public health administration in the USSR is the Ministry of Health. The Union and 
Autonomous Republics also have ministries of health. In oblasts, krajs and towns, public 
health is administered by public health departments which form an integral part of the 
oblast, kraj and urban Soviets of Workers Deputies. 

Sanitation and Epidemiological Services 

These services exist at all levels of the health structure of the country. They 

comprise a wide range of services for the protection of the environment (air, water, soil), 
for the maintenance of sanitary and hygienic standards in urban and rural areas, the inspection 
of occupational health, the control for the maintenance of hygienic standards in public 
establishments. The prevention of communicable diseases is one of the most important tasks of 
these services. The Republic, oblast and urban sanitation and epidemiological centres and 
the sanitation and epidemiological departments of the rural rayon hospitals are the basic 
units of the sanitation and epidemiological services. 
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Medical Care Services 

All medical care is provided through an extensive network of hospitals, out -patient 
departments, polyclinics. The activities of hospitals, hospital polyclinic departments, and 

independent polyclinics are organized on the basis of territories and districts. Each 
territory is served by a polyclinic and is divided into medical districts each containing a 
population of 3000. A district medical officer is in charge of the polyclinic which provides 
the basic forms of specialized medical care, follow -up medical care, domiciliary treatment and 

emergency medical care. Cardio- rheumatological, gastro -enterological and other specialized 
clinics are now being set up within, the polyclinic. A considerable amount of out -patient 
care is also provided in specialized medical care and follow -up centres ( "dispensers ") dealing 
with the following clinical fields: tuberculosis, cancer, psychoneurological disorders, 
dermatology and venereal diseases, trachoma, goitre. The work of these centres is organized 
on a territorial basis. The Soviet public health service includes a successfully operating 
first -aid and emergency care system which is closely linked to the hospitals and polyclinics. 
stomatological care is available both at special polyclinics and in the stomatological units 
of general polyclinics. 

A system of medico-sanitary services in industrial establishments has been set up for the 

provision of curative and preventive care for workers in the main branches of industry. The 

basic component of this service is the medico -sanitary unit which consists of a combined 
hospital and polyclinic. Workshop districts have been organized comprising between 1500 
and 2000 industrial workers; they are in charge of a works' medical officer who is also 
responsible for the health posts and the sanatoria- prophylactoria. 

Particular attention is paid to the protection of the health of mothers and children. 
Children's hospitals and children's polyclinics and adolescent health units have been set up 
for the medical and health care of children and adolescents, In rural areas, the basic medical 
unit is the midwifery and feldscher- midwifery post which serves 3 or 4 villages with a 

population varying from 1000 to 4000. The district hospital with not less than 35 beds is 

located at the district centre and serves a medical district. 

The territory of each rayon is divided into medical districts, each with a population of 
some 7000 to 12 000 inhabitants. The rayon hospital has 100 or more beds. Each rayon has 

1 or several rayon hospitals. The Oblast hospital has a bed complement of 500 to 1000 beds 
and provides highly qualified and specialized medical care. In recent years, mobile clinics 
have been organized in remote areas. 

Hospital Services 

In 1967, there were 26 428 hospital establishments in the USSR with a total bed 
complement of 2 397 900. This is equivalent to 10.2 beds per 1000 inhabitants. These 

beds, to which 48 580 500 patients were admitted during the year, were distributed as follows: 

Category and number Number of beds 

General hospitals 

Tuberculosis hospitals 

Infectious diseases hospitals 

Maternity hospitals 

Paediatric hospitals 

Psychiatric hospitals 

Hospitals for orthopaedic surgery 

20 

2 

415 

208 

345 

774 

920 

557 

5 

1 647 

190 

63 

79 

107 

228 

700 

800 

100 

600 

300 

000 

800 
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Category and number Number of beds 

Oncology hospitals 259 22 800 

Hospitals for ophthalmology 30 2 700 

Ear, nose and throat hospitals 2 200 

Venereal diseases hospitals 582 29 200 

Hospitals for physical therapy 52 4 500 

Leprosaria 19 3 500 

Hospitals for alcohol addicts 8 1 200 

Hospitals for sport medicine 14 300 

Hospital for rheumatic diseases 19 800 

Other hospitals 219 15 400 

Out -patient services were provided in 22 047 out -patient polyclinic departments of 
hospitals, 5405 polyclinics, 6041 medical aid posts, 4648 mobile medical units, 199 blood 

transfusion units. 

Medical and Allied Personnel and Training Facilities 

equivalent to a doctor/ 

417 448 

30 910 

47 843 

In 1967, there were 550 389 doctors in the USSR. This was 

population ratio of 1 to 430. Other health personnel included: 

Feldschers 

Stomatologists 

Dental practitioners 

Dental laboratory technicians 22 157 

Pharmacists 39 600 

Pharmaceutical assistants 103 300 

Fully- qualified midwives 184 754 

Fully- qualified nurses 892 644 

Sanitarians 38 080 

Auxiliary sanitarians 31 426 

Physiotherapists 4 646 

Laboratory technicians 16 365 

X -ray technicians 22 588 

Auxiliary technical laboratory personnel 71 743 

Other health auxiliaries 70 970 

At the beginning of the academic year 1968/69, there were 271 216 students enrolled at 

higher medical training institutions and 427 612 trainees were enrolled at special middle grade 
training schools. The corresponding figures for 1967/68 were 256 071 and 414 142 respectively. 
The number of qualified medical specialists graduating at higher training institutions in 1967 
included: 18 559 graduates in general medicine, 3793 in paediatry, 1912 in sanitation, 3822 in 
stomatology, 2803 in pharmacy and 406 in chemical technology. Female students constitute 
nearly 60 per cent, of the students in higher medical training institutions. The drop -out 
rate is estimated to be 5 per cent, during the first 3 years and 0.8 per cent, in later years. 
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During the period under review, the Ministry of Health has modified the organizational 
principles governing the training of doctors and changed the duration of the theoretical 
training course, e.g. to 5 years, with subsequent specialization. Periods of "preliminary 
research training" ( "subordinatory ") during the sixth year and internships ( "internatury ") 

during the seventh year have been introduced into the curriculum of all advanced medical 
training institutes in the academic year 1969/70. 

Communicable Disease Control and Immunization Services 

The success in controlling communicable diseases in the USSR is due not only to the 
results of the health measures adopted, but also to the social and economic development of 

the country and to the improvement of the cultural level and of the standard of living of 
the inhabitants. During the period under review the previous decline in the morbidity of 
certain diseases was stabilized. Following the mass immunization of children during the 
years 1965 -1968, poliomyelitis can now be regarded as nearly eradicated. Whereas 13 000 to 
17 000 cases of poliomyelitis were recorded annually during the period 1955 -1959, there were 

only 120 cases in 1968. The same reduction has been noted in the incidence of diphtheria. 
Mass vaccination of children made it possible to reduce the incidence of whooping -cough by 
nearly 8 times since 1958. The incidence of brucellosis has been reduced by 4.3 times during 
the 10 -year period 1959 -1968. A considerable decline has also occurred in the incidence of 
tetanus. Malaria has been eradicated and during the 4 -year reporting period only isolated 
cases of this disease were observed. The incidence of typhoid fever which has already dropped 
considerably continues to decline, Smallpox, cholera and plague have been eradicated through- 
out the country. The outbreak of imported cholera El Tor in the Kara- Kalpak and Chorezm 
oblasts in 1965 has been localized by mass vaccination of the population. Active measures 
are taken to reduce the morbidity rate due to acute intestinal disorders and measles. The 
problem of the prevention of influenza, infectious hepatitis and leptospirosis is still to 
be solved. 

Chronic and Degenerative Diseases 

Chronic diseases occupy an important place among causes of death and requests for medical 
care. A special health programme, based on the epidemiological study of these diseases, has 
been worked out. The results of a mass survey carried out by the Institute of Cardiology 
show that 4.5 to 5,5 per cent, of the adult population suffer from arterial hypertension. 

Patients suffering from this condition and from ischaemic heart diseases are placed under 
systematic "Dispanser" observation. In large towns, units for the treatment of thrombo- 
embolism and shock conditions have been set up within the first -aid system. Cardiological 
departments and special infarction wards ( "intensive observation wards ") have been created 
within large hospitals, as well as infarction treatment centres. The USSR has an extended 
network of local cardiological sanatoria. In most large industrial establishments there are 
prophylactoria for patients suffering from arterial hypertension and coronary insufficiency. 
There are, in addition, special cardiological health resorts (Kislovodsk, Sochi, Darasun and 
others), where restorative treatment is available. 

Problems of cardiology are studied, in particular, at the A. L. Myasnikov Institute of 
Cardiology, at the Academy of Medical Science of the USSR, at the Cinamdzavvis -Vili Institute 
of Cardiology and the Therapeutical Institute of the Georgian SSR, the Strazhesko Institute of 
Clinical Medicine in Kiev, the Institute of Circulation Pathology of the USSR Ministry of 
Health, the USSR Academy of Medical Science's Institute of Cardiology and Cardio -Vascular 
Surgery, "A. N. Bakulev ", of the Armenian SSR, and in many other institutes. 

The development of the network of cardio -rheumatological units of which there were 2799 
in 1968, had made it possible to introduce modern methods in the diagnosis, treatment and 

prevention of rheumatic diseases. Patients suffering from these diseases are hospitalized 
during the active phase of the disease; 90 to 99 per cent, of children suffering from 
primary rheumo -carditis were given a complex drug - cum -hormone treatment. The first trial 
with Quinoline preparations for the treatment of constantly recurring and lingering forms of 
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rheumatism proved effective. Of particular significance is the method of "staged" therapy 

including rehabilitation. This method consists of hospital treatment during the acute 

period, followed by convalescence in a local sanatorium and follow -up at the polyclinic. 

Special attention is given to the control of cancer. Thanks to an extensive network of 
cancer control institutions, including, in 1968, 21 radiological and oncological research 

institutes, 276 cancer diagnosis and follow -up units ( "dispensers "), 2817 cancer departments 

and units in polyclinics and general hospitals, there has been a marked improvement in the 

detection, recording, diagnosis and treatment of cancer patients. 

In recent years, there has been an increase in the number of cases with cancer of the 

lungs and stomach (45.6 per 100 000 inhabitants in 1966) and an increase in the number of 
male and female patients in the 50 -59 and 60 and over age -groups. Improvement in the early 

diagnosis of cancer has reduced the number of patients detected with advanced forms of the 

disease from 32.2 per cent, in 1963 to 21.3 per cent, in 1967. 

For the purpose of early diagnosis of cancer, screening investigations have been under- 
taken on a very extensive scale. No fewer than 78 000 000 availed themselves of these 

facilities in 1966. Research has been carried out for new drugs for the treatment of cancer 

and on the use of a Proton beam. An All -Union Tumour Chemotherapy Centre was set up in 1966 
with a view to intensifying research activities in the field of chemo -therapeutical 
preparations. It is also planned to build a new National Scientific Cancer Control Centre 
in Moscow. 

Specialized Units 

The USSR has an extensive system of women's clinics, children's clinics and polyclinics. 
There were 20 200 maternal and child health clinics. The number of hospital beds for 
pregnant women was 225 000. The maintenance of a large number of permanent kindergarten, 
nursery -kindergarten and children's nurseries is a special feature of child care in the USSR. 

Seasonal children's homes and camps are organized during the summer. They were attended by 
more than 4 000 000 children in 1967. During the year, 719 200 pre -school children attended 
the kindergarten and nursery -kindergarten and 134 200 were in children's nurseries. Dental 
treatment was given in 26 791 stomatological institutions which were attended by 231 277 000 
persons. There were also 6079 dental technicians' workshops or departments. Psychiatric 
consultations were available at 1412 psychoneurological departments, out -patient clinics and 
polyclinics and 234 psychoneurological "dispensers ". In- patient psychiatric treatment was 
provided in 565 psychiatric and psychoneurological hospitals and "dispensers ". A number of 
out -patient facilities were also provided in certain of the specialized clinical fields. 
These included 6727 tuberculosis control institutions, 6404 dermatological and venereal 
disease institutions, 3268 cancer control institutions, 142 trachoma "dispensers ", 2063 goitre 
control institutions and 1662 medical rehabilitation institutions. 

Major Public Health Problems 

The main public health problems in the USSR during the period under review are those 
concerned with further improvement of the health situation in the country, the reduction of 
the general morbidity and mortality rates, particularly the infant and child mortality. In 

order to solve these problems, measures have been taken to improve the quality of medical 
care and the training of medical personnel, to promote a healthier environment, to improve 
working and living conditions, to extend the network of public health establishments, to 
develop specialized forms of medical care and to introduce the new developments of medical 
science and the scientific organization of labour into the practical work of public health 
establishments. Considerable efforts are also being made to develop and expand research 
activities in all branches of medicine. 
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Social and Economic Developments of Significance for the Health Situation 
during the Period 1965 -1968 

During the period under review the national economic development plan for 1966 -1970 was 
launched. During this 5 -year plan period it is proposed to increase the national income by 
38 to 41 per cent, and the per capita income by 30 per cent, on the average. The wages of 

workers, employees and collective farmers will be raised. A significant increase of about 
30 per cent, is foreseen in the field of housing. More than 480 000 000 square meters of 
urban living space is planned for the 5 -year period. 

The 5 -day week has been introduced for all workers and employees in industry and public 
services. It is proposed to improve the pensions for workers, employees and collective 
farmers and to raise the minimum rates of old age pensions. Particular attention is given 
to the improvement of communal services. The programme for the provision of towns with 
centralized water and gas supplies will be completed at the end of the 5 -year period. 
Electric power consumption will be increased. Measures have been taken to improve the 
sanitary conditions in populated areas and to prevent air and water pollution. There has 
been a marked acceleration in the growth rate of the pharmaceutical industry. Following a 

decree in 1.967, this branch of industry beсam <e independent and a special Ministry for 

Pharmaceutical Industry was set up. The production of medicaments and medical equipment 
in 1970 will be 70 per cent, higher than in 1965. The hospital and medical care establishments 
network has been developed and extended during the period under review. Physical education 
and sport have been expanded. 

Since 1967, special measures nave been adopted, with a view to increasing minimum wages, 
reducing and adjusting taxes paid out of workers' and employees' wages, extending material 
incentives, improving pensions, raising sick pay and unemployment allowances, increasing the 
length of holidays. In 1967 the Government initiated an economic experiment aiming at 
raising the economic efficiency of the health services and improving medical care for the 
population. 

National Health Planning 

The public health plan is an integral part of the over -all national economic development 
plan. The plans for the development of the health services are co- ordinated with the plans 
of other sectors - finances, capital investment, manpower and vocational training, etc. As 

in all other branches of the national economy the organization of national health planning is 
based on a combination of central planning and local initiative. 

Three groups of bodies are involved in health planning at all levels of the planning 
process: Soviet governmental bodies (Soviets of Ministers, the Executive Committees of the 

Soviets of Workers' Deputies), planning bodies (the State Planning Commission ( GOSPLAN) of 

Union and Autonomous Republics, Oblast, urban and rayon planning commissions), and the 

Republic and local health authorities. Draft plans are prepared at the rayon level and 

submitted either to the Oblast executive committee and the Oblast planning commission, or 

direct to the Soviet of Ministers and to the GOSPLAN of the Union Republic. After approval 

by the Soviet of Ministers of the USSR and by the GOSPLAN of the USSR, the plan is given its 
final form by the Supreme Soviet of the USSR, after which it has the force of law. 

The 7 -year economic development plan for 1959 -1965 has been successfully completed and 

a 5 -year plan for the period 1966 -1970 was launched. The objectives of this new health plan 

include among others an increase of the number of doctors to 28 doctors per 10 000 inhabitants 
in 1970 as against 23.9 in 1965: an increase of 454 400 hospital beds to reach 10.9 beds per 

1000 inhabitants in 1970 as against 9.6 in 1965. Particular attention is being given to 
medical care for workers in industrial establishments; to the health protection and medical 

care of children, women workers and mothers; to the improvement and expansion of medical care 
services in rural areas; to the extension of the system of sanatoria, prophylactoria and rest 
homes; to the further development of pharmaceutical and related industries; to the develop- 
ment of scientific organization of labour in medical establishments and the introduction of 
computer systems into public health administration. 
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Medical and Public Health Research 

The USSR has a planned and co- ordinated system of medical and public health research 

which includes the State Committee on Science and Technology of the USSR Council of Ministers, 

which has a special medical section, the Scientific Medical Councils of the USSR Ministry of 

Health and of the Health Ministries of the 15 Union Republics, the Research Co- ordination 
Section of the Academy of Medical Sciences of the USSR. Research activities are carried out 
in 293 research institutes and laboratories, 91 medical institutes and 13 institutes for 

advanced medical studies by 50 363 scientific workers. The State budget allocated a sum 

of 138 500 000 roubles for research in medicine and public health for the year 1969. The 

research projects carried out during the reporting period covered amongst other subjects, 
immunology, general neurophysiology and experimental pathology of the nervous system, 
nutrition, chronic and degenerative diseases, with special attention to cancer. In addition 
there is a considerable interest in research concerned with the organization and operation of 
public health and medical services both in urban and rural areas. 

Government Health Expenditure 

In 1967, total expenditure on health and physical culture amounted to 7451 million 
roubles, including 652 million roubles for capital investment and maintenance. In addition 
to the funds for public health and physical culture provided out of the State budget, funds 
are also provided by undertakings, organizations and collective farms. 

Total expenditure on health and physical culture from all sources amounted thus to 

9300 million roubles in 1967. 
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UNITED KINGDOM OF GREAT BRITAIN AND NORTHERN IRELAND 

Each of the З component parts of the United Kingdom - England and Wales, Scotland 
and Northern Ireland - has its own ministry or department of health and publishes its own 

statistics. 

ENGLAND AND WALES 

Population and Other Statistics 

At the last census, taken in April 1961, the population of England and Wales was 
46 104 548. Population estimates and some other vital statistics for England and Wales 
for the period 1965 -1968 are given in the following table: 

1965 1966 1967 1968 

Home population 47 762 800 47 985 300 48 300 800 48 593 000 

Number of live births 862 725 849 823 832 164 819 275 

Birth -rate (per 1000 
population) 18.1 17.7 17.2 16.9 

Number of deaths 549 379 563 624 542 516 576 788 

Death -rate (per 1000 
population) 11.5 11.7 11.2 11.9 

Natural increase (per cent.) 0.66 0.60 0.60 0.50 

Number of infant deaths 16 395 16 147 15 266 14 982 

Infant mortality rate (per 

1000 live births) 19.0 19.0 18.3 18.3 

Number of deaths, 1 -4 years 2 665 2 783 2 574 2 684 

Death -rate, 1 -4 years (per 

1000 population at risk) 0.82 0.84 0.77 0.80 

Number of maternal deaths 221 223 172 198 

Maternal mortality rate (per 

1000 live births) 0.26 0.26 0.21 0.24 

Of the 542 516 deaths recorded in 1967, the main causes were (ICD 1955): chronic 

rheumatic heart disease, arteriosclerotic and degenerative heart disease and other diseases of 

the heart (169 256), malignant neoplasms (110 072), vascular lesions affecting the central 

nervous system (77 147), pneumonia (32 126), bronchitis (27 811), accidents (18 331, 

including 7160 motor vehicle accidents), hypertension (11 208), suicide and self -inflicted 

injury (4711), congenital malformations (4558), diabetes mellitus (4222), senility without 

mention of psychosis, ill- defined and unknown causes (4107), ulcer of stomach and duodenum 

(3860), birth injuries, post -natal asphyxia and atelectasis (3786), intestinal obstruction 

and hernia (2970), nephritis and nephrosis (2677), gastritis, duodenitis, enteritis and 

colitis, except diarrhoea of the newborn (2585), tuberculosis, all forms (2043). 
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The communicable diseases most frequently notified in 1968 were: measles (233 887), 

dysentery, all forms (21 149), whooping -cough (17 280), scarlet fever (14 654), tuberculosis, 

all forms, new cases (12 954), infectious hepatitis (12 348 cases from week ended 21 June), 

meningococcal infections (606), typhoid and paratyphoid fevers (212), poliomyelitis (29), 

diphtheria (17), smallpox (1 imported case), typhus (1 imported case). 

Hospital Services 

In 1967, England and Wales had 2531 hospitals with a total bed complement of 467 447 - 

equivalent to 9,7 beds per 1000 population. These beds were distributed as follows: 

Category and number Number of beds 

General hospitals 1 097 197 621 

Tuberculosis hospitals 83 8 948 

Infectious diseases 
hospitals 

26 1 101 

Maternity hospitals 256 9 164 

Paediatric hospitals 38 4 687 

Psychiatric hospitals 152 130 329 

Other hospitals 879 115 597 

Ambulatory care was provided in 1968 at 2461 hospital out -patient departments which 

recorded 6 512 845 new patients during the year. 

Medical and Allied Personnel 

In 1967, there were 56 500 doctors in England and 

service. The doctor /population ratio was 1 per 850. 

service included: 

Wales, of whom 49 000 were in government 
Other health personnel in government 

Dentists 12 500 

Dental hygienists 55 

Pharmacists 15 800 

Pharmacy technicians 1 455 

Fully- qualified midwives 17 900 

Pupil midwives 6 200 

Fully- qualified nurses 108 800 

State enrolled nurses 38 500 

Student pupil nurses 68 500 

Nursing auxiliaries 60 300 

Veterinarians 711 (1968) 

Sanitary inspectors 5 370 

Physiotherapists 4 300 
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Laboratory technicians 3 800 

X -ray technicians 4 400 

Unqualified medical 
laboratory technicians 5 300 

Other paramedical technical 
personnel 4 114 

England and Wales have 28 medical schools, 17 schools for dentistry, 13 schools for pharmacy 
and 6 schools for veterinary medicine. During the period under review the facilities and 
opportunities for post -graduate medical education continued to improve and at the end of 1968 

there were more than 70 medical centres in England and Wales. 

Training for laboratory technicians was provided in 24 schools, for physiotherapists in 29 

schools, for radiographers in 120 schools, for sanitarians in 16 schools and for occupational 
therapists in 9 schools. Training is also provided in many of the professional fields 

supplementary to medicine. In the hospital and specialized services most technicians are 
trained following employment by at.tonding Ih,: :uretic.11 courses held in colleges. 

Immunization Services 

The following immunization procedures were carried out in England and Wales in 1967: 

Tetanus 1 937 

Diphtheria 1 891 

Whooping -cough 1 170 

Poliomyelitis 827 

Smallpox 520 

BCG 485 

Specialized Services 

138 

028 

151 

928 

039 

171 

In 1968, maternal and child care in England and Wales was based on 6504 centres which were 

attended by 795 000 pregnant women, 635 169 children under 1 year and 1 297 068 children aged 

1 to 5 years. Domiciliary visits were made to 841 277 children under 1 year and to 2 663 581 

children aged 1 to 5. In 1968, of the 819 275 deliveries, 650 206 were institutional and 

156 880 were conducted under domiciliary arrangement by a doctor or qualified midwife. 

School health services were available at 163 units where 7 647 448 schoolchildren, or 93.2 

per cent, of the total school population, received some form of health care during the year. 

There were also 21 National Health Service rehabilitation centres. Departments of physical 

medicine are attached to or are being developed at all district general hospitals or their 

equivalents. Psychiatric consultations were given at approximately 900 out -patient centres, 

including local authority clinics, which recorded 229 000 new out -patients during the year. 

There were 7968 Factories Act establishments recorded as having medical or nursing staff. 

Other specialized units included 236 chest clinics attended by 399 000 new out -patients and 188 

venereal diseases clinics attended by 182 000. England and Wales had also 62 public health 

laboratories. 

Environmental Sanitation 

In 1968, of the total population of 48 593 000 in England and Wales, 48 107 000 were living 

in communities with piped water systems serving 99 per cent, of the population, and 47 621 000 

were living in communities with sewerage systems. It is estimated that 98 per cent, of the 

population were living in houses connected to sewers. 
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Government Health Expenditure 

Total general government consumption expenditure for the fiscal year 1967/68 amounted to 
£ 7095 million. Of this amount £ 1510 million (21.3 per cent.) were devoted to health 
services (goods and services), representing a per capita expenditure on health of £ 31,2, 

This amount excludes expenditure for the armed forces, school meals and milk, local authority 
welfare services, welfare food, Medical Research Council, prison medical services, and water, 
sewerage and refuse disposal. The central Government carried £ 1301 million (86.2 per cent.), 
followed by local authorities health expenditure including school health services which amounted 
to £209 million (13.8 per cent.). An additional amount of £130 million was charged to capital 
account for the implementation and development of health facilities. 
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SCOTLAND 

Population and Other Statistics 

At the last census, taken in April 1961, the population of Scotland was 5 179 344. 
Population estimates and some other vital statistics for the period 1965 -1968 are given in the 
following table: 

1965 1966 1967 1968 

Home population 5 203 900 5 190 800 5 186 600 5 187 500 

Number of live births 100 660 96 536 96 221 94 787 

Birth -rate (per 1000 
population) 19.3 18.6 18.6 18.3 

Number of deaths 62 868 63 689 59 523 63 311 

Death -rate (per 1000 
population) 12.1 12.3 11.5 12.2 

Natural increase (per cent.) 0.72 0.63 0.71 0.61 

Number of infant deaths 2 327 2 239 2 024 1 970 

Infant mortality rate (per 
1000 live births) 23.1 23.2 21.0 20.8 

Number of deaths, 1 -4 years 350 354 323 356 

Death -rate, 1 -4 years (per 
1000 population at risk) 0.9 0.9 0.8 0.9 

Number of maternal deaths 38 24 22 13 

Maternal mortality rate (per 

1000 live births) 0.4 0.2 0.2 0.1 

Of the 59 523 deaths recorded in 1967, the main causes were (ICD 1955): arteriosclerotic 
and degenerative heart disease (17 872), malignant neoplasms (12 135), vascular lesions 
affecting the central nervous system (9805), accidents (2306, including 796 motor vehicle 
accidents), bronchitis (2247), pneumonia (1949), hypertension (1270), diabetes mellitus (662), 

chronic rheumatic heart disease (648), congenital malformations (635), birth injuries, post- 

natal asphyxia and atelectasis (537), ulcer of stomach and duodenum (404), suicide and self - 
inflicted injury (391), intestinal obstruction and hernia (353), senility without mention of 

psychosis, ill- defined and unknown causes (341), anaemias (311). 

The communicable diseases most frequently notified in 1968 were: measles (10 557), 

dysentery, all forms (4306), tuberculosis, all forms, new cases (2069), scarlet fever (1332), 

infectious hepatitis (909), whooping -cough (902), meningococcal infections (171), typhoid and 

paratyphoid fevers (30), malaria (19), diphtheria (7), poliomyelitis (1). 

Hospital Services 

In 1967, Scotland had 363 hospitals providing 62 639 beds to which 656 610 in- patients 
were admitted during the year. The bed /population ratio was 12.1 per 1000. These beds were 
distributed as follows: 
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Category and number Number of beds 

General hospitals 148 24 407 

Tuberculosis and infectious 
diseases hospitals 6 503 

Maternity hospitals 43 2 153 

Paediatric hospitals 7 867 

Psychiatric hospitals 35 19 840 

Chronic diseases hospitals 77 5 903 

Convalescent hospitals 14 1 033 

Orthopaedic hospitals 3 441 

Hospitals for mental 
deficiency 15 6 312 

Other hospitals 15 1 180 

Out- patient care was available in 1968 at 296 hospital out -patient departments. 

Medical and Allied Personnel 

In 1967, Scotland had 6614 doctors, or 1 doctor per 780 inhabitants. Other health 
personnel included: 

Dentists 1 702 

Pharmacists 2 708 

Pharmaceutical assistants 2 300 

Fully- qualified midwives 2 715 

Student midwives 1 121* 

Nursing staff in maternity 
hospitals 958* 

Fully- qualified nurses 
(registered) 15 145 

Registered nurses in training 6 559 

Assistant nurses 12 019 

Sanitary engineers 350 

Sanitarians 300 

Physiotherapists 599 

Laboratory technicians 1 167 

X -ray technicians 543* 

Remedial gymnasts 20 

* 
In government service. 
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Scotland had 4 medical schools with 596 students in 1967/68 and 428 graduates, 3 schools 
for dentistry with 137 students and 102 graduates and 1 university course in nursing with 
approximately 40 students.. Training for dental surgery assistants was provided in 2 schools 
(33 students and 12 graduates), for dental technicians in 3 schools (143 students), for dental 
hygienists in 1 school (6 students). 

There were also 6 schools for laboratory technicians, 5 schools for physiotherapists, 
5 schools for radiographers, 2 schools for occupational therapists, 2 schools for chiropodists 
and 2 schools for pharmacy technicians. Basic training in nursing is available in 66 schools 
for State registered nurses and in 100 schools for State enrolled nurses. These schools had 
altogether an output of 823 graduates in 1968. Midwifery training is given at 33 schools which 
had 1301 students and 969 graduates in 1968. 

Immunization Services 

The following immunization procedures were carried out in Scotland in 1967: 

Tetanus 224 525 

Diphtheria 221 358 

Poliomyelitis 164 250 

BCG 88 105 

Smallpox 85 735 

Specialized Units 

In 1968, maternal and child care in Scotland was based on 598 centres which were attended 
by 34 592 pregnant women, 69 814 children under 1 year of age and 106 019 children aged 1 -5 

years. Domiciliary care was given to 29 543 pregnant women, 95 665 infants and 350 514 pre- 
school children. In 1968, of all deliveries, 87 031 were conducted in hospitals and 7597 under 
domiciliary arrangements. The total school population had access to the school health services. 
Psychiatric consultations were available at 97 centres for mental health, mental deficiency and 
child psychiatry. They were attended by 11 076 new out -patients. 

Environmental Sanitation 

Of the total of 454 communities with 5 186 600 inhabitants in 1967, 444 with a population 
of 5 179 600, or 99.9 per cent, of Scotland's total population, were served with piped water. 
Of these communities, 363 with 5 011 600 inhabitants or 97 per cent, of the total population 
had sewerage systems. 

Government Health Expenditure 

Total general government expenditure on health for the fiscal year 1967/68 amounted to 

£ 160.9 million, excluding expenditure for education, environmental services and national 
insurance costs. The per capita expenditure on health was thus £ 31.0. The National Health 
Service and Welfare Service carried £146.4 million of the expenditure (91.0 per cent.) while 
the local authorities' expenditure amounted to £14.5 million (9.0 per cent.). An additional 

amount of £ 16.1 million was charged to capital account for the improvement and development of 
health facilities. 
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NORTHERN IRELAND 

Population and Other Statistics 

At the last census, taken in October 1966, the population of Northern Ireland was 1 484 700. 

Population estimates and some other vital statistics for the period 1965 -1968 are given in the 

following table: 

1965 1966 1967 1968 

Home population 1 469 000 1 484 800 1 491 000 1 502 000 

Number of live births 33 890 33 228 33 415 33 173 

Birth -rate (per 1000 
population) 23.1 22.5 22.4 22.1 

Number of deaths 15 551 16 441 14 671 15 933 

Death -rate (per 1000 

population) 10.6 11.1 9.8 10.6 

Natural increase (per cent.) 1.25 1.14 1.26 1.15 

Number of infant deaths 849 849 785 796 

Infant mortality rate (per 

1000 live births) 25.1 25.6 23.5 24.0 

Number of deaths, 1 -4 years 111 139 110 89 

Death -rate, 1 -4 years (per 

1000 population at risk) 0.9 1.1 0.9 0.7 

Number of maternal deaths 11 6 8 9 

Maternal mortality rate (per 

1000 live births) 0.32 0.18 0.24 0.27 

Of the 14 671 deaths recorded in 1967, the main causes were (ICD 1955): chronic 
rheumatic heart disease, arteriosclerotic and degenerative heart disease, and other diseases of 

the heart (5228), malignant neoplasms (2459), vascular lesions affecting the central nervous 
system (2077), bronchitis (663), pneumonia (489), accidents (465, including 223 motor vehicle 
accidents), hypertension (319), birth injuries, post -natal asphyxia and atelectasis (227), 

congenital malformations (217), diabetes mellitus (130). 

The communicable diseases most frequently notified in 1968 were: measles (5386), scarlet 
fever (1027), infectious hepatitis (1019), whooping -cough (750), dysentery, all forms. (714), 

tuberculosis, all forms, new cases (351), meningococcal infections (99), poliomyelitis (10), 

typhoid fever (2). 

Hospital Services 

The total hospital bed complement in Northern Ireland was 17 187 in 1967 which is 

equivalent to a bed population ratio of 11.5 per 1000. During the year, 202 949 patients were 
admitted to these beds and received 5 490 152 days of in- patient care. Out -patient care was 
given at 47 hospital out -patient departments and at 3 health centres. 
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Medical and Allied Personnel 

or 1 doctor per 780 inhabitants. In 1967 there were 1906 doctors in Northern Ireland, 

Other health personnel included: 

Dentists 317 

Dental assistants 45 

Pharmacists 58* 

Fully- qualified midwives 784 

Fully- qualified nurses 5 1.83 

Auxiliary nurses 1 614 

Sanitarians 157 

Physiotherapists 138 

Laboratory technicians 283 

X -ray technicians 172 

* 
In government service. 

There is 1 medical school at the Queen's University, Belfast, whose output in 1968 was 

86. Facilities for post -graduate medical education are being developed in centres at area 

hospitals, and there is a well- developed trainee scheme for general practitioners. Training 

is also provided in dentistry and pharmacy with 22 dental graduates and 16 pharmacy graduates 
in 1968. Northern Ireland also provides local training for medical and psychiatric social 

workers (1 school), dental surgery assistants (1 school), dental mechanics (1 school), 

medical laboratory technicians (12 schools), physiotherapists (1 school), radiographers 
(3 schools), public health inspectors (1 school), special care teachers (1 school), social 

workers (1 school) and medical receptionists (1 school). Nursing training for State registered 
nurses is given in 11 schools which had 871 students in 1967/68, whereas training for State 

enrolled nurses is available at 17 schools which had 419 students in 1967/68. There are 3 

schools for midwifery basic training which had 195 students in 1967/68. 

Immunization Servíces 

The following immunization procedures were carried out in Northern Ireland in 1967: 

Tetanus 67 521 

Diphtheria 57 999 

Poliomyelitis 56 652 

Whooping -cough 32 419 

BCG 13 959 

Smallpox 7 969 

Yellow fever 802 

Specialized Units 

In 1967, Northern Ireland had 34 pre -natal units and 218 child health centres. During 

the year, 918'2 pregnant women, 27 236 children under 2 years and 8136 children aged 2 -4 years 

availed themselves of these services. Domiciliary visits were paid to 33 504 pregnant women. 

A total of 240 634 visits were made to children under 1 year and 305 073 to children under 
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6 years. Of all deliveries; 30 858 *ire conducted in hospitals and 3131 under domiciliary 
arrangements. All schoolchildren have access to the school health services. Examinations 
are conducted on the school premises. Dental treatment was given in 86 centres to 177 281 

patients. The hospital rehabilitation out -patient department was attended by 2864 new patients. 
Psychiatric consultations were given at 13 out -patient units which recorded 5468 new out- 
patients in 1967. There was a public health laboratory in Belfast and a number of local 
laboratories in various hospitals throughout the province. Together they carried out over 
1.6 million examinations in 1967. 

Environmental Sanitation 

All of the 67 communities with 1 484 775 inhabitants in 1966 had piped water systems 
serving 85 per cent, of the population. These communities were also provided with sewerage 

systems and approximately 80 per cent, of the population were living in houses connected to 

sewers. 

Government Health Expenditure 

Total general government consumption expenditure for the fiscal year 1967/68 amounted to 

£ 117 298 000. Of this amount £ 40 560 000 (34.6 per cent.) were devoted to health services, 
representing a per capita expenditure on health of £27.1. The central Government carried 
£ 38 500 000 of the load (94.9 per cent.), followed by local authorities with £ 2 060 000 (5.1 
per cent.). An additional amount of £ 68 636 000 was charged to capital account for the 

implementation and development of health facilities. 
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UNITED KINGDOM 

Organization of the Public Health Services 

England and Wales 

For England and Wales the central health authority is the Department of Health and Social 

Security which is headed by a Secretary of State. He is responsible to Parliament and is 

advised by the Central Health Services Council and certain standing advisory committees dealing 

with special subjects, which he appoints after consultation with interested bodies. 

The National Health Service is available to all residents in the United Kingdom and covers 

a comprehensive range of hospital, specialist, practitioner (medical, dental, ophthalmic), 

pharmaceutical, appliance and local authority services. It is organized in 3 main divisions: 

(i) Hospital and specialist services - for these the Secretary of State has direct 
responsibility exercised in the main through regional hospital boards. 

(ii) General medical services, including family doctors and dentists, chemists and 
opticians. The Minister has indirect responsibility for these and exercises general 
supervisory powers through executive councils. 

(iii) Local authority services, responsible primarily for the prevention of illness and 
after care. Here again the Minister's responsibility is indirect, and his general 
supervisory powers are exercised through local health authorities. 

Scotland 

The Secretary of State for Scotland exercises in Scotland the functions for which the 
Minister of Health is responsible in England and Wales. The country is divided, for hospital 
purposes, into 5 regions, each under the control of a regional hospital board. Four of the 
regions are centred in the university cities of Edinburgh, Glasgow, Dundee and Aberdeen, and 
the teaching hospitals in these cities are part of the regional hospital board system. The 
fifth regional board is based in Inverness and serves the Highlands. The laboratory services 
in Scotland are run as part of the hospital and specialist services. There is no separate 
public health laboratory service as in England and Wales. 

Northern Ireland 

The health services of Northern Ireland are provided under the Health Services Act (NI) 

1948 to 1967. Under the Social Services Agreement between the United Kingdom and Northern 
Ireland Governments, the scale and standard of the services are kept in general conformity with 
those in Great Britain. It is the duty of the Ministry to promote a comprehensive health 
service, which is administered in 3 parts - hospital and specialist services through a 
Hospitals' Authority and Management Committee; general health services through a general health 
services board; personal health services by 8 local authority health committees, which also 
provide school health and environmental health services. Ambulance services and all services 

for the mentally sub -normal come under the Hospitals' Authority in Northern Ireland, and are 
financed from the Exchequer. Welfare services, hbme help and child care services are provided 
under separate legislation by 8 local authority welfare committees. 

Communicable Disease Control and Immunization Services 

The general incidence and methods of control of communicable diseases are not significantly 
different throughout the United Kingdom as a whole. Of the communicable diseases notifiable 
in England and Wales the most common is measles. Epidemics occur with a regular biennial cycle. 
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In 1965 the number of cases exceeded 500 000. A large -scale vaccination campaign was launched 
in the summer of 1968 and by the end of the year 719 169 vaccinations had been performed. The 
case -fatality was of the order of 2 per 10 000 during the years under review. The mortality 
from whooping -cough was also low. Immunization against diphtheria, whooping -cough and polio- 
myelitis was energetically promoted and it is estimated that 75 -78 per cent, of children aged 
2 years are protected against these diseases. Oral poliomyelitis vaccine replaced Salk vaccine. 
It is estimated that only 39 per cent, of 2- year-old children are protected by smallpox vacci- 
nation. Early detection and treatment, examination of contacts and BCG vaccination play an 
important role in the control of respiratory tuberculosis. Miniature mass radiography units 
examined about 3.25 million persons annually during the years 1965 -1968.. and discovered approxi- 
mately 1 case of tuberculosis per 1000 persons examined. The increasing number of immigrants 
make a disproportionate contribution to the total number of notified tuberculosis cases in 

recent years. There were 282 519 tuberculosis patients under supervision by chest clinics at 
the end of 1968, as compared with 397 000 at the beginning of 1965. Children of school - 
leaving age are routinely given a tuberculin test using leaf's techniques. Tuberculin negative 
cases are offered BCG vaccination. 

The prevalence of venereal disease remains a cause of concern. Although the number of 
new cases of syphilis declined each year, the number of cases of gonorrhoea and of non -gonococcal 
urethritis increased. Gonorrhoea is however less prevalent in Scotland than in England and 
Wales. The bulk of venereal infections occurs in persons of 25 years and over, but there has 
been a disquieting increase in the number of infections among younger age -groups. The 2 

measures relied upon to combat venereal disease are contact tracing and health education. 

In the control of smallpox, reliance is placed on surveillance, early diagnosis and 
containment measures, because despite the strict control exercised at ports and airports the 
disease has been imported into the country on several occasions in recent years. In 1966 an 
outbreak of variola minor occurred with 62 cases but no deaths. Vaccination against smallpox 
is no longer compulsory in Northern Ireland and the vaccinal rate has fallen very considerably 
though no cases of smallpox have occurred. 

For the most part typhoid and paratyphoid infections appear as sporadic cases or limited 
outbreaks. A large milk -borne outbreak affecting 642 persons occurred in 1965. 

Infectious hepatitis occasionally erupts in epidemic form in Northern Ireland. 

Chronic and Degenerative Diseases 

The chronic and degenerative diseases pattern is very similar in different areas of the 
United Kingdom. The United Kingdom has an aging population. In 1965 the proportion of the 

population aged 65 years and over was 11.5 per cent, and by 1968 the percentage had risen to 
12.7 per cent. This trend, combined with the decline in importance of the communicable diseases 
has given increasing importance to the chronic and degenerative diseases. In 1965, malignant 
neoplasms, diabetes, vascular lesions, arteriosclerotic heart diseases and bronchitis accounted 
together for 60.1 per cent, of all deaths, while in 1968 the proportion had risen to 61.1 per 
cent. 

Although the number of deaths from malignant neoplasms in England and Wales increased by 

5.6 per cent, between 1965 and 1968 the main reason for this trend must be sought in the 
increasing proportion of the population in the older age -groups wherein the incidence is highest. 
Already experiencing 1 of the highest death -rates in the world, mortality from lung cancer in 

England and Wales continued to rise. Deaths among males increased by 7.7 per cent, between 
1965 and 1968 and deaths of females by 19.0 per cent. Cancer of the lung has a slightly higher 

incidence in Scotland than in England. By 1965 there were some encouraging signs that the 

Government's "anti- smoking" campaign was having an effect. However, an attempt in 1966 to 

introduce voluntarily a curb on tobacco advertising was not successful. 
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Cancer of the cervix uteri does not present a problem of the same magnitude. The number 
of deaths remained stationary between 1965 and 1968 at about 2400. Nevertheless the possibi- 
lity of prevention of invasive carcinoma by routine use of cervical cytology has been actively 
pursued with the co- operation of hospital, local authority and the general practitioner services 

and voluntary organizations. The training of pathologists and technicians in the techniques 

of cervical cytology proceeded at a rapid pace. 

Breast cancer among females is a more serious problem than cervical cancer. The number 

of deaths increased by 6.1 per cent, during the reporting period. In the present state of 

knowledge the only approach to preventing deaths from this form of cancer is by early detection 

and treatment. The available methods are clinical examination, X -ray mammography and thermo- 

graphy. 

Since 1954 it was known that B naphthylamine and related compounds constituted a carcino- 

genic hazard for workers in the chemical industry. The manufacture of this substance has been 

discontinued for several years on a voluntary basis and formal regulations to this effect were 

adopted in 1967. The increasing use of chemicals in agriculture requires that a vigilant 

attitude to the possibility of carcinogenic hazards be maintained. There is as yet no evidence 

to suggest that such effects occur. The value of occupational analyses was illustrated by a 

report in 1967 of an enhanced risk of cancer of the nasal cavity and accessory sinuses among 

woodworkers. Considerable research was in progress on the carcinogenic risks associated with 

asbestos. 

Since 1962 all hospital regions in England and Wales have operated the national cancer 

registration scheme. An expert committee has advised on the control of carcinogenic risk 

arising from medical diagnostic radiography, the main source of ionizing radiation to which the 

general public is exposed. The committee reported on leukaemogenic risks in 1966. Following 

this report a Code of Practice was issued. Much work has also been done in cancer education 

of the general public and of the medical profession. 

In 1965 an expert group recommended the immediate expansion of a haemodialysis programme. 

At the end of 1967 there were 21 special centres maintaining 225 patients on intermittent 

dialysis. There has been a shift in emphasis towards home dialysis. 

The size of the myocardial infarction problem - an estimated 73 000 hospital admissions in 

England and Wales in 1965 with 23 000 deaths - made it imperative to investigate the potential 

value of intensive coronary care. 

Major Public Health Problems 

The causes of illness and disability calling increasingly for attention in the United 

Kingdom are the chronic and degenerative diseases, mental ill- health and various kinds of 

injury. 

Chronic bronchitis is a major cause of disability, particularly among males from middle - 

life onwards and is responsible for the loss of more working days than any other single cause. 

Mental disorders, including mental sub -normality are another major cause of disability. 

Alcoholism and alcoholic psychosis as causes of hospital admissions have shown a disquieting 

tendency to increase in recent years. The number of admissions in 1968 was 4 times the number 

10 years previously. There has been in recent years an increased awareness of the problem of 

drug addiction. In 1968 the prescribing of heroin was restricted to hospitals and addicts had 

to be registered. The abuse of amphetamines also gave rise to concern. In Scotland, the 

problem of drug addiction is less significant than in England and Wales but the question of 

alcoholism is more prominent. From the public health point of view a more serious problem 

arises from the introduction of new drugs in medical practice and from the misuse of medicines 

in general. The former aspect is under continuous scrutiny by means of an expert committee. 

Another aspect of these problems is the rising trend in hospital admissions from poisoning. 

Among young children the salicylates are the commonest chemicals involved while among the older 

people poisoning from barbiturates is the most frequent form. 
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Road traffic accidents are an important cause of disability and death. Approximately 
100 000 persons are admitted to hospital each year because of injury sustained in road traffic 
accidents. 

The most significant demographic change has been the continuing trend towards an "older" 

population structure. This tendency has a profound effect on health and welfare services not 
only because of the increasing burden of chronic diseases but also because of the need to 

provide domiciliary and community care for an increasing number of elderly persons. 

The increasing complexity of medicine, the introduction of new techniques, the rising cost 
of services and the shortages of skilled personnel are all factors pointing to another major 

preoccupation of health administrators: to seek improved ways of delivering medical care. 

An allied problem is that of organizing the education and training for the medical and related 
professions in preparation for the changing circumstances of the future. 

Social and Economic Developments of Significance for the Health Situation 
during the Period 1965 -1968 • Broadly speaking there have been no major changes in these fields in the United Kingdom 
during the reporting period. There has been a steady increase in the population from an 
estimated total of 54 435 700 in 1965 to an estimated total of.55 282 500 in 1968, during which 
period approximately 306 018 immigrants were admitted from Commonwealth and other countries. 
The Gross National Product of the United Kingdom rose over the same 4 -year period from £'31 364 
million to £ 36 686 million. 

One of the most important legislative acts in England and Wales during the period under 
review was the passing of the Abortion Act in 1967 which came into force in April 1968. The 
year 1968 saw the implementation of the Health Services and Public Health Act which made a 
large number of changes, mainly of minor character, in order to promote improvements in the 

health and welfare services, and in the arrangements to prevent the spread of infectious 

diseases and food poisoning. Under the Act, ophthalmic services are now provided at health 
centres and provision is made for dentists, opticians and chemists working at health centres to 
engage in private practice. Taken as a whole the Act should make it easier to provide the 
patterns of service needed and to make the best use of the resources available within the 
framework of the services as they now exist. Similar legislation is in prospect for Northern 
Ireland. 

From November 1969, under the Social Work (Scotland) Act 1968, it is the duty of the local • authority for each county, city and large town in Scotland to provide a comprehensive social 
'work service, including the care of children and the social (but not medical or nursing) support 
of the elderly, the physically and mentally handicapped and the ill. They also have a duty 
to promote social welfare in their areas which involves not only remedial action but also 
preventive work and the creation of conditions in which social distress and delinquency are 
less likely to occur. This will lead to the integration, within local authorities, of all the 
various existing departments dealing with all aspects of social welfare. 

National Health Planning 

The present structure of the National Health Service providing for separate administrations 
for hospitals and for other services, makes it difficult to plan comprehensively. There is a 

tendency for each part of the Service to plan in isolation, not withstanding attempts to 

improve co- ordination in recent years. 
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1966 saw the completion of the comprehensive review of the hospital building programme 
initiated in 1965. The particular aim of the review had been to bring greater realism to 
hospital planning by obtaining a realistic relationship between schemes to be carried out and 

the resources likely to be available. In achieving a realistic programme, special attention 
was paid to the needs of the psychiatric and geriatric services and to ensuring that the 
development of hospital, local authority and family doctor services was considered as a whole. 

About £1000 million has been allocated for building in the hospital plan for the 10 -year period 
196667- 197576. As part of the hospital building programme, a scheme is underway to design 
and build a prototype hospital which will, with minimal adaptations, prove suitable for areas 

with varying needs. This scheme is intended to reduce the cost of building, equipping and 
running hospitals, at the same time providing a high standard of nursing and medical care in a 

high quality building. 

The local authority 10 -year plan, begun in 1963, underwent a further revision in 1966. 

The revised plans cover the period 1966/67-1975/76. They envisage a greater expansion over the 

10 -year period, aiming among other things at increasing by 40 per cent, the number of health and 

welfare staff employed by'the Local authorities; a sixfold increase in the number of places in 

hostels for mentally sub -normal adults; a near -doubling of the number of places in training 

centres for the mentally sub -normal; and a two -thirds increase in the number of places in homes • 
for the elderly. They also envisage that some 300 health centres will be in operation by 1976. 

In 1968, a Green Paper on the administrative structure of the National Health Service was 

published containing tentative proposals for the unification of the administration of the health 

services in England and Wales, It proposed the setting up of area authorities, which would be 

responsible to the Minister for the administration of all the health services in a given area. 

The Seebohm Committee was appointed at the end of 1965 to review the organization and 

responsibilities of local authority personal social services in England and Wales. At the 

beginning of 1968 a Health Education Council was established which 
from government departments for health education in England and Wales and Northern Ireland. 

A hospital plan was published in Northern Ireland in 1966 defining a 10 -year building 

programme, and a review has since carried the plan forward to 1978. The basis of the future 

pattern of services is the development of comprehensive area hospitals (corresponding to district 

general hospitals in England and Wales). Health centres are being developed from which family 

doctors and local authority nurses and other staff provide comprehensive community care, When 

the full programme is completed it is estimated that two- thirds of the family doctors in Northern 

Ireland will be practising from health centres, The Government of Northern Ireland has 

published a Green Paper on the administrative structure of the services, suggesting as in England • 
and Scotland the integration of health services under Area Boards. 

Medical and Public Health Research 

Medical research in the United Kingdom is carried out through the agency of the universi- 

ties, the Medical Research Council and the Health Department in England and Wales and Scotland, 

all of which are supported from government funds, and a number of voluntary organizations. 

The main function of the Medical Research Council is to assist the balanced development of 

medical and relevant biological research in the country in partnership with the other agencies 

concerned. The Council's arrangements for the support of research fall under 4 main headings: 

(i) the work undertaken by its staff in the National Institute for Medical Research, 

the new Clinical Research Centre which will open in 1970 and in the Council's research 

units; 

(ii) long -term grants in support of specific research programmes in university 

departments; 
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(iii) short -term grants to research workers in universities and elsewhere, 

(iv) fellowships and scholarships. 

There is a trend towards an increase in the Council's indirect support for research 

projects. Eleven new research units were set up in the years 1965 -1969. These cover research 
into different aspects of cardiovascular and related diseases, immunochemistry, molecular pharma- 

cology and medical sociology. The Council receives its funds primarily by way of an annual 
parliamentary grant -in -aid. This rose from £10.1 million in 1965 -1966 to £ 15.2 million in 
1968 -1969. It also receives grants from other public and semi -public bodies for the promotion 
of research on particular subjects, and is able to administer private funds or properties 

entrusted to it by grant, gift or bequest. 

The health departments initiate and support research in aid of their departmental policies 
and administrative responsibilities. The types of investigation which they promote range 
across a wide spectrum and can be grouped in 6 broad areas, namely: clinical research, public 

health research, the national health and welfare services research, equipment research and 

development, building research and development, and special developments. 

In Northern Ireland, systems of medical and public health research follow closely the 

pattern in England and Wales. Though no British Medical Research Council units as such exist 

in Northern Ireland, grants from the Medical Research Council are available to individual 
applicants. 

As regards governmental expenditure on research, there has been a very great increase 

during the period under review. In the financial year 1964/1965 the estimated total amount 

spent by the government on medical research was £ 23 million. This amount has increased to 

£ 40 million in 1968/69. 
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YUGOSLAVIA 

Population and Other Statistics 

At the last census taken in March 1961, the population of Yugoslavia was 18 549 291. 

Population estimates and some other vital statistics, for the period 1965 -1968, are given 
in the following table: 

1965 1966 1967 1968 

Mean population 19 507 000 19 734 543 19 949 000 20 186 000 

Number of live births 408 158 399 802 388 921 381 096 

Birth -rate (per 1000 population) 20.9 20.3 19.5 18.9 

Number of deaths 170 549 159 570 174 060 173 916 

Death -rate (per 1000 population) 8.7 8.1 8.7 8.6 

Natural increase (per cent.) 1.22 1.22 1.08 1.03 

Number of infant deaths 29 319 24 824 23 863 22 072 

Infant mortality rate (per 
1000 live births) 71.8 62.1 61.4 57.9 

Number of deaths, 1 -4 years 5 259 3 875 4 637 - 

Death-rate, 1-4 years (per 

1000 population at risk) 3.5 3.6 3.1 - 

Number of maternal deaths 484 420 376 - 

Maternal mortality rate (per 

1000 live births) 1.2 1.1 1.0 - 

Of the 174 060 deaths recorded in 1967, the main causes were (ICD 1967): senility with- 

out mention of psychosis, ill- defined and unknown causes (48 165), chronic rheumatic heart 

disease, arteriosclerotic and degenerative heart disease, and other diseases of the heart 

(35 195), malignant neoplasms (17 984), vascular lesions affecting the central nervous system 
(14 607), congenital malformations, birth injuries, post -natal asphyxia and atelectasis, 

infections of the newborn, and other diseases peculiar to early infancy and immaturity 

(13 433), accidents including motor vehicle accidents, suicide and self -inflicted injury, 

homicide and operations of war (10 796), pneumonia (5792), tuberculosis, all forms (4027), 

gastritis, duodenitis, enteritis and colitis, except diarrhoea of the newborn (2226), cirrhosis 
of liver (1778), nephritis and nephrosis (1609), bronchitis (1444), diabetes mellitus (1193), 

benign neoplasms (1125). 

The communicable diseases most frequently notified in 1968 were: measles (77 425), 

dysentery, all forms (32 675), infectious hepatitis (30 199), tuberculosis all forms, new 

cases (15 254), scarlet fever (14 858), gonorrhoea (13 482), whooping -cough (10 611), syphilis, 

new cases (2701), typhoid and paratyphoid fevers (2371), meningococcal infections (1419), 

diphtheria (374), trachoma (88), "Q" fever (74). 

Hospital Services 

In 1966, Yugoslavia had 729 hospitals and in- patient establishments with a total bed 
complement of 119 247 which is equivalent to 6 beds per 1000 population. These beds, to 

which 2 099 516 in- patients were admitted during the year, were distributed as follows: 
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Category and number Number of beds 

General hospitals 146 67 140 

Medical centres (without doctor) 433 10 895 

Tuberculosis hospitals 38 11 404 

Infectious diseases hospital 1 318 

Maternity hospitals 7 609 

Paediatric hospitals 17 2 860 

Psychiatric hospitals 17 10 083 

Hospitals for allergic diseases 2 401 

Hospitals for dermatology and 
venereal diseases 2 190 

Eye clinics 4 616 

Orthopaedic hospitals 6 1 685 

Rehabilitation centres 19 1 459 

Hospitals for rheumatic diseases 7 1 656 

Hospitals for traumatology 2 255 

Hospitals for tuberculosis of the bones 5 1 235 

Other hospitals 23 8 441 

Out -patient care was given in 1967 at 3532 hospital out -patient departments which 
provided general medical services and were staffed by general practitioners and other medical 
personnel; at 451 polyclinics which provided specialized medical services and were staffed 
by specialist physicians and other specialized medical personnel, at 96 health centres which 
provided preventative and curative medical care to the inhabitants of a given region; at 

3687 dispensaries providing specialist services for the prevention and control of specific 
diseases and staffed by specialist physicians and other specialized medical personnel; at 

100 mobile health units which provided emergency medical services and transportation of • patients to hospitals. 
Medical and Allied Personnel and Training Facilities 

In 1967, Yugoslavia had 17 612 doctors or 1 doctor per 1130 inhabitants. Other health. - 

personnel included: 

Medical assistants 19 742 

Dentists 2 277 

Dental assistants 1 703 

Pharmacists 3 417 

Pharmaceutical assistants 2 199 

Immunization Services 

The following immunization procedures were carried out in 1967: 
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Tetanus 1 534 254 

Diphtheria 1 222 054 

Smallpox 829 914 

Whooping-cough 718 891 

Specialized Units 

In 1967, maternal and child health services were based on 1322 pre -natal units and 1198 
child health centres. During the year, 264 245 pregnant women, 812 804 children under 1 
year of age and 1 978 435 children aged 1 -5 years availed themselves of these services. 
Domiciliary health care was given to 149 801 pregnant women, 240 156 infants and 125 656 
pre -school children. In 1967, of all deliveries, 64.6 per cent, were attended by a doctor 
or qualified midwife, including 228 086 institutional deliveries and 23 562 deliveries 
conducted under domiciliary arrangements. School health services were provided at 500 
centres. They were attended by 2 345 056 children which is equivalent to 68 per cent, of 

the school population having access to the services. Dental care was available at 2161 
dental units at which 4 406 259 persons were treated. Psychiatric consultations were given 
at 331 units which were attended by nearly 500 000 new out -patients. Medical rehabilitation 
services were provided at 7 independent medical rehabilitation' centres and 86 hospital 
rehabilitation departments which recorded 11 034 and 6157 new out -patients respectively. 
The number of industrial establishments offering medical and health services reached 841 in 
1967. There were also 933 public health laboratories which carried out nearly 7 000 000 
examinations. 

International Assistance 

In 1968, WHO's assistance to Yugoslavia included the following projects: 

Public Health Administration (1956 -1968): WHO provided 62 fellowships of varying 
duration. 

Epidemiological Studies of Virus Diseases (1965- ): to initiate serological surveys 
and isolate viruses from cases of active respiratory illness in children with a view to 
assessing the extent of the problem and evolving suitable control measures. 

Community Water Supply (1967- ): to carry out engineering and feasibility studies, 
master plans, construction and investment programme for water supply and waste disposal. 

Physical Development Plan, South Adriatic Region (1968): a WHO consultant advised on 

spa treatment and other health aspects of this project. 

Tuberculosis Control (1968 -): to carry out studies on the epidemiology of tuberculosis 
in various republics in preparation for a national tuberculosis control programme. 

Trachoma Control and Prevention of Loss of Vision (1967- ): to continue the trachoma 

control programme. 

Fellowships (1968) in various health fields. 
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GIBRALTAR 

Population and Other Statistics 

At the last census, taken in October 1961, the civilian population of Gibraltar was 
24 502. Population estimates and some other vital statistics for ther period 1965-1968 are 
given in the following table: 

1965 1966 1967 1968 

Mean population 24 878 25 227 25 233 26 144 

Number of live births 679 597 535 542 

Birth -rate (per 1000 population) 27.3 23.7 21.2 20.7 

Number of deaths 243 204 244 216 

Death -rate (per 1000 population) 9.8 8.1 9.7 8.3 

Natural increase (per cent.) 1.75 1.56 1.15 1.24 

Number of infant deaths 14 7 10 5 

Infant mortality rate (per 1000 
live births) 20.62 11,73 18.69 9.23 

Number of deaths, 1 -4 years 1 - 2 1 

Of the 216 deaths recorded in 1968, the main causes were (I0D 1965): ischaemic heart 
disease (53), cerebrovascular disease (38), malignant neoplasms (35), hypertensive disease 
(16), pneumonia (11). 

Hospital Services 

In 1967, Gibraltar had 4 hospitals with a total bed complement of 237, equivalent to 

9.4 beds per 1000 population. These beds, to which 4094 patients were admitted during the 

year, were distributed as follows: 182 beds in 2 general government hospitals, 45 in 1 

government psychiatric hospital, and 10 in 1 government infectious diseases hospital. 

Out- patient care was given at the 2 hospital out -patient departments and at 1 district 
medical clinic which deals with the primary medical needs of people of the low- income groups. 
During 1968, over 33 000 attendances were recorded at these establishments. 

Medical and Allied Personnel and Training Facilities 

In 1967, Gibraltar had 22 doctors or 1 doctor per 1150 inhabitants. Other health 
personnel included: 

Dentists 4 

Pharmacists 2 

Pharmaceutical assistants 13 

Fully- qualified midwives 5 

Fully- qualified nurses 39 

Assistant nurses 110 

Sanitary engineers 3 
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Sanitarians 6 

Physiotherapists 3 

Laboratory technicians 7 

X -ray technicians 3 

Immunization Services 

The following immunization procedures were carried out in 1967: 

Diphtheria 1 705 

Whooping -cough 1 248 

Tetanus 2 545 

Poliomyelitis 2 185 

Smallpox 1 525 

Cholera 116 

Typhoid and paratyphoid fevers 45 

Yellow fever 40 

Specialized Units 

In 1967, maternal and child health care was provided at 1 pre -natal centre and 1 

child health unit which were attended by 498 pregnant women. 322 children under 1 year and 
728 children aged 1 -5 years. Domiciliary care was given to 724 infants and 3454 children 
aged 1 -5 years. In 1968, 347 deliveries were institutional. The school health service 
was attended by 4467 children, which is equivalent to 88 per cent, of the total school 
population. Dental care was available at 1 dental unit, at which 4856 persons were treated. 
Psychiatric consultations were given at 1 out -patient clinic which recorded 931 attendances 
during 1968. One hospital rehabilitation out -patient department was attended by 76 new 
out -patients. Gibraltar had 1 public health laboratory where 66 722 examinations were 
carried out in 1968. 

Environmental Sanitation 

In 1968, of Gibraltar's total population 95 per cent, were served with piped water to 
their dwellings and the remaining 5 per cent, had water from public fountains. All inhabi- 

tants were living in houses connected to sewers. 

Government Health Expenditure 

In 1968 general government health expenditure on current account amounted to £ 328 097 
of which the central government carried 71 per cent, and local authorities the balance. 

This equals a per capita expense on health services of £ 12 10s. Od. For the same period 
f' 10 032 were expended on capital account for the improvement and expansion of health 

facilities. 
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BAHRAIN 

Population ánd Other Statistics 

At the last census, taken in February 1965, the population of Bahrain was 182 203. 

Population estimates and some other vital statistics for the period 1965 -1968 are given 
in the following table: 

1965 1966 1967 1968 

Mean population 

Number of live births 

Birth -rate (per 1000 
population) 

184 

4 

000 

615 

34 

187 

4 

663 

431 

29 

193 

4 

288 

798 

30 

200 

4 

000 

875 

29 

Notification of births and deaths is not yet compulsory in Bahrain. 

Among the 695 deaths recorded in government hospitals in 1968 (ICD 1955) the main 

causes were: congenital malformations, birth injuries, post -natal asphyxia and atelectasis, 

infections of the newborn and other diseases peculiar to early infancy and immaturity (93), 

accidents (65, including 27 motor vehicle accidents), arteriosclerotic and degenerative 

heart disease (57), malignant neoplasms (48), vascular lesions affecting the central nervous 

system (46), pneumonia (40), gastritis, duodenitis, enteritis and colitis, except diarrhoea 

of the newborn (33). 

The communicable diseases most frequently notified in 1968 were: influenza (10 195), 

trachoma (7995), dysentery, all forms (7033), gonorrhoea (3067), measles (2339), whooping - 

cough (1102), tuberculosis, all forms, new cases (429), malaria, new cases (377), infectious 

hepatitis (141), poliomyelitis (115), typhoid and paratyphoid fevers (111), syphilis, new 

cases (71). 

Organization of the Public Health Services 

The Government administers the country through a central Secretariat. Delegation 

of authority is carried out through the various government departments. The Medical • Department is under the Director of Medical Services who is assisted by the Medical 

Officer of Health in charge of preventive services, the Assistant Director of Medical 

Services in charge of curative services, the Principal Matron, and the Hospital Secretary 

in charge of administrative and financial matters. 

The Health Council advises the Government on the health programmes. 

Six towns have their own municipalities which are responsible for a number of health 

activities. The villages are under the control of a special department for rural affairs. 

Hospital Services 

In 1967, in- patient facilities were provided at 13 hospitals with 1430 beds, of which 

]25() beds were in 11 government hospitals. The bed/population ratio was 7.4 per 1000. 

The total number of 1430 beds to which 23 492 in- patients were admitted in 1967 was 

distributed as follows: 
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Category and number Number of beds 

General hospitals 4 974 

Rural hospitals 3 36 

Tuberculosis hospitals 2 134 

Infectious diseases hospital 1 26 

Maternity hospitals 2 140 

Psychiatric hospital 1 120 

Out -patient facilities were provided in 1968 at the hospital out -patient departments 
and at 12 dispensaries. The Haj medical team gives medical care to the pilgrims. 

Medical and Allied Personnel and Training Facilities 

In 1967, Bahrain had 107 physicians of whom 78 were in government service. The 
doctor /population ratio was 1 to 1810. Other health personnel included: 

Dentists 7 

Dental assistant 1 

Pharmacists 41 

Pharmaceutical assistants 16 

Fully- qualified midwives 128 

Fully- qualified nurses 299 

Assistant nurses 258 

Veterinarians 3 

Sanitary engineers 3 

Sanitary inspectors 6 

Auxiliary sanitarians 8 

Physiotherapists 5 

Laboratory technicians 36 

X -ray technicians 12 

Health visitors 2 

Malariologist 1 

There are no university facilities in Bahrain. 

Education is not compulsory, but is entirely free. Every year scholarships are awarded 

by the education department to enable young Bahraini nationals to obtain higher education 

at universities abroad. About 30 Bahraini medical students are at present enrolled in 

Middle -Eastern universities. In addition to the 101 government schools with 50 000 school- 

children, there are a number of private schools. A technical institute is being constructed. 

A pharmacy assistant school providing a 2 -year course opened in 1968 with 14 students. A 

nurses training school which was established in 1959 had 51 students in 1967/68 and 20 

graduates. The school offers a 4 -year course. 
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Communicable Disease Control and Immunization Services 

The malaria incidence has been reduced to 20 per 100 000, half of which are imported 

cases. Malaria control consists of larvicidal work, drainage, vegetation clearance, 

residual spraying, tifa and swing fogging, and introduction of larvicidal fish. Results 

show a further decrease in anopheline and culicine breeding. The prevalence of tuberculosis 

slowly declines. Treatment is centralized in 1 unit. A BCG vaccination campagin is 

planned for 1969. Trachoma still represents a serious problem, although the improved 

living conditions and the growing health awareness of the population have contributed to a 

decline of the disease, particularly among the younger generation. 

Typhus and plague are unknown in Bahrain, and cholera is very rare. The last 

smallpox epidemic occurred in 1957. Smallpox vaccination campaigns are carried out annually 
and immunization is compulsory in schools. The incidence of venereal diseases, particularly 
gonorrhoea, is increasing. No specific control measures have yet been organized. 
Poliomyelitis appears sporadically. In 1968, there was a small epidemic outbreak with 121 
cases among children under 10 years of age. 

The prevalence of anaemia of various etiologies is common. Nutritional disorders 
occur occasionally among the low income groups. 

The following immunization procedures were carried out in 1967: 

Smallpox 135 270 

Cholera 56 941 

Poliomyelitis 11 245 

Tetanus 9 159 

Diphtheria 9 156 

Whooping -cough 8 948 

Typhoid and 
paratyphoid fevers 736 

Yellow fever 326 

Specialized Units 

In 1968, maternal and child health care was provided at 4 pre -natal centres and 
1 child health centre where 6060 pregnant women and 71 307 children aged 1 to 10 years 
respectively attended during the year. In the same year, 492 deliveries were conducted 
under the supervision of qualified staff in the hospitals. There are 4 school health 
clinics, the activities of which are at present limited to examination of the children at 
the time of admission to school and to the provision of first -aid services. These clinics 
also provide medical services to the teachers in the schools. In 1968, 2 dental health units 
provided treatment to 16 715 patients. Bahrain also had 2 rehabilitation departments 
attached to hospitals with 823 new out -patients, 1 psychiatric out -patient unit with 350 
new out -patients, 1 specialized tuberculosis unit with 181 new out -patients, 1 trachoma out- 
patient department attached to the general eye clinic with 5638 new out -patients. During 
the year, 261 893 laboratory examinations were carried out at the 4 public health laboratories. 

Environmental Sanitation 

Urban water supplies are organized by the Public Works Department, while the Rural 
Affairs Department is responsible for the supply of water in the remaining areas of the 

island. Community water supplies have been developed for most of the towns and larger 
villages. Water is collected from artesian wells and springs. It is estimated that 
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92 per cent, of the population is served with piped water and 8 per cent, have water from 
public fountains. 

The municipalities are responsible for the town cleaning. Refuse disposal in towns is 

carried out by reclamation of sea, using rubbish tips. Sewage disposal is done in the main 
towns by domestic septic tanks connected with main drains, and by local septic tanks in the 
rest of the country. The newly constructed Isa Town which will eventually comprise 2500 
houses is controlled by a modern sewage system from town to sea. 

Food hygiene measures are being increasingly developed particularly in restaurants and 
in all food handling shops and drink factories. 

Major Public Health Problems 

The absence of accurate vital statistics is an important problem. Efficient registration 
of vital statistics is considered a high priority. Other health problems to be solved 
are the control of trachoma and tuberculosis. 

Social and Economic Developments of Significance for the Health Situation During the Period 
1965 -1968 

The new Isa Town, the construction of which started in 1964, is nearing completion. 
The first inhabitants were admitted in 1967. Of the 2500 houses which are planned, 1000 
are already occupied. The public facilities provided in this new town include schools 
and dispensaries. A government statistical bureau was set up in 1967 under the responsibility 
of a director. 

National Health Planning 

The national planning machinery is centralized in the Secretariat. A long -term 

development programme was drawn up in 1968, covering a 25 -year period. Its main emphasis 
is placed on the extension of medical care facilities, building of new hospitals, conversion 
of all dispensaries into health centres, development of rural health centres, training of 
health personnel, locally and abroad, and subsequent replacement of expatriate professional 
health personnel by Bahraini nationals. 

International Collaboration 

Bahrain is an associate member of FAO, UNESCO and WHO. 

Government Health Expenditure 

Total general government consumption expenditure amounted to BD 10 151 303 in 1967. 

Of this sum BD 2 224 985 (i.e. 21.9 per cent.) were spent on health services. This sum 

corresponds to a per capita expenditure of BD 11.5. Additional BD 11 521 were devoted to 

health development projects. 
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CYPRUS 

Population and Other Statistics 

Population and some other vital statistics for the period 1965 -1968 are given in the 
following table:* 

1965 1966 1967 1968 

Mean population 594 000 603 000 614 000 622 000 

Number of live births 14 470 14 810 15 190 15 590 

Birth -rate (per 1000 population) 24.4 24.6 24.7 25.1 

Number of deaths 3 650 3 513 3 970 4 464 

Death -rate (per 1000 population) 6.1 5.8 6.5 7.2 

Natural increase (per cent.) 1.83 1.88 1.82 1.79 

Number of infant deaths 400 395 420 450 

Infant mortality rate (per 1000 live 

births) 27.6 26.7 27,6 28.9 
** 

Maternal mortality rate (per 1000 live 
births) 0.7 0.2 0.6 0.4 

The figures given in this table are estimated. 
** 

Maternal mortality rates are based on data from government hospitals only. No 

data are available from private hospitals. 

The main causes of death (ICD 1955) based on 1485 recorded deaths in 1968 were: senility 

without mention of psychosis, ill- defined and unknown causes (690); accidents (168, including 
117 motor -vehicle accidents); arteriosclerotic and degenerative heart disease (129); malignant 
neoplasms (115); vascular lesions affecting the central nervous system (78); congenital mal- 
formations, birth injuries, post -natal asphyxia and atelectasis, infections of the newborn and 
other diseases peculiar to early infancy and immaturity (47). 

Among the communicable diseases reported in 1967 were: gonorrhoea (467); leprosy (181); 

tuberculosis of the respiratory system, new cases (87); infectious hepatitis (62); measles 
(28); syphilis, new cases (26); scarlet fever (9); meningococcal infections (7). 

Organization of the Public Health Services 

The health administration in Cyprus is centralized at the Ministry. The Minister of 

Health, assisted by the Director -General, is responsible for the health policy and the over -all 
organization of the public health services. Executive responsibilities lie with the Director 
of Medical Services under whom are 2 assistant directors, 1 for preventive and 1 for 

curative services. Additional technical staff at the Ministry of Health are the Chief Health 
Inspector responsible for sanitation, malaria control and environmental health activities, the 

Inspector of Pharmacies, the Senior Matron, the Senior Health Visitor and two consultants 
(mental health and tuberculosis control). 

Cyprus is divided administratively into 6 districts. A district medical officer is 

responsible for all preventive and curative activities in each district. All district medical 
officers, except those in the Nicosia district, are at the same time directors of the district 
hospitals. 
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In towns, there are separate health administrations responsible for environmental health 
problems of the municipalities. They are headed by municipality medical officers. The 
municipality health administrations are independent authorities and are not responsible to the 

district health administrations or to the Ministry of Health. 

Hospital Services 

In 1967, in- patient care facilities included 107 establishments with a total of 2946 beds 
of which 1684 were in 21 government hospitals. The over-all bed/population ratio was thus 
4.8 per 1000 population. The total number of 2946 beds were distributed as follows: 

Category and number Number of beds 

General hospitals 14 894 

Rural hospitals 12 94 

Tuberculosis sanatorium 1 115 

Infectious diseases hospital 1 12 

Maternity clinics 29 445 

Mehtal hospitals 2 716 

Surgical hospitals 48 670 

There is also a settlement for leprosy patients. 

Each administrative district has a general hospital. In addition, 21 rural health 
centres are operating in rural areas. Each centre was designed to provide limited in- patient 
accommodation for normal deliveries and for patients suffering from minor non -infectious ail- 
ments. 

Medical care provided by the public health sector is available to a large section of the 

population either entirely free of charge or at a very reduced nominal fee. 

Out -patient care was available in 1968 at 6 hospital out -patient departments, 21 health 
centres and 1 dispensary. Home visiting facilities were available at 17 of these establish- 

ments. During 1968, these out -patient establishments recorded 646 000 attendances. 

Medical and Allied Personnel and Training Facilities 

In 1968, Cyprus had 489 doctors or 1 doctor for 1270 inhabitants. Other health 

personnel included: 

Dentists 190 

Pharmacists 235 

Fully- qualified midwives 230 

Fully- qualified nurses 240 

Assistant nurses 606 
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Veterinarians 28 

Optometrists 25 

Medical technicians 39 

Sanitary inspectors 81 (1967) 

Physiotherapists 6 (1967) 

Cyprus has no medical school. There is a school of nursing and midwifery attached to 

the Nicosia general hospital. A mental health nursing school is attached to the psychiatric 

hospital in Nicosia. The training at the school of nursing of Nicosia has been recognized by 

the General Nursing Council of England as equivalent to the English schools of nursing. 

Four training courses are given at this school: 

(a) A 3 -year course in general nursing. Entrance qualifications include 

12 years general education. During 1968, there were 75 students enrolled of whom 

9 graduated. 

(b) A 2 -year course for assistant nurses which is equivalent to the course for 

State Enrolled Nurses in the United Kingdom. Entrance qualifications include at least 

10 years general education. During 1968, there were 119 students enrolled and 13 com- 

pleted their training. 

(c) A 3 -1/2 -year course in public health nursing, leading to the certificate of health 

visitor. Entrance qualifications include 12 years general education. During 1968, 

there were 18 students registered. 

(d) A 2 -year course in midwifery. Entrance qualifications include at least 10 years 

general 17 students enrolled and 8 graduated as 

midwives. 

Two training courses are held at the mental nursing school: 

(a) A 3 -year course in general mental health nursing requiring 12 years general 

education for admission. During the first year of operation in 1968, the total student 

enrolment was 20. 

(b) A 2 -year course for assistant mental health nurses requiring at least 10 years 

general education. During 1968, there were 137 students and 30 completed their training. 

A school for health inspectors (sanitarians) operates from time to time according to the 

needs of the country. The syllabus is based on that of the Royal Society of Health of the 

United Kingdom to which this school is affiliated; it is, however, adapted to meet local needs. 

Entrance qualifications include 12 years general education. A course, the duration of which is 

2 years, started in 1968 with 20 students. 

Communicable Disease Control and Immunization Services 

The pattern of diseases in Cyprus has been changing very rapidly over the years under 

review. There are no quarantinable diseases, and most infectious diseases have been success- 

fully controlled. The raised standard of living of the population, general public health 

measures, improvement of environmental sanitary conditions and health education activities have 

contributed to this result. Thanks to the programme of eradication initiated in 1950 there is 

no malaria in Cyprus today. The health administration has developed a surveillance programme 

which includes checking of potential mosquito breeding places and residual spraying of suspected 

shelters. 



- 382 - 

Hydatid disease continues to be one of the serious health problems on the island. 

Although no accurate data on the prevalence of this disease exist, the high infection in live- 

stock and the high canine infestation indicate that its prevalence among humans is also high. 
A scheme has been prepared for the eradication of the causes predisposing the spread of hydatid 
disease. The specific objectives of this scheme are public health education aiming at the 

development of a greater sense of responsibility among the public, and prevention of canine 
infestation legislative acts, for the control of stray dogs, for the control of slaughtering 

practices and the provision of veterinary meat inspection, have been prepared. 

The tuberculosis morbidity rate is about 14 per 100 000. The usual tuberculosis control 

measures are miniature radiography, tuberculin testing for contacts and suspected persons, 

follow -up of contacts at the chest clinics and BCG vaccination of vulnerable groups including 

contacts. 

Venereal diseases are said to be on the increase; 26 new patients with syphilis and 467 

with gonorrhoea were reported in 1967. These figures, however, represent the cases recorded 

at the government hospitals only. An unknown number of patients seek treatment with private 

practitioners, thus avoiding official reporting which is not compulsory by law. The usual 

preventive measures against venereal diseases are free treatment, weekly follow -up of known 

cases, and health education. 

In 1967, the following immunizations were recorded: 

Poliomyelitis 83 847 

Diphtheria, whooping -cough 48 215 

Smallpox 19 003 

Typhoid and paratyphoid 
fevers З 011 

Chronic and Degenerative Diseases 

With the nearly complete control of infectious and parasitic diseases, the attention of 

the health authorities is more and more directed towards the prevention of chronic and degenera- 

tive diseases. Cyprus is increasingly faced with the health problems typical to developed 

countries: cardiovascular diseases, malignant tumours, mental disorders and accidents. 

The population of Cyprus is gradually getting older, bringing to the fore the diseases of 

the aging. This aging is particularly pronounced in rural areas deserted by the younger 

population groups who migrate to towns. 

The stress of life, rapidly changing tendencies in social and cultural fields and 

accelerated urbanization have created new and complex problems for the mental health of the 

people, causing a marked increase in the number of patients attending the mental out -patient 

clinics and a sharp increase in the consumption of tranquillizing drugs. 

Dental health is also calling for serious attention on the part of the health administra- 

till. 

Specialized Units 

In 1968, maternal and child health care was provided at 151 centres where 6806 pregnant 

women, 8014 children under 1 year and 3486 children aged 1 -5 years received services. Domi- 

ciliary visits were paid to 3287 pregnant women, 4281 infants and 2470 pre -school children 

In 1968, all deliveries were attended by a doctor or qualified midwife, either in hospital 

(93.2 per cent.) or under domiciliary arrangement (6.8 per cent.). Dental treatment was given 
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to 32 125 patients in 39 dental health units. Other specialized units included 1 independent 
medical rehabilitation centre, 1 hospital rehabilitation department, 1 psychiatric out -patient 
clinic and 5 public health laboratories. 

About 40 per cent, of the total industrial workers are covered by medical and health 
services. Only the mining, quarries and silica dust industries provide pre -employment and 

routine periodic examinations. Due to the shortage of public health nurses, there is no 
island -wide school health service. 

Environmental Sanitation 

The problem of water supply in Cyprus is practically solved. All towns are supplied 
with safe water which is sufficient to meet the domestic requirements of the people. In the 

rural areas, nearly every village, central or remote, enjoys the benefits of a safe piped water 

supply. 

The country is still without public sewerage plants. In their absence, reliance is placed 
on individual methods of sewage disposal by septic tanks and soak -away pit systems or by the 

dry conservancy system. Serious consideration has been given to this question and an engineer- • ing firm has prepared detailed plans for the towns of Nicosia and Famagusta. Dry refuse is 

regularly collected in all towns and disposed of in open land, without further treatment. 

The continuous tendency to urbanization has caused a considerable increase in the housing 
development in towns. 

Major Public Health Problems 

In the field of communicable diseases, echinococcosis continues to be Cyprus' major 
health problem. As regards environmental sanitation, the absence of public sewerage plants 
is a shortcoming which requires consideration. The health authorities in Cyprus are gradually 
faced with new public health problems related to the changing disease pattern and to the raised 
standard of living of the people. 

Social and Economic Developments of Significance for the Health during 
the Period 1965 -1968 

The period under review was marked by a further improvement of the social, cultural and 
economic standards of the population. These improvements are reflected in better health 
conditions, reduction of infectious and parasitic diseases, improved nutrition of all social 
classes, and better medical care services provided by the Government. Between 1965 and 1968 

there has been a 23.6 per cent, increase in the medical staff employed by the Government and a 

96.0 per cent, increase in the government nursing staff. The decentralization of the medical 
staff at the specialist level to the district general hospitals is an important development in 

the provision of better medical care for rural populations. 

Accelerated urbanization and mechanization, and increasing traffic are other significant 
developments during the period under review. 

National Health Planning 

The year 1966 marked the end of the first 5 -year development plan. The second 5 -year 

development plan for the years 1967 -1971 was initiated. 
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The main objectives in the field of health of these 2 development plans are: 

(a) The improvement of the existing health services directed particularly towards 
the acceleration of the training of medical and paramedical personnel and the increase 
of accommodation facilities in general and specialized hospitals. It is proposed to 

improve the salary structure and the conditions of service of the medical and nursing 
staff and to initiate a long -term scholarship programme, mostly for post -graduate 
training. 

(b) The socialization of the health services. Serious consideration is being given 
to the desirability and possibility of introducing any form of socialized medicine. 

(c) The remodelling of the rural health services, in order to adapt them to the demand 
for higher and more skilled medical care and to make them the main force and the basis of 

the whole health services in the rural areas. 

(d) The improvement of the preventive and social health services. 

International Assistance 

WHO's assistance to Cyprus during 1968 included the following projects: 

Rural Health Services (1968): a WHO consultant reviewed the rural health services 

and submitted recommendations for their development. 

Hospital Planning and Administration (1968): a WHO consultant advised on the 

expansion of hospital facilities in Nicosia. 

Pharmaceutical Quality Control (1967 -1970): to establish a laboratory for the quality 

control of pharmaceutical preparations and to train staff in modern analytical techniques. 

Fellowships (1968) in various health fields. 

Government Health Expenditure 

The government expenditure on health for the year 1968 was £ 1 649 000. There are no 

records showing the expenditure for medical care in the private sector. The percentage of 

government expenditure on health to total general government consumption expenditure was 5.26 

per cent. 

• 

• 
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IRAN 

Population and Other Statistics 

At the last census, taken in November 1966, the population of Iran was 25 781 090. 

Population estimates and some other vital statistics, for the period 1965 -1968, are given in 

the following table: 

1965 1966 1967 1968 

Mean population 

Number of live births 

Birth -rate (per 1000 population) 

Number of deaths 

Death -rate (per 1000 population) 

Natural increase (per cent.) 

Number of infant deaths 

Infant mortality rate (per 1000 
live births) 

Number of deaths, 1 -4 years 

Death -rate, 1 -4 years (per 1000 
population at risk) 

Number of maternal deaths 

Maternal mortality rate (per 1000 

live births) 

24 

1 

549 000 

038 450* 

42.3* 

149 790* 

6.1* 

3.58 

4 166 ** 

59.8 

2 004 ** 

** 
9.4 

** 
58 

0.83 

25 

1 

283 000 

073 744* 

42.5* 

177 688* 

7.0* 

3.55 

4 243 
** 

59.5 

2 047 ** 

** 
9.4 

** 
63 

0.88 

26 

1 

284 000 

055 222* 

40.1* 

179 220* 

6.8* 

3.33 

4 321 ** 

56.6 

2 087 ** 

** 
9.5 

** 
68 

0.89 

26 985 000 
** 

79 342 

48.5 
** 

18 110 
** 

11.1 
** 

3.74 

4 396 
** 

55.4 

2 130 
** 

** 
9.4 

** 
69 

0.86 

ж 

** 
Data relating to the whole country, considered to be very incomplete. 

Population and vital statistics are for 6 selected cities. 

Among the 13 881 deaths recorded in 1968 in 6 selected cities with a population of 

1 635 919, the main causes were (ICD 1965): chronic rheumatic heart disease, hypertensive 
disease, ischaemic heart disease and other forms of heart disease (3749), bacillary dysentery 
and amoebiasis, enteritis and other diarrhoea) diseases (1812), symptoms and ill- defined 
conditions (1635), malignant neoplasms (992), birth injury, difficult labour and other anoxic 
and hypoxic conditions (827), avitaminosis and other nutritional deficiency (742), cerebro- 
vascular disease (655), pneumonia (491), nephritis and nephrosis (453), tuberculosis, all 

forms (367), bronchitis, emphysema and asthma (226), meningitis (207), measles (203), motor 
vehicle accidents (163). 

The communicable diseases most frequently notified in 1967 were: influenza (731 669), 
dysentery, all forms (646 515), trachoma (98 742), measles (82 846), whooping -cough (39 760), 
malaria, all cases (26 206), typhoid and paratyphoid fevers (23 113), gonorrhoea (11 990), 
tuberculosis, all forms, all cases (17 570), infectious hepatitis (8748), meningococcal 
infections (5977), scarlet fever (5657), diphtheria (2661), syphilis, new cases (809), 
poliomyelitis (413), leprosy (228). 
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Organization of the Public Health Services 

The Ministry of Public Health is responsible for and supervises all health organizations 

in the country and their activities. Since 1964, the central organization of the Ministry 

of Public Health comprises the Royal High Council of Health which advises the Minister on 

general health policies, and a number of organizations which are under the direct authority 

of the Minister, namely the Narcotics Control Administration (under study), the Pasteur 

Institute, the State Pharmaceutical Institute, the Firouzgar Medical Research and Training 

Centre, the Health Corps Organization, the Food and Nutrition Institute, the Government staff's 

Insurance Organization. There are 5 divisions in the Ministry, each under an under -secretary 

of state who is directly responsible to the Minister of Health. These 5 divisions are for 

planning and programming, parliamentary affairs, technical affairs, family planning, and 

administration. At the level of the provinces into which Iran is divided administratively, 

there is a provincial general director who is the responsible authority. At the city level, 

there is a local urban health council which is in charge of all health activities. 

Hospital Services 

In 1967, Iran had 399 hospitals and other institutions providing in- patient medical care 

with a total complement of 27 424 beds, of which 16 827 were in 212 government -maintained 

establishments, The bed population ratio was 1.0 per 1000 population. The 27 424 beds 

were distributed as follows: 

Category and number Number of beds 

General hospitals 331 18 846 

Rural hospitals 27 552 

Tuberculosis hospitals 9 3 516 

Maternity hospitals 13 1 046 

Paediatric hospitals 6 552 

Psychiatric hospitals 10 2 090 

Leprosaria 2 677 

Clinic for narcotic addicts 1 145 

Out -patient care was provided in 1967 at 399 hospital out -patient departments, 179 health 

centres, 1758 dispensaries, 500 mobile health units. 

Medical and Allied Personnel and Training Facilities 

In 1967, Iran had 6889 doctors of whom 5051 were in government service. The doctor/ 

population ratio was 1 per 3820. Other health personnel included: 

Medical assistants 190 

Dentists 1 440 

Dental assistants 800 

Pharmacists 2 702 

Pharmaceutical assistants 500 

Fully- qualified midwives 1 016 

Fully- qualified nurses 2 157 
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Assistant nurses 3 797 

Veterinarians 814 

Veterinary assistants 321 

Sanitary engineers 67 

Sanitarians 57 

Auxiliary sanitarians 828 

Physiotherapists 67 

Laboratory technicians 348 

X -ray technicians 109 

Auxiliary technical laboratory 
personnel 500 

Other paramedical technical 

personnel 1 853 

Medical training is available at the universities of Teheran, Tabriz, Meshed, Isfahan, 
Pahlavi (Shiraz), Ahwaz and at the National University of Teheran. The total enrolment of 

these medical schools for the academic year 1967/68 was 4742, and the number of graduates was 
611 in 1968. The National University Medical School will have its first graduates in 1971/72. 
There are 3 dentistry schools in the country, of which only Teheran University had graduates 
for the academic year 1967/68 (107). The other 2, namely Meshed University and Teheran 
National University will have their first graduates in 1971/72. The 1967/68 enrolment of 
all 3 schools was 541. 

There are 3 pharmacy schools, namely in Teheran, Tabriz and Isfahan, with a total 

enrolment of 753. A 1 -year course in sanitary engineering is given at the University of 

Teheran, School of Engineering. Iran also has 1 school for veterinary medicine which in 
1967/68 had 246 students and 48 graduates. 

In 1967/68 the School of Public Health of the University of Teheran, which was established 

in 1966, offered courses in public health, environmental sanitation, hospital administration and 

health education. 

The 15 nursing schools, which had 1000 students and 321 graduates in 1967/68, are operated 
either by voluntary health agencies, the Ministry of Public Health, medical schools or private 
hospitals. During the same academic year, 1400 students attended the courses at 41 schools 
for auxiliary nursing. The graduates of these schools (731 in 1968) are called "Behyars ". 
There is no basic training programme for midwifery in Iran. However, midwifery is taught in 

a 1 -year course following basic nursing training in Teheran, Meshed and Tabriz universities. 

Courses for laboratory technicians are operated by 6 provincial laboratories of the 
Ministry of Public Health. Physiotherapists are trained at the School of Medicine, 
University of Teheran, and X -ray technicians at the Isfahan School of Medicine. 

Communicable Disease Control and Immunization Services 

Before 1961, smallpox was one of the most important public health problems. Repeated 
epidemic outbreaks occurred and the death -rate was very high. The smallpox control and 
eradication programme, which started in 1955, proved successful to the extent that within 
8 years the number of cases was reduced to only 6, and that since 1963 no smallpox case has 
been seen in Iran. By carrying out the maintenance phase programme for raising the level of 

immunity against smallpox, by taking quarantine and other preventive measures, it is hoped 
that entrance of the disease from neighbouring countries will be prevented. In 1965, cholera 
was re- introduced into the country after an absence of 30 years, causing a number of deaths. 
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However, thanks to immediate control measures and to the co- operation of all government 
organizations, Iran was declared free of cholera in the same year. The last epidemic 
outbreak of plague occurred in 1963 with 25 cases and 14 deaths. Due to preventive measures 
taken, no case has been reported since. 

At present 18 communicable eye disease control centres, of which 15 are operated by the 
Government, are working in the country to combat trachoma and seasonal conjunctivitis in the 
areas of their activities. Trachoma and acute seasonal conjunctivitis still represent a 

public health problem in rural areas and in urban populations with low standards of living. 

The prevalence of trachoma varies from 3 -5 per cent, to 50 -95 per cent, depending on the 
general development of the community. The diseases are more prevalent in the south than in 
the north of the country, with areas of high endemicity in the north -east (Meshed) as well as 
with the areas of the low endemicity in the south -west (Ahvaz) and on the central plateau 
(Isfahan, Shahreza), 

Control of communicable eye diseases is progressing satisfactorily mainly through existing 
CED control centres and to some extent through other public health units (mixed health centres, 

health corps stations, etc.). 

Tuberculosis still represents an important health problem in Iran, According to studies • 
made in some parts of the country, the number of cases of pulmonary tuberculosis is between 
0.5 to 2 per cent. Since 1952, BCG vaccination in з doses has been given to 80 per cent, of 

the persons below 20 years of age. 

Schistosomiasis exists in endemic form in the southern part of Iran, 

The malaria eradication programme started in 1957. Residual spraying and surveillance 
activities have proved successful in two -thirds of the northern part of the country. At 

present, the consolidation phase covers 15 000 000 people in this area where the annual 

parasite incidence is below 0.1 per 1000 inhabitants. The southern areas with a population 
of 10 000 000, are under the attack phase, involving DDT spraying, Malathion spraying in the 

areas where the main vector A. stephensi is resistent to DDT and DLD, chemical larviciding, 
biological larviciding, mass drug administration, active and passive case detection. The 

technical problems and the operational difficulties (moving populations) necessitated the 
initiation of combined measures in the south in order to interrupt transmission and to prevent 
re- introduction of the disease in the northern part of the country. 

The following immunization procedures were carried out 
21 March 1968: 

during the fiscal year ending 

Smallpox 9 857 949 

Poliomyelitis 3 472 867 

Cholera 2 999 656 

Diphtheria 884 339 

Tetanus 884 339 

BCG 665 063 

Measles 537 843 

Whooping -cough 224 937 

Typhoid and paratyphoid fevers 134 431 

Specialized Units 

In 1967, the Ministry of Health maintained 74 pre -natal and child health clinics and 

88 school health units, The 174 public health laboratories carried out over 1,6 million 

examinations. 
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National Health Planning 

The third 5 -year plan which started in 1963 was completed in 1967. In 1968, Iran 

embarked on its fourth 5 -year plan covering the period 1968 -1972. The plan for the health 

sector is incorporated in both the third and the fourth 5 -year development plans. 

The responsibility for Iran's development programming rests with the Plan Organization 

which formulates national development plans in consultation with the technical ministries 

and state -affiliated organizations which are entrusted with all project execution. 

The main components of the Plan Organization are: The National Planning Board which is 

composed of the Minister of Finance, the Minister of Economics and the Director -General of 

the Central Bank, under the chairmanship of the Prime Minister; and the Executive Planning 

Board under the chairmanship of the Executive Director of the Plan Organization. 

The National High Planning Board analyses and approves the various parts of the plan 

which have been prepared according to priorities, benefits and requirements. It thus ensures 

the general co- ordination of the development plan. The Executive Planning Board studies and 

approves all annual fundamental development programmes of the country. Therefore, control 

and co- ordination of annual programmes are achieved during the preparation of the development 

plan. 

During the third 5 -year plan period effective measures have been taken for the 

extension of curative and preventive programmes. The Health Corps Organization which 

extended and developed rural health and curative activities, was established. A country- 
wide preventive and curative health network was established with 250 rural clinics and 9000 

additional hospital beds. A school of public health, 4 nursing schools, 15 behyars (nurse 

aids) schools have been created. The training of auxiliaries has been emphasized. 

The fourth 5 -year plan aims at the establishment of 145 health centres, the provision 

of pre -natal care and family planning services to 500 000 women, the increase of the number of 

hospital beds from an average of 11.5 beds to 15 beds per 10 000 population, the improvement 

and completion of hospital constructions, the establishment of 5 behyars schools and 3 sanitary 
engineering aids' schools, and the development of technical manpower. 

International Assistance 

In 1968, WHO's assistance to Iran included the following projects: • Malaria Eradication Programme (1957 -1970): to eradicate malaria progressively throughout 
the country by residual spraying and other measures. 

Nutrition Institute (1962- 1969): to ascertain the nature and incidence of the main 
nutritional diseases and deficiencies; and to improve nutrition in various population groups. 

Cancer Control (1967- 1970): to develop the programme of the Research Department of the 
Teheran Cancer Institute. 

Schistosomiasis Control (1958 -1968): to carry out field studies on the epidemiology of 
schistosomiasis and on its prevention, to train staff, and to plan a control programme 
integrated as far as possible into the programme for economic development. 

Post -graduate Education in Public Health (1964- 1972): to develop post- graduate training 
o in public health and allied fields at the School of Public Health, University of Teheran. 

Rehabilitation and Training in Physical Therapy (1968): a consultant advised on the 
implementation and evaluation of the medical rehabilitation programmes of the Ministry of 

Health. 
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High Institute of Nursing, Teheran (1967- 1972): to develop basic nursing education at 
university level. 

Post -basic Nursing Education (1963- 1970): to strengthen nursing services through post - 

basic nursing education; to prepare teachers, supervisors and administrators for leading 
posts in nursing. 

Laboratory for Pharmaceutical Quality Control (1966- 1971): to organize, direct and 

operate a laboratory for the quality control of pharmaceutical preparations, chemicals, drugs 

and specialities. 

Medical Faculty, Isfahan (1966- 1970): to improve the teaching of undergraduate medical 
students and to develop the training and research activities of the Isfahan Medical Faculty. 

Teaching of Sanitary Engineering, Pahlavi University, Shiraz (1968 -1970): to provide 
instruction in sanitary engineering to students of civil engineering at the Pahlavi 
University, Shiraz. 

Faculty of Dentistry, Teheran University (1968): a consultant discussed the dental 
education programme with the deans of the 3 Iranian dental schools, and made recommendations 
for the development of the School of Dental Hygienists of the University of Teheran. 

Pre -investment Study on Sewerage and Sewage Disposal, Teheran (1968): to assist in 

revising the original request of the Government to the United Nations Development Programme, 
so as to take account of storm drainage and industrial wastes. 

Radiation Protection (1968): a consultant assisted in drafting legislation on radiation 
protection. 

Fellowships (1968) in various health fields. 

Government Health Expenditure 

In the fiscal year 21 March 1968 to 20 March 1969, the total general government 
consumption expenditure amounted to 184 835 million rials, 9196 million of which (4.97 per 
cent.) were devoted to health services providing a coverage of approximately 440 rials per 

capita for these services. In addition, 89 745 million rials were devoted to capital 
account, 1183 million of which were devoted to health development projects. 

• 

• 
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IRAQ 

Population and Other Statistics 

At the last census, taken in October 1965, the population of Iraq was 8 261 527. In 

1968, the estimated mid -year population was 8 634 000. Population estimates and some other 

vital statistics for the period 1965 -1967 are given in the following table: 

1965 1966 1967 

Mean population 8 180 000 8 380 000 8 440 000 

Number of live births 124 653 149 161 160 743 

Birth -rate (per 1000 population) 15.2 17.8 19.0 

Number of deaths 33 892 32 652 34 250 

Death -rate (per 1000 population) 4.1 3.9 4.1 

Natural increase (per cent.) 1.11 1.39 1.49 

Number of infant deaths 2 950 2 665 2 598 

Infant mortality rate (per 1000 
live births) 23.7 17.9 16.2 

Number of deaths, 1 -4 years 2 172 2 166 2 030 

Of the 34 250 deaths recorded in 1967, the main causes were (ICD 1955): senility without 

mention of psychosis, ill- defined and unknown causes (13 535), chronic rheumatic heart disease, 

arteriosclerotic and degenerative heart disease and other diseases of the heart (5357), 

tuberculosis, all forms (2005), accidents (2575, including 210 motor vehicle accidents), 
pneumonia (1651), congenital malformations, birth injuries, post -natal asphyxia and atelect- 
asis, infections of the newborn and other diseases peculiar to early infancy and immaturity 
(1330), malignant neoplasms (1215), gastritis, duodenitis, enteritis and colitis, except 

diarrhoea of the newborn (1204), hypertension (534), bronchitis (523). 

The communicable diseases most frequently notified in 1967 were: trachoma (241 315), 

influenza (68 079), measles (19 612), dysentery, all forms (13 494), tuberculosis of the 
respiratory system, new cases (9141), malaria, all cases (7396), syphilis, all cases (3909), 

gonorrhoea (3771), whooping -cough (3535), meningococcal infections (1177), infectious 

hepatitis (709), typhoid and paratyphoid fevers (564), diphtheria (445), poliomyelitis (138), 

leprosy (114). 

Organization of the Public Health Services 

Primary responsibility for the health in Iraq rests with the Minister of Health. The 

Ministry of Health is organized in 5 directorates -general - the Directorate- General of Health, 
the Directorate -General of Medical Services, the Directorate -General of Preventive Health, 
the Directorate -General of Medical Supplies and the Directorate -General of Inspection. The 

following directorates have been set up during the period under review: the directorate of 
rural health services under the Director -General of Health, and the directorate of sanitary 
engineering under the Director -General of Preventive Health. 

Administratively, the country is divided into 14 liwas or provinces, each of which has 

2 to 8 quadas or districts. Recently a new decree was issued by the Government setting up 

2 additional provinces. These new provinces are Dukor in the north which formerly was part 

of the Mosul province, and Al Samawa. The quadas are divided into a number of nahyas or 

sub -districts. In total there are 73 quadas and 171 nahyas. 
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Each of the 14 provinces has a chief medical officer who is responsible for all prevent- 
ive and curative health services. The chief medical officer carries out the health policies 
and plans as prepared by the Ministry of Health and he directs all the health activities and 
institutions within the province and within the authorities delegated to him by the Ministry 
of Health. The chief medical officer is assisted by a medical officer for rural health 
services who is in charge of rural health services within the province as well as the endemic 
diseases programmes including the malaria eradication programme through the branch chief of 
the malaria eradication programmes. At every provincial capital a hospital of about 200 

beds has been established. In addition the chief medical officer's staff includes health 
educators and sanitarians. These, however, are laregly used for supervision of work in the 

urban area of the liwa. 

The chief medical officers also control a number of mobile units, for instance mobile 

X -ray teams, mobile dispensaries and health units. The number of these mobile units varies 

from province to province depending upon its population and its health problems. 

Each quada has a 50 to 70 bed hospital in addition to dispensaries located in the 

villages and staffed with a doctor, a nurse and a health official, or with a health official 

and a dresser. Mobile dispensaries operated by the liwa health services provide services 

to villages that do not have static dispensaries. 

The lowest administrative unit, the nahya, has a population of 20 000 to 30 000 inhabit- 

ants. Each nahya is to be developed into the headquarters of the main health centre, which 
supervises 4 sub -centres each covering about 3000 to 5000 inhabitants. 

Hospital Services 

In 1967, Iraq had 149 hospitals with 15 742 beds, of which 15 220 beds were in 130 

government hospitals. These beds - equivalent to a bed population ratio of 1.9 per 1000 - 

were distributed as follows: 

Category and number Number of beds 

General hospitals 103 8 941 

Tuberculosis hospitals 9 2 777 

Infectious disease hospitals 5 339 

Maternity hospitals 6 373 

Paediatric hospitals 14 786 

Psychiatric hospitals 3 1 883 

Leprosy hospital 1 325 

Ophthalmological hospitals 3 151 

Children's hospitals 5 167 

Out -patient care facilities were provided at 141 hospital out -patient departments, at 

29 polyclinics, 870 dispensaries and 47 mobile health units. 

Medical and Allied Personnel and Training Facilities 

In 1967, Iraq had 2205 doctors of whom 1862 were in government service. The doctor/ 

population ratio was 1 per 3830. Other health personnel included: 
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Health officials 1 032 

Dentists 274 

Dental practitioners 136 

Pharmacists 709 

Pharmaceutical assistants 186 

Fully- qualified nurses 781 

Trained nurses 479 

Sanitary inspectors 5 

Physiotherapists 9 

X -ray technicians 187 

Auxiliary sanitarians 198 

Dressers 1 634 

Auxiliary technical laboratory 
personnel 219 

There are 3 medical colleges in Iraq, at the Universities of Baghdad, Mosul and Basrah, 

which provide a 6 -year medical training course. The student enrolment at these 3 colleges 
was 616 during the academic year 196768. A recent legislation makes it compulsory for new 

graduates to serve 1 year in rural health services immediately after qualifying. 

The Universities of Baghdad and Mosul also have a college of pharmacy. In addition, 

the University of Baghdad has a dental college and a veterinary college. The college of 
nursing in Baghdad, which was opened in 1962, became in 1964 administratively and financially 
a part of the University of Baghdad. There are 3 nursing training schools, leach in 
Baghdad, Mosul and Basrah, at which the students are given a 3 years' training. Each of 

these schools take 30 to 50 trainees and graduate roughly the same number every year. 

There are 2 midwifery courses of 18 months duration in Baghdad. The annual intake is 

regulated according to the requirements of the liwas. 

Training of auxiliary personnel is undertaken at the High Institute of Health Auxiliaries 
in Baghdad. This Institute has been in existence for many years and has training courses for 
7 different categories of personnel: health officials, sanitarians, health educators, lab- 

oratory technicians, physiotherapists, radiographers and assistant pharmacists. Each of 

these is a 3 -year course. The average intake for trainees for the various courses amounts 

to about 200 a year. 

Communicable Disease Control and Immunization Services 

The major diseases in the country are the endemic diseases, mainly malaria, schistoso- 
miasis, trachoma, tuberculosis and diarrhoeal diseases. 

The programme for the eradication of malaria was initiated in 1958. After malaria was 

almost completely eliminated at one stage, it has now reappeared in all parts of the country 
although the incidence is still limited as compared to the years before the eradication was 
initiated. The country has been largely put back into the attack phase. In the southern 
zone the technical problems of resistance of the vector to DDT has necessitated the use of 
alternative insecticides and experimental trials to interrupt transmission in those areas. 

Problems also exist in the northern region where operational and administrative difficulties 
make the implementation of the programme at this stage very difficult. 
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Tuberculosis is a widespread infection. An extensive programme of tuberculosis survey 

with mobile units and a control programme through drugs were introduced in the middle fifties 

and have been progressively extended to different parts of the country. While the incidence 

of tuberculosis seems to be less in controlled areas, the infection is still prevalent in 

rural areas. Special chest and tuberculosis hospitals and clinics have been established, 
particularly in the liwa headquarters in all parts of the country. 

Schistosomiasis and trachoma are present all over the country. The control of these 

diseases is effected through the endemic diseases services in all liwa headquarters and 
periodical, prevalence surveys are undertaken in schools and urban communities. In some 

parts of the country, especially in the rural areas, these diseases still constitute a major 
problem. 

In August 1966 cholera was declared in Iraq. The spread of the disease was mainly 
limited to the 3 liwas of Digala, Kirkuk and Sulaimanya, In October of the same year the 

country was declared free of cholera. Although leprosy is present in Iraq, it does not 

constitute a serious health problem. 

There is a high prevalence of endemic goitre in Iraq. Malnutrition, particularly of 

children, is also a public health problem. 

In 1967 the following immunization procedures were carried out 

Cholera 8 194 370 

Smallpox 3 903 329 

Typhoid and paratyphoid fevers 905 010 

Poliomyelitis 291 493 

Diphtheria, whooping -cough and 
tetanus 272 232 

Specialized Units 

In 1968, there were 51 centres engaged in maternal and child health. During the year, 

41 234 pregnant women, 42 613 children under 1 year and 34 376 children aged 1 to 5 years 

availed themselves of the services provided at these centres. Domiciliary care was given to 

2647 pregnant women, 5969 children under 1 year and 9743 pre -school children. Other 

specialized units included 22 school health units, 7 psychiatric out -patient clinics, 15 

tuberculosis clinics, 1 venereal disease clinic, 1 leprosy clinic and 16 trachoma clinics. 

Environmental Sanitation 

The source of water is usually surface water, ground water being used only in mountainous 
areas and in some areas where the salinity is not too high. Problems regarding quantity and 

quality of water exist even in some large cities as a result of inadequate treatment or 

distribution facilities or improper operation. Villages, as a rule, have no water -supply 

system except those which are in areas of accessible ground water. A programme of well - 

digging was undertaken in recent years in the northern liwas and the deserts. About 80 

communities are estimated to have refuse collection. Open dumping is the usual disposal 

method. In Baghdad city an intermediate method between the open dump and the sanitary land 

fill is practiced. The common method of sewage disposal consists of a septic tank and a 

cesspool which are emptied and changed periodically by tank trucks. Part of Baghdad city 

has sanitary sewers; an important city -wide extension programme is under way. Other cities 

have no sanitary sewers. In rural areas the common disposal method is also the septic tank 

with cesspool. Food hygiene receives relatively much attention. However, the absence of 

detailed regulations greatly hampers these efforts. Housing is the primary responsibility 

of the Directorate -General of Housing and Town Planning. 
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National Health Planning 

The 5 -year development plan for the period 1965 -1969 envisages an expenditure of ID 668 
million, out of which ID 134.7 million are earmarked for building public works and social 
services. This plan aims at increasing the national income annual growth rate by 8 per cent. 

The main health needs, priorities and aims as expressed in the 5 -year plan are: increase of 
professional medical personnel, especially in rural areas; building programme of health 
establishments, especially in rural areas; medical supplies; malaria eradication. 

International Assistance 

In 1968, WHO's assistance to Iraq included the following projects: 

Malaria Eradication Programme (1957- ): to eradicate malaria from the whole country. 

Schistosomiasis Control (1968): WHO provided a consultant to follow up the progress of 
the project since completion of WHO assistance in 1966. 

College of Medicine, Baghdad (1958 -1969): to develop the Department of Social and 

Preventive Medicine of the College of Medicine, Baghdad. 

Training of Health Personnel (1960- 1969): to train sanitarians for the health services. 

College of Nursing, Baghdad (1962- 1973): to prepare nurses for leading posts in nursing 

services administration and in nursing education. 

Advisory Services in Epidemiology (1964- 1968): to plan, develop and operate epidemio- 
logical services at all levels of the health services. 

Cancer Control (1968- 1970): to develop a cancer control programme in the country and, 
as a first step, to establish a new cancer institute in Baghdad. 

Water Supplies (1968- ): to improve waterworks operation and maintenance and develop 
a programme of community water supplies. 

Rural Health Advisory Services (1964- 1970): to plan and develop rural health services 
and use them for field training of professional and auxiliary health personnel. 

Community Water Supply (1968- 1972): to design community water supplies; to construct 
piped water supplies in the rural areas, and to train staff in their operation. 

Sewerage Planning and Management (1968): a consultant advised the Government on the 
operation of waste water disposal plants and on the setting -up of a sewerage organization. 

Fellowships (1968) in various health fields. 

Government Health Expenditure 

For the fiscal year 1967/68 total government budget expenditure was estimated at Iraqi 

dinars 370.7 million. 2.7 per cent, of this amount (i.e. 9,9 million) were spent on health, 

realizing a per capita expense on health of approximately Iraqi dinars 1.2. 
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ISRAEL 

Population and Other Statistics 

At the last census, taken in May 1961, the population of Israel was 2 183 332. Popu- 
lation estimates and some other vital statistics for the period 1965 -1968 are given in the 

following table: 

1965 1966 1967 1968 

Mean population 2 562 600 2 629 200 2 681 000 2 745 000 

Number of live births 66 146 67 148 64 980 69 926 

Birth -rate (per 1000 
population) 25.8 25.5 24.2 25.5 

Number of deaths 16 261 16 582 17 643 18 667 

Death -rate (per 1000 
population 6.3 6.3 6.6 6.8 

Natural increase (per cent.) 1.95 1.92 1.76 1.87 

Number of infant deaths 1 811 1 755 1 685 1 714 

Infant mortality rate (per 
1000 live births) 27.4 26.1 25.9 24.5 

Number of deaths, 1 -4 years 284 325 321 

Death -rate, 1 -4 years (per 
1000 population at risk) 1.2 1.3 1.2 

* 
Number of maternal deaths 21 27 15 

Maternal mortality rate (per 
1000 live births) 0.41 0.52 0.30 

* 
Maternal deaths among Jewish population only. 

Of the 17 643 deaths recorded in 1967, the main causes were (ICD 1955): arteriosclerotic 
and degenerative heart disease (4478), malignant neoplasms (2921), vascular lesions affecting 
the central nervous system (2325), congenital malformations, birth injuries, post -natal 
asphyxia and atelectasis, infections of the newborn and other diseases peculiar to early 
infancy and immaturity (1148), accidents (1026, including 338 motor vehicle accidents), 
senility with mention of psychosis, ill defined and unknown causes (532), pneumonia (445), 

hypertension (309), chronic rheumatic heart disease (233), gastritis, duodenitis, enteritis 
and colitis, except diarrhoea of the newborn (174), suicide and self -inflicted injury (169), 

cirrhosis of the liver (143), nephritis and nephrosis (132). 

The communicable diseases most frequently reported in 1968 were: infectious hepatitis 

(2593), bacillary dysentery (2143), measles (1661), scarlet fever (1027), gonorrhoea (890), 

tuberculosis, all forms, new cases (775), typhoid and paratyphoid fevers (265), whooping -cough 
(172), meningococcal infections (64), typhus (48), syphilis, new cases (38), poliomyelitis, 
paralytic form (19), relapsing fever, tick -borne (15). 
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Organization of the Public Health Services 

In Israel, preventive services, both personal and non -personal as well as hospitalization 
are largely a government responsibility, while medical care dispensed through out -patient 
clinics is provided by voluntary health insurance agencies covering about 80 per cent, of 

the population. Mental health is almost exclusively a government domain. About 40 per 

cent, of all hospital beds are government owned. 

The Ministry of Health, charged statutorily with the administration of the Public Health 
Law, has the following Э main divisions: 

the Division of Curative Services which is responsible, in addition to government 
owned hospitals and health centres, for the supervision and licensing of all non- 
governmental hospitals and the allocation of grants -in -aid to all non -profit 
hospitals, according to bed strength; 

the Regional Services Administration which deals with public health proper, operating 
through 14 public health offices in the field; 

the Division of Mental Health. 

While, generally speaking, the Minister of Health is entrusted with the administration 
of the Public Health Law, certain health areas are under the jurisdiction of ministries 
other than the Ministry of Health, e.g. veterinary health under the Ministry of Agriculture, 
occupational health under the Ministry of Labour, custodial care of the mentally deficient 
under the Ministry of Social Welfare. 

A major change during the period under review has been the concentration of the food 
control services, including quality control, food processing, nutrition policy and approp- 
riate legislation, within the central Food Authority under the Ministry of Health. An 
inter- ministerial committee comprising the directors -general of the social service ministries 
(or their representatives) has been set up for the purpose of ensuring co- ordination. 

The country is divided into 6 districts and 14 sub -districts. District health officers 
are charged with responsibility for the health services in their respective districts; cer- 
tain municipalities operate health services of their own. 

Hospital Services 

In 1967, Israel had 152 hospitals with 21 755 beds of which 9797 were in 39 government - 
operated hospitals. The total number of beds - equivalent to 8.1 beds per 1000 population - 

to which 337 755 patients were admitted in 1967, was distributed as follows: 

Category and number Number of beds 

General hospitals 36 8 947 

Medical centres (without 
doctor) 2 38 

Tuberculosis clinic 1 388 

Maternity hospitals 6 193 

Paediatric clinic 1 55 

Psychiatric hospitals 42 6 412 

Leprosy clinic 1 30 
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Category and number Number of beds 

Institutions for long -term 
care 33 2 460 

General rehabilitation 
institutions 4 375 

Institutions for 
mentally deficient 23 2 535 

Ophthalmologic clinic 1 70 

Clinic for prematures 1 50 

Rheumatic fever clinic 1 22 

Out -patient care facilities were available in 1967 at 1034 polyclinics at different 
levels operated by the voluntary health insurance funds. 

Medical and Allied Personnel and Training Facilities 

inhabitants. Other health In 1967, Israel had 6312 doctors or 1 doctor per 420 

personnel included: 

Dentists 1 255 

Dental assistants 658 

Pharmacists 1 539 

Pharmaceutical assistants 554 

Fully- qualified midwives 462 

Veterinarians 251 

Physiotherapists 314 

Occupational therapists 134 

Laboratory technicians 762 

X -ray technicians 381 

The second Israeli medical school which was opened in 1964 at the Tel Aviv University, 

has been expanding steadily. A department of family medicine has been established at 

that school and family medicine has been officially recognized as a specialty along with 

other medical specialties and a syllabus has been drawn up detailing the requirements for 

qualification. Because of the acute shortage of doctors in outlying areas and of the 

fact that a comparatively large number of Israeli medical students are studying abroad, 

plans are under discussion to open a third medical school either in Haifa or in Beersheba. 

During the academic year 1967/1968, there were 898 medical students enrolled in the 

2 medical schools and 110 graduated at the end of the year. During the same year, 155 

dental students and 18 dental graduates were recorded at the school of dentistry and 133 

students and 34 graduates at the school of pharmacy. The department of nursing within 

the Faculty of Continuing Medical Education at the Tel Aviv University had, in 1968, 

completed its first year. 

In addition to the already existing 15 nursing schools, a new 3 -year nursing school 

has been opened at Ashkalon. The completion of 12 years of schooling has now been 
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definitely set as an admission qualification to all the 3 -year nursing schools for 
qualified nurses. During the academic year 1967/1968, there were 514 students enrolled 

at these schools and 265 nurses qualified. There are also 12 schools for auxiliary nurses 
providing an 18 -month course and 2 midwifery schools providing a 9 -month course. A 3 -year 

school for sanitary inspectors is functioning at Tsrifin. A second school for physiotherapy 
has been opened in addition to the one established in the early 1950x. Two comprehensive 

courses for medical record officers were conducted during the period under review. 

Communicable Disease Control aid Immunization Services 

There have been no indigenous cases of malaria in Israel since 1963 and the malaria 

eradication campaign entered the maintenance phase in 1967. There were, however, 17 

imported cases in 1968, 13 in 1967 and 20 in 1966. There were no cases of quarantinable 

diseases. The incidence of tuberculosis is decreasing thanks to a close network of control 

centres, chemotherapy and BCG vaccination. The mortality rate from this disease was 
2.7 per 100 000 inhabitants in 1966. Venereal diseases, particularly gonorrhoea, are on 

the increase among the younger age -groups. Trachoma is no longer a public health problem. 

Poliomyelitis is largely under control, but there were 20 to 30 cases annually in recent 

years, mostly among children partially or not at all vaccinated. Diarrhoeal diseases, 

though of diminished severity, are still prevalent and so is viral hepatitis. In 1968, 

an outbreak of nephritis involved 1500 children, leaving however little sequelae. 

The immunization procedures carried out in 1967 included the following: 

Poliomyelitis 159 381 

Diphtheria, whooping -cough 
and tetanus 97 681 

Smallpox 46 230 

BCG 41 896 

Chronic and Degenerative Diseases 

In the field of mental health, programmes are designed with emphasis on extra -mural 

treatment. Follow -up and secondary prevention of rheumatic fever and rheumatic heart 

disease are undertaken by the school health services. Attempts are made at cardiac 

rehabilitation. • Specialized Units 
In 1968, there were 679 centres engaged in maternal and child health care. During the 

year, 49 973 pregnant women, 66 576 children under 1 year of age and 68 533 children aged 

1 to 5 years availed themselves of these services. Domiciliary care was given to 84 170 

pregnant women, 152 038 infants and 170 463 pre -school children. In 1966/1967, approximately 
450 000 schoolchildren representing 80 per cent, of the total school population were under 

medical and health supervision at approximately 1350 school health units. Other specialized 

units existing in the country included 56 psychiatric out -patient clinics and facilities 
for psychiatric day -treatment, 18 tuberculosis clinics and 4 public health laboratories. 

Medical examinations of workers are carried out at industrial -medical clinics of the Sick - 

Fund of the General Federation of Labour. 

Environmental Sanitation 

At the end of 1967, in the 881 communities of the country 98.5 per cent, of the 

population were provided with piped water and 1.5 per cent, had water from public fountains. 

Of these communities, 332 had sewerage systems serving 86 per cent, of the total population. 
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Major Public Health Problems 

The major public health problems in Israel are similar to those encountered in 
industrialized countries or in countries in the process of industrialization. With communi- 
cable diseases generally under control, cardiovascular diseases and malignant neoplasms, an 

increasing number of accidents of all kinds and chronic diseases among the aging population 
are assuming an ever growing importance. Air pollution in the cities has also been identi- 
fied as a public health problem as well as a public nuisance. 

The major problem in Israel is not of a medical but of an administrative nature and is 
related to the existing structure of health services and medical care that causes duplication 
of services and waste of human and financial resources. 

Social and Economic Developments of Significance for the Health Situation during the Period 
1965 -1968 

The period under review was marked by developments that led to the outbreak of hostilities 
in June 1967 and by its aftermath. 

National Health Planning 

There is no statutory health planning authority in Israel. Following the recommenda- 
tion of an ad hoc committee and a plan for national health insurance prepared by an inter - 

ministerial committee, the Government has submitted to Parliament draft legislation providing 
for compulsory health insurance of the entire population of Israel through the existing 
health insurance agencies which already cover about 80 per cent, of the population. 

A central hospital authority under the chairmanship of the Minister of Health and 

composed of representatives of the major health agencies has been established to determine 
standards for the physical planning of hospitals. A 10 -year plan providing for the exten- 
sion and renovation of hospital facilities on a regional basis provides for a ratio of 

3.2 beds per 1000 population in general hospitals. The construction of facilities for 
3000 new beds and the replacement of facilities for another 2000 beds is envisaged. The 

plan also provides for a ratio of 2.8 mental hospital beds per 1000 population requiring the 

construction of new facilities comprising 5000 beds and the replacement of 2000 beds. The 

plan provides for altogether 10 500 beds in short -stay psychiatric hospitals, work villages, 

hostels, day -hospitals, psychiatric departments in general hospitals, etc. Similar provi- 

sions are being envisaged for facilities in chronic diseases hospitals. The Ministry of 
Health and the Israel Medical Association are planning to introduce changes in the structure 
of ambulatory medical care. 

International Assistance 

In 1968, WHO's assistance to Israel included the following projects: 

Nursing Education (1965- 1970): to study and evaluate nursing needs and resources in 

order to plan nursing education programmes. 

Medical Education (1964- 1970): to develop teaching and research at the Hadassah Medical 

School and related institutions. 

Hospital Planning and Administration (1968): a WHO consultant advised on hospital 

services. 

Air Pollution Survey (1968): a WHO consultant helped to assess the importance of air 

pollutants in certain areas, plan a programme of investigation and research and train 

staff. 



- 401 - 

Industrial Water Use and Conservation (1966- 1968): WHO provided a consultant to advise 

on the disposal of liquid industrial wastes so as to prevent pollution of natural waters and 

on the conservation of water used in industry. 

National Survey on Refuse Disposal (1967- 1969): to plan and organize a national survey 

on refuse disposal. 

Fellowships (1968) in various health fields. 

Government Health Expenditure 

In the fiscal year 1965/1966 all levels of government spent a total of 172.8 million 

Israeli pounds on health purposes, including 19.0 million which were devoted to health 

development plans. The share of the central Government was 132.1 million (i.e. 76 per cent.) 

and that of the local authorities covered the rest. In all, the per capita expenditure on 

health for this period amounted to 66.5 Israeli pounds. 

• 

• 
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JORDAN 

Population and Other Statistics 

At the last census, taken in November 1961, the population of Jordan was 1 706 226. 
Population estimates and some other vital statistics, for the period 1965 -1968, are given in 
the following table: 

1965 1966 1967* 1968 

Mean population 

Number of live births 

Birth -rate (per 1000 
population) 

Number of deaths 

Death -rate (per 1000 
populution) 

Natural increase (per cent.) 

Number of infant deaths 

Infant mortality rate (per 
1000 live births) 

Number of deaths, 1 -4 years 

Death -rate, 1-4 years 

(per 1000 population at risk) 

Number of maternal deaths 

Maternal mortality rate 
(per 1000 live births) 

1 910 000 

91 857 

48.1 

10 679 

5.6 

4.25 

3 862 

42.0 

1 755 

6.2 

63 

.06 

1 974 000 

94 299 

47.8 

10 116 

5.1 

4.27 

3 420 

36.3 

1 451 

4.8 

81 

.08 

2 039 000 ** 

70 956 

45.0 

7 383 

2 195 

30.6 

1 133 

51 

.07 

2 102 

69 

000 ** 

520 

* 
The figures for 1967 include West Bank births and deaths data for the months 

January -April 1967. 
** 

Population for the whole country. 

The communicable diseases most frequently notified in 1967 were: measles (1427), 
trachoma (1032), dysentery, all forms (273), meningococcal infections (210), whooping -cough 
(179), poliomyelitis (147), influenza (146), tuberculosis, all forms, new cases (141), 
infectious hepatitis (137), typhoid and paratyphoid fevers (134), relapsing fever, tick -borne 
(60), malaria, new cases (20), diphtheria (20). 

Organization of the Public Health Services 

The over -all responsibility for the health services in Jordan rests with the Ministry of 
Health. The Minister of Health is assisted by the Permanent Under -Secretary. The Ministry 
of Health comprises the following directorates: technical services, administration, dental 
services, external and public relations, drugs and supplies, laboratory services, and nursing 
services. The directorate for technical services has 3 sections: curative medicine, 
preventive medicine and statistics, which are sub -divided to cover all or most aspects of the 
health services in the country. 
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All regional medical officers are responsible to the Permanent Under -Secretary through 
the division of district affairs. Each regional medical officer is supported by an admini- 
strative division and a division of technical affairs. There are at present 5 regional 
health directorates. At the local level there are small health departments headed by senior 
medical officers who report to the regional directorates. 

The Minister of Health is advised by the High Council of Health which is an external 
advisory committee comprising doctors, nurses and other health workers from outside the 
Ministry. The planning committee which is a departmental committee responsible to the Under- 
secretary, is in charge of developing policies within the framework of present legislation and 
drafting plans for their implementation. 

Hospital Services 

In 1967, Jordan had 56 hospitals providing 3470 beds of which 1999 were in 25 government - 
maintained establishments. The bed /population ratio was 1.7 per 1000. The total bed 
complement of 3470 to which 64 374 patients were admitted during the year, were distributed 
as follows: 

Category and number Number of beds 

General hospitals 30 1 980 

Tuberculosis hospitals 5 351 

Infectious diseases hospitals 2 109 

Maternity hospitals 8 174 

Paediatric hospitals 3 125 

Psychiatric hospital 1 400 

Chronic diseases hospital 1 30 

Leprosarium 1 30 

Ophthalmological hospitals 2 101 

Hospital for ear, nose and 

throat diseases 1 39 

Hospitals for general surgery 2 131 

Out -patient services were available in 1968 at 9 health centres, 31 dispensaries and 1 

mobile health unit. 

Medical and Allied Personnel and Training Facilities 

In 1967, Jordan had 525 doctors of whom 223 were in government service. The doctor/ 

population ratio was 1 per 3880. Other health personnel included: 

Dentists 75 

Dental practitioners 26 

Pharmacists 196 

Pharmaceutical assistants 256 

Fully- qualified midwives 208 

Fully- qualified nurses 426 
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Practical nurses 193 

Veterinarians 23 

Sanitary engineers 2 

Sanitarians 56 

Physiotherapists 4 

Laboratory technicians 28 

X -ray technicians 58 

Other health auxiliaries 406 

Professional nursing education is given at the Jordan College of Nursing, Amman, which 

provides a 3 -year course, and at the Princess Muna College of Nursing, Amman, which is an army 

institution, but comes within the Ministry of Health final examination and registration 

schemes and follows the same curriculum. In 1968, a school for practical nurse training was 

opened in Amman. It organizes a 2 -year course. The School of Midwifery, Amman, which was 

established in 1956, is affiliated with the Maternity Hospital in Amman. Training courses are 

also organized for laboratory technicians, radiographers and X -ray technicians. 

Communicable Disease Control and Immunization Services 

The most prevalent communicable diseases in Jordan are malaria and tuberculosis. 

Diarrhoeal diseases are also widespread. Trachoma control activities were initiated in 

1963 and continued during the period under review. The communicable eye disease control 

activities were developing within the existing health infra -structure. 

The following immunization procedures were carried out in 1967: 

Cholera 417 731 

Smallpox 102 500 

Poliomyelitis 78 624 

BCG 42 710 

Diphtheria 3 935 

Whooping -cough 3 935 

Tetanus 3 935 

Measles 437 

Typhoid and paratyphoid fevers 262 

Specialized Units 

In 1968, there were 28 centres engaged in maternal and child health care. They were 

attended by 55 531 pregnant women, 11 760 infants under 1 year and 8118 children aged 1 to 

5 years. Domiciliary care was given to 6488 pregnant women, 7884 infants and 6284 children 

up to 5 years. In 1968, of all deliveries, 11 054 took place in hospital and 2527 under 

domiciliary arrangement. School health services were provided at Э centres. Dental care was 

given to 59 739 persons at 8 dental health units. The independent rehabilitation out -patient 

clinic was attended by 80 new patients. Psychiatric consultations were available at 2 clinics 

where 11 910 new out -patients were recorded in 1968. Jordan had 16 public health laboratories. 

Environmental Sanitation 

In 1968, 32 communities in Jordan had piped water systems and 5 communities had 
a 

sewerage system. 
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Major Public Health Problems 

The most important health problems in Jordan are those created by the incidence of 
tuberculosis, malaria and enteric diseases. 

National Health Planning 

The 7 -year plan for economic and social development covers the period 1964 -1970. 
The social and human resources sector of this plan gives special attention to education, 
public health, social welfare, labour, co- operatives, housing, etc. Proposals in the field 

of health included: raising the ratio of hospital beds to 5.0 per 1000; increasing the 
doctor /population ratio to 1 per 1500; improving the numbers and training of practical nurses, 
sanitary inspectors and other health workers; improving the tuberculosis service, and the 
malaria eradication programme; establishing new health centres, each of which will provide 
health services and medical care to 80 000 persons. Each health centre will have 2 senior 

medical officers, a nurse, a pharmacist, a midwife, an X -ray technician, a laboratory 
technician and a sanitarian. The district sub -centre will be staffed in the first place by a 

multipurpose nurse, a midwife, a sanitarian and an assistant pharmacist. 

International Assistance 

In 1968, WHO's assistance to Jordan included the following projects: 

Nursing Education, Amman (1965 -1972): to strengthen nursing education through the 
expansion and extension of the programme of the College of Nursing, Amman. 

Malaria Eradication Programme (1958 -1969): to eradicate malaria from the whole country 
and prevent its re- establishment. 

Nutrition Division (1966- 1973): to establish hospital dietary services in urban and 
rural hospitals and conduct training programmes for the hospital dietitians; to formulate 
suitable diets based on local foods and food habits. 

Vaccine Production (1959 -1970): to develop the production of diphtheria and tetanus 
vaccines, and to train technical personnel. 

Rehabilitation Services (1967- 1970): to develop the rehabilitation centre and to plan 
and develop training programmes for physical therapists. 

Virology Laboratory (1968- 1970): to develop a virology diagnostic section in the central 
public health laboratory, Amman. 

Municipal Wastes Disposal, Amman (1968- 1970): to advise the Municipality of Amman on 
the operation and maintenance of the water and sewerage works. 

Cancer Control (1968- 1969): to set up a new cytopathology unit at the laboratories of 
the Cancer Control Division, Ministry of Health. 

Radiotherapy, Radiology Department, Amman (1968 -1970): to reorganize the radiotherapy 
unit of the Radiology Department in Amman. 

Fellowships (1968) in various health fields. 

Government Health Expenditure 

The allocation of general government consumption expenditure in 1968 totalled 92 390 000 
Jordan dinars. Of this amount 2.7 per cent. (2.6 million) were spent on public health 
services, effecting a coverage of 1.2 Jordan dinars per capita of the population. 
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KUWAIT 

Population and Other. Statistics 

The last census, taken in April 1965, showed a population of 467 339. Population 

estimates and other vital statistics for the period 1965 -1968 are given in the following table: 

1965 1966 1967 1968 

Mean population 475 000 491 000 520 000 540 000 

Number of live births 21 950 25 354 28 334 - 

Birth-rate (per 1000 population) 46.2 51.6 54.5 - 

Number of deaths 2 454 2 813 3 111 - 

Death -rate (per 1000 population) 5.2 5.7 6.0 - 

Natural increase (per cent.) 4.10 4.59 4.85 - 

Number of infant deaths 873 938 937 - 

Infant mortality rate (per 1000 
live births) 39.8 37.0 33.1 - 

Number of deaths, 1 -4 years 224 255 322 - 

Of the 3111 deaths recorded in 1967 (ICD 1955), the main causes were: accidents (462, 

including 321 motor -vehicle accidents), congenital malformations, birth injuries, post -natal 

asphyxia and atelectasis, infections of the newborn and other diseases peculiar to early 
infancy and immaturity (407), chronic rheumatic heart disease, arteriosclerotic and 

degenerative heart disease and other diseases of the heart (378), pneumonia (324), gastritis, 

duodenitis, enteritis and colitis, except diarrhoea of the newborn (322), senility without 
mention of psychosis, ill- defined and unknown causes (295), malignant neoplasms (179), 

vascular lesions affecting the central nervous system (80), tuberculosis, all forms (78). 

The communicable diseases most frequently reported in 1966 were: measles (1370), 

tuberculosis, all forms, all cases (1322), infectious hepatitis (840), whooping -cough (475), 

typhoid and paratyphoid fevers (453), bacillary dysentery (406), influenza (258), diphtheria 

(48), meningococcal infections (44), malaria, all cases (40). 

Organization of the Public Health Services 

The Minister of Public Health is responsible for the health policy and the execution of 

the Ministry's programmes within the general policy of the Government. The Ministry of Public 

Health administers all health services, urban and rural. The Under -Secretary of State, who is 

directly responsible to the Minister, is assisted by two Assistant Under -Secretaries, in charge 

of the technical and the administrative branches. The technical branch has 2 departments, 

each one headed by a director: 

(a) the preventive department, comprising school health, public health, quarantine, 

fever hospital, occupational health, family planning, health education, medical 

registration, statistics, laboratories, veterinary health; 
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(b) the curative department, comprising general clinics, hospitals, dental 
section, physiotherapy, pharmaceuticals, nursing, maternal and child health 
centres, police medical service, chest clinics. 

The main administrative divisions of the country are the 3 governorates, Kuwait, Ahmad 
and Hawali, each of which is headed by a governor responsible to the Minister of Interior. 
The governorates are sub -divided into 11 health districts, 4 of which include the rural areas. 
These districts are further sub -divided into 36 locales, each of which has a dispensary. 

The health section of the municipality is administered independently from the Ministry of 
Public Health. Its duties concern mainly food hygiene, and environmental health activities. 

Provision of Health Services 

An extensive and comprehensive health care programme has been established in Kuwait. All 
health services are given free of charge, without distinction of the nationality or the socio- 
economic level of the patients. This system came into force in 1962, and was enacted by an 
order of the Minister of Public Health. 

Hospital Services 

In 1967, Kuwait had 20 in- patient establishments providing 3413 beds, of which 3023 beds 

were in 15 government hospitals. The bed population ratio was 6.6 per 1000. During the 
year, 62 547 in- patients were admitted to these establishments, excluding 5 medical centres 
The total bed capacity was distributed as follows: 

Category and number Number of beds 

General hospitals 7 1 715 

Medical centres 5 70 

Tuberculosis hospitals 2 675 

Infectious diseases hospitals 2 181 

Maternity hospitals 3 317 

Psychiatric hospital 1 455 

Out -patient facilities were available in 1968 at 10 hospital out -patient departments, 11 

health centres, 38 dispensaries, 6 medical aid posts, 4 dispensaries, and 4 medical aid posts 

of the Police Health Service which offer medical care for policemen. 

Medical and Allied Personnel and Training Facilities 

In 1967, Kuwait had 611 physicians of whom 491 were employed by the Government. The 

doctor /population ratio was 1 per 850. Other health personnel included: 

Dentists 63 

Pharmacists 103 

Pharmaceutical assistants 211 

Fully- qualified midwives 258 

Assistant midwives 10 

Fully- qualified nurses 899 
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Assistant nurses 

Veterinarians 

Sanitary inspectors 

Physiotherapists 

Laboratory technicians 

X -ray technicians 

Veterinary assistants 

Auxiliary sanitarians 

Dental technicians 

Opticians 

1 305 

17 

42 

41 

58 

25 

37 

66 

46 

14 

The Kuwait University which was established in 1966 has no medical faculty. 

The College of Nursing which opened in 1962, offers a 4 year course in general nursing 
to young women who have completed 8 years of schooling. Since 1958, the Ministry of Public 
Health organizes a 12 -month course designed to prepare women to become assistant nurses. 
It is proposed to establish a similar programme for men. The Institute for sanitarians was 
founded in 1957. 

Communicable Disease Control and Immunization Services 

No cholera, plague or yellow fever have been reported in the country. Tuberculosis is 
one of Kuwait's important health problems. The health authorities are constantly confronted 
with new sources of infection, as many tuberculosis cases immigrate from neighbouring 
countries, attracted and encouraged by the free medical treatment provided in Kuwait. Another 
serious source of infection is the high tuberculosis prevalence rate among the bedouins living 
in the country. The tuberculosis control section in the Ministry of Health has 5 control units 

all equipped with mass radiography, tuberculin testing and BCG vaccination facilities. Of 

these 5 units, 2 are static and 3 mobile. There is also a social workers' office to take care 

of tuberculosis patients and their families, to bring them to the centre for examination, 
vaccination or chemoprophylaxis. The static units examine the new government employees, 
military and police personnel, schoolchildren, students and teaching personnel. The mobile 

units work in the field and by the end of 1967 had completed the examination of all villages. 

A mass screening programme against trachoma was started in pre -secondary schools and all 

cases of active trachoma and conjunctivitis were submitted to intermittent antibiotic eye 
treatment, This project was successfully completed in 1966. 

The last smallpox epidemic occurred in 1967. Imported new diseases start to appear in 

Kuwait, such as leishmaniasis and malaria, in spite of the absence of the vector in the 

country, Smallpox and diphtheria vaccinations are compulsory by law. Other vaccinations are 

optional. 

The following immunization procedures were carried out in 1967: 

Smallpox 551 425 

Cholera 169 999 

Diphtheria 94 882 

BCG 55 375 

Tetanus 53 478 

• 
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Poliomyelitis 41 629 

Whooping -cough 31 482 

Measles 1 422 

Typhoid and paratyphoid fevers 378 

Specialized Units 

In each of the 11 districts there is a maternity and child health centre with 
domiciliary services for normal deliveries. The mothers who deliver at home are visited daily 
for 7 days. The school health service is both curative and preventive, although the major 
part of the activity is on the curative side. A complete medical examination is given to the 
new school entrants. Physicians visit the schools regularly. The schoolchildren are 
offered a meal daily. 

In 1968, Kuwait also had 37 dental health units, 5 hospital rehabilitation out -patient 
departments, 2 psychiatric out -patient departments, 7 family planning units, 7 tuberculosis 
out -patient units, 6 port health service units, 1 nutrition health unit and 35 public health 
laboratories. 

Environmental Sanitation 

A piped water -supply programme has been started. Refuse disposal is well controlled. 
Septic tanks are used for sewage disposal. 

Great attention is being paid to housing construction and town planning. Urbanization, 

industrialization and the resulting influx of large numbers of workers from neighbouring 
countries have created important environmental health problems, particularly in respect of 
housing and extensive demands for water. 

Social and Economic Developments of Significance for the Health Situation 
during the Period 1965 -1968 

A most important development in the field of education was the establishment of the 

Kuwait University in 1966. Another educational project which started in 1966, was the 
Kuwait Institute of Economic and Social Planning in the Middle East, assisted by the United 
Nations Development Programme /Special Fund. 

A decree was passed making elementary and intermediate education compulsory. 
Education is free. The Government is planning to bring water from Iraq through pipelines. 
An agricultural development programme will subsequently be initiated. 

National Health Planning 

The Planning Board had completed, at the end of 1966, the preparation of a 5 -year 
economic and social development plan for the years 1967-1971, involving a total investment of 

912 million Kuwaiti dinars. Public health was allocated 33 million Kuwaiti dinars. The 

most important source for financing the plan is the government's oil revenue. Among the 
over -all objectives of the plan of interest in the health field are: 

(a) to build up human resources by securing a break -through in the 
education sector for providing the manpower requirements of a rapidly 
growing modern society in an era of science and technology; 

(b) to provide better housing and more health facilities; 

(c) to narrow the gap between development of rural areas and the 
islands and the city of Kuwait. 
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Much attention is directed to agriculture. With the eventual arrival of Shatt -el -Arab water 

from Iraq, the possibilities of agricultural development are expected to be increased consid- 
erably. . 

International Assistance 

WHO's assistance in 1968 included the following projects: 

Air Pollution Survey (1968): a consultant advised the Government on the setting -up of an 

air pollution unit and on the staff and apparatus required. 

Consultative Group on Medical Education (1966- 1970): to investigate the possibilities 

of establishing a medical school in Kuwait. 

Fellowships (1968) in various health fields. 

• 

• 



• 
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QATAR 

Population and Other Statistics 

Population estimates, numbers of live births and deaths for the years 1965 -1968 are given 

below: 

1965 1966 1967 1968 

Mean population 

Number of live births 

Number of deaths 

70 

2 

000 

543 

350 

71 000 

- 

380 

75 

2 

000 

925 

401 

80 

3 

000 

923 

403 

The communicable diseases most frequently reported in 1966 were: measles (625), 

influenza (171), tuberculosis of the respiratory system, all cases (136), dysentery, all 

forms (76), infectious hepatitis (40), malaria (16), poliomyelitis (16), typhoid and 

paratyphoid fevers (16), diphtheria (13), whooping -cough (13). 

Organization of the Public Health Services 

The Medical and Public Health Services Department is headed by a Director who is 

responsible to the Deputy Ruler for the administration of the Department. He is assisted by 

2 deputy directors, 1 for medical services and 1 for public health. The Department 

is composed of 15 main sections, the chiefs of which report directly to the Director. 

The Department is responsible for providing medical care in all State -run hospitals and 

clinics, for conducting school health, preventive health measures and some environmental 
health activities. Medical treatment is provided free to all Qatari nationals and government 
officials within the country. 

Hospital Services 

In 1968, the curative health services run by the Government included the Rumaillah 

General Hospital with 316 beds the Doha Hospital with 126 beds and the Women's Hospital with • 130 beds, A chest clinic is attached to the Doha Hospital. There is a mental health centre 

for patients with chronic mental disorders, with a capacity of 12 beds. There are also wards 

in the Doha Hospital for patients with acute mental disorders. 

The Qatar Petroleum Company owns and operates 2 hospitals, 1 is located in Dukhan and 

the other is in Umm Said. Shell Company owns and operates a clinic in Doha, A referral 

system for consultation and admission into the government hospitals is organized by the Medical 

and Public Health Department and these companies. 

A main general out -patient polyclinic was opened in 1967, adjacent to Rumaillah Hospital. 

Additional out -patient services are available at the hospital out -patient departments, and at 

7 dispensaries. 

Medical and Allied Personnel and Training Facilities 

In 1967, Qatar had 50 doctors of whom 39 were working in government service. The doctor/ 

population ration was 1 per 1500. Other health personnel included: 
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Dentists 3 

Pharmacists 3 

Pharmaceutical assistants 14 

Fully- qualified midwives 144 

Assistant midwives 30 

Fully- qualified nurses 144 

Assistant nurses 30 

Veterinary assistant 1 

Sanitarians 4 

Auxiliary sanitarians 11 

Physiotherapists 2 

Laboratory technicians 11 

X -ray technicians 6 

Food analyst 1 

Dental laboratory technicians 6 

University education is sought abroad, mostly through government assistance. 

Training courses for public health inspectors and for assistant public health inspectors 
were organized by the Department of Training between 1963 and 1967. 

Communicable Disease Control and Immunization Services 

The diseases prevalent in Qatar are tuberculosis, trachoma, dysentery, venereal diseases, 
influenza, measles, malnutrition, salmonellosis and diarrhoea. 

In 1968, vaccination of infants against smallpox, poliomyelitis, whooping -cough, diphtheria 
and tetanus became compulsory by law. BCG immunization, which started in 1961, is conducted 
by the school health service. The total number of tuberculosis patients reporting to the 

Chest Clinic during 1967 was 143 and 133 during 1968. Following the occurrence of poliomyelitis 
in 1968, immunization activities were increased and 21 959 poliomyelitis vaccinations were given 
in 1968. In 1967, smallpox vaccinations were given to 76 939 persons and cholera vaccinations 
to 35 554, 

Specialized Units 

In 1968, Qatar had 1 prenatal health centre attached to the Women's Hospital. Of the 

total number of 3923 births, 97 per cent, or 3806 were institutional and 117 were conducted 

under domiciliary arrangement. There are 5 school health units which provide health and 

medical care to the total school population. Other specialized units included in 1963, 2 

dental clinics, 1 hospital rehabilitation centre which recorded over 20 000 attendances during 

the year, 1 psychiatric out -patient clinic, 1 tuberculosis out -patient clinic and 1 public 

health laboratory. Regular health education programmes are broadcast from Doha Broadcasting 

Station. These programmes are run in close co- operation between the Department of Information 

and the Department of Medical and Public Health Services. A certain amount of health 

education is also done in the schools. 

Environmental Sanitation 

Water supply for Doha and for the rural areas in Qatar, together with the treatment and 

the quality control of water is the responsibility of the Water Department. Water is mainly 

supplied from 3 distillation plants and from well fields. The present system for sewage and 
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sewage disposal is the use of cesspits. A sewerage system for Doha is under construction. 
Since 1967, sewage collection and disposal is the responsibility of the newly created 
Municipality of Qatar which is also responsible for refuse collection and disposal. 

The standard of housing in Doha and in the villages in the rural areas is in general good. 
Slums are found in the capital city where large numbers of immigrant labourers live. The 

high rat infestation in Doha presents a serious disease hazard. Тr_e main reason for this 

problem is the inadequate storage and collection of garbage. Another serious health problem 
is the considerable fly and cockroach population. 

International Assistance 

In 1968, WHO's assistance to Qatar included the following projects: 

Environmental Health (1967- 1970): to study environmental health problems and to plan 

and carry out measures for their solution. 

Fellowships (1968) in various health fields. • 

• 
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SOMALIA 

Population and Other Statistics 

Population estimates for the years 1965 -1968 are as follows: 

Year Population 

1965 2 500 000 

1966 2 580 000 

1967 2 660 000 

1968 2 745 000 

Registration of births and deaths is practically non -existent. 

Information on birth- and death -rates is available only from sample surveys. The 

birth -rate is estimated to be about 50 per 1000 population and the death -rate about 25 per 

1000. The natural increase, however, does not seem to be very high, because of the high 

death -rates among infants and children. In the interior, the infant mortality rate is 

stated to be as high as 200 per 1000 live births. Somalia has a very high nomadic population, 

estimated to be 70 per cent, of the total population. 

Organization of the Public Health Services 

The Ministry of Health and Labour is responsible for the over -all administration, plan- 

ning and policy of the health services. The functions of this central authority are carried 

out by 5 departments: the department of integrated medicine, the department of general 

technical services, the department of epidemiology and communicable diseases control, the 

department of planning and medical supplies, the department of administration. The Director - 

General advises the Minister of Health and Labour on administrative and technical matters and 

ensures that the various departments carry out the directives from the centre. The heads of 

the departments are responsible for the administrative and technical management of their 

respective departments. They are also advisors in the particular fields for which they are 

responsible. 

For administrative purposes the country is divided into 8 regions. Each of these 8 

regions has a regional health administration headed by a regional health administrator who is 

responsible for implementation of norms, direction of operations and operational co- ordination 

and supervision. He organizes and supervises both preventive and curative activities and is 

also entrusted with the supervision of health personnel at district level. The direct 

responsibility for the work of the preventive units throughout the region is executed by the 

Regional Health Superintendent (Chief Regional Health Officer) who is directing the activities 

of health superintendents, sanitarians, public health nurses and public health midwives. 

The district and rural authorities are responsible for carrying out the health operations 

at the district level, either in the urban district areas or in the peripheral village, rural 

areas or nomad lands. 

The pattern of health services in Somalia involves a pyramidal arrangement starting at 

the periphery with the rural dispensaries and proceeding by stages through hospitals both 

larger and better equipped in the districts and regions to the general hospitals with 

specialist staff and services. 
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Hospital Services 

There are at present 8 regional hospitals, 13 district hospitals and 27 dispensaries, 
some of which are equipped with in- patient accommodation. The number of staff in a dispens- 
ary varies according to the number of beds. Usually the staff consists of 1 medical assist- 
ant, 2 to 4 nurses and 1 to 2 midwives. In 1966, the total bed capacity in the country 
amounted to 4329 beds. There are also 160 static ambulatories which provide treatment of 
minor illnesses, emergency care, sometimes midwifery and home visiting. Some of these 

ambulatories undertake the basic activities of maternal and child care, together with vaccin- 

ations against diphtheria, tetanus and pertussis. 

Medical and Allied Personnel and Training Facilities 

In 1968, the number of medical doctors in the whole country was 96, of whom 49 were 

Somalis. There are also 10 Somali pharmacists in the country. The doctor /population ratio 

is about 1 per 28 600. 

The distribution of medical personnel in the country is very uneven, the greatest 
differences being observed in the south where more than 50 per cent, of the medical staff is 

concentrated in the towns. 

There are 2 training establishments in Somalia. The Hargeisa school of nursing was 
established in 1964 and provides a 3 -year course for nurses, a 2 -year course for midwives and 
one for auxiliary nurses. During the academic year 1967/68, the school had 8 nurses, 40 

midwives and 45 auxiliary nurses. At the end of the year 5 nurses and 18 midwives graduated. 
In 1959, the Health Training Institute in Mogadishu was opened. In 1967, the Government 
decided to reorganize this school for the preparation of personnel for the public health 

services in the broadest sense, including the maternal and child health programmes. The 

Institute trains medical assistants (2 -year course), dental assistants (2-year course), 
laboratory assistants (18 -month course), pharmacy assistants (1 -year course), X -ray assistants 
(1 -year course) and sanitarians (18 -month course). At the end of the academic year 1967/68, 

the school graduated 19 medical assistants and 10 laboratory assistants. 

Communicable Disease Control and Immunization Services 

Malaria, tuberculosis and bilharziasis continue to be the major communicable diseases 
in the Republic. Whooping -cough and measles are common among children. According to 
hospital records and data collected for the causes of diseases and deaths, malaria is the 

first cause of morbidity and mortality. The disease is endemic in the riverine areas along 

the river Shebelli and the river Guiba as well as between the 2 ranges of mountains which 
run parallel to the coast of northern Somalia, where there are torrent beds that run inter - 

mittantly during the seasonal rains twice a year. Malaria foci exist in the dry highlands 
where there are large numbers of water reservoirs for the livestock. A pre -eradication 
programme is in operation with WHO assistance. The presently used methods of control 

include DDT focal spraying and antimalaria drug distribution. No serious epidemic has 

been reported during the period under consideration. 

Tuberculosis represents one of the most important health problems. It is estimated 
that the number of tuberculosis cases amounts to 120 000 to 140 000. One of the means to 
cope with the present situation is a broad BCG vaccination campaign. A mass campaign of 
direct BCG vaccination combined with smallpox vaccination was started late in 1967 in the 

northern region of the country. The campaign was conducted by United Nations Peace Corps 
Volunteers Teams under the technical supervision of the WHO -assisted tuberculosis control 
project. The main activities for the control of tuberculosis are carried out at the tuber- 

culosis centre in Mogadishu, which serves as a diagnostic and treatment centre for tubercu- 
losis on an ambulatory basis and as a training centre for health personnel in tuberculosis 
control. In addition to this centre, there are 3 tuberculosis hospitals and special wards 

in each of the larger hospitals in the regions and districts where in- patients receive 

treatment. 
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Schistosomiasis is endemic in southern Somalia. However, the exact distribution of 
the infection and the magnitude of this public health problem is not known. The available 
information indicates that the infection is confined mostly to the southern part of Somalia, 
mainly along the Shebelli and Guiba rivers. The highest prevalence is found among the 
inhabitants of the irrigation areas where the rate of infection has been gradually increasing. 
It is planned that the development of irrigation schemes along these 2 rivers will include a 

very active bilharziasis control programme. 

The very limited surveys together with reports of hospitals and in- patient establishments 
indicate that a high percentage of the population are infected with different intestinal 

parasites among which infestation with ascaris and trichocephalus is high and widespread. 
Ancylostomiasis is very high in some areas where agricultural development schemes are carried 

out. 

Trachoma does not represent a public health problem in the country. The examination of 
1589 schoolchildren in November 1965 revealed a prevalence of 14 per cent, of trachoma in the 

north and 6.1 to 11.8 per cent, in the south of the country. Somalia has been free of 

smallpox epidemics for decades. Very few sporadic imported cases have been reported, the 

last having occurred in early 1966. Nevertheless, the epidemiological situation remains 

serious due to the unsatisfactory immunity level and to the continuous movements of the 

nomadic population which is susceptible to import the disease from neighbouring endemic 

countries. A very active smallpox eradication programme had been started in 1969 as part 

of the global eradication programme aiming at the vaccination of the entire population within 

a period of 3 years. It is planned to integrate the maintenance phase of the campaign into 

the health services at the local level. 

Specialized Units 

In 1968, Somalia had 7 maternal and child health centres, 3 dental health units and 2 

psychiatric out -patient departments. A central public health laboratory serving the whole 

Republic was established. It is located in Mogadishu and serves as a reference centre in 

the various disciplines for other laboratories in the country. 

Major Public Health Problems 

The main health problems are tuberculosis, malaria, helminthic infestations, proper 

water -supply and environmental sanitation. The shortage of medical and paramedical 

personnel is causing delay in the improvement of the health situation in general. 

Social and Economic Developments of Significance for the Health Situation during the Period 

1965 -1968 

During the period under review, the first 5 -year development plan came to a close. It 

had made notable achievements in many sectors, including agriculture, livestock, industry, 

basic and social infrastructure. A meat factory, a milk factory, a textile factory and 2 

fish factories have been established during this period. The health services have been 

reorganized with the establishment of the central authority at the Ministry of Health and 

Labour. 

National Health Planning 

The country's first 5 -year plan ended in December 1967. A short -term development plan 

(1968 -1970) was issued in 1968. The plan seeks to consolidate the work of the first 5 -year 

plan as a transition to the formulation and implementation of a new plan. 

The Ministry of Planning and Co- ordination was created in 1966. The Somali Planning 

Commission was established by a decree in November 1967 to undertake planning and co- ordination 

of economic and social development in Somalia. The Ministry of Planning and Co- ordination 

serves as the Secretariat of the Commission and acts as its executing agency. The Minister 

of Health and Labour is a member of the Planning Commission, 
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Health planning is integrated into the over -all first 5 -year plan and into the short - 
term development plan. Emphasis in the plan is given to the extension of health services 
to the peripheral areas without curtailing available services to the urban population. It 

is aimed to establish a network of co- ordinated peripheral and intermediate health units with 
a central administration capable of effectively performing a selected group of functions 

essential to health promotion, and to ensure availability of competent professional and 
auxiliary personnel to perform these functions. 

The Health Planning Organization comprises a health planning unit headed by the Planning 
Counsellor. A co- ordinating Committee under the Director -General of Health discusses 
proposals from the Planning Unit. When approved by the Ministry of Health and Labour, the 
Director -General of Health and the Planning Counsellor obtain agreement of the Ministry of 
Planning and Co- ordination and necessary resources for its implementation. At present 2 

different health legislations are in operation in the Republic which were in force at the 
time of independence. This has caused considerable difficulties. The preparation of an 
integrated health code for the Republic is under way. 

International Assistance 

In 1968, WHO's assistance to Somalia included the following projects: 

Malaria Pre -eradication Programme (1962- 1970): to build up the technical, administrative 
and operational facilities for a full -scale eradication programme. 

Health Training Institute, Mogadishu (1959 -1972): to train various categories of health 

auxiliary personnel. 

Tuberculosis Control (1960- 1972): to test, in certain areas, simple, practical and 

effective methods of tuberculosis treatment and prevention; and to study the possibility 
of extending these methods to the whole country and integrating them into the work of basic 

health centres. 

Basic Health Services (1962- 1970): to set up a rural demonstration and training area 
which will provide practical training for the students of the Health Training Institute, 
Mogadishu. 

Nursing Education, Hargeisa (1961 -1972): to strengthen the nursing services by improving 
the nursing education programme. 

Smallpox Eradication (1967- 1970): to plan and implement a smallpox eradication programme 
and establish a surveillance system. 

Organization of Medical Care (1962- 1969): to improve the medical care services and to 
provide clinical training facilities for health personnel. 

Public Health Laboratory Services (1966- 1971): to develop sound technical methods for 
laboratory investigation and to provide training facilities. 

Water Control and Management, Shebelli River (1968): 2 WHO consultants were provided to 
help in assessing the health risks associated with a project for large -scale irrigation in 

the Shebelli river valley. 

Yellow -Fever Serological Survey (1968): a WHO consultant undertook an epidemiological / 
serological survey of yellow fever in the Juba area. 

Fellowships (1968) in various health fields. 

Government Health Expenditure 

In 1968, total general government consumption expenditure amounted to 281.6 million 
Somalis, 21.6 million of which (7.6 per cent.) were devoted to health services. This 
represents an outlay of 103 Somalis per capita on public health. 
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SOUTHERN YEMEN 

Population and Other Statistics 

Population estimates and some other vital statistics for the period 1965 -1968 are given 
for the former Colony of Aden only in the following table: 

1965 1966 1967 1968 

Mean population 237 000 250 000 260 000 

Number of live births 9 081 9 256 6 780 7 076 

Birth -rate (per 1000 
population) 38,3 37,0 26.1 23.5 

Number of deaths 1 929 2 030 2 149 1 795 

Death -rate (per 1000 
population) 8.1 8.1 8.3 6.0 

Natural increase (per cent.) 3.02 2.89 1.78 1.75 

Number of infant deaths 688 740 

Infant mortality rate (per 
1000 live births) 75.8 79.9 

Number of deaths, 1 -4 years 991 1 224 621 463 

Number of maternal deaths 7 10 6 6 

Organization of the Public Health Services 

The public health services of the People's Republic of Southern Yemen come under the 

Minister of Health who is assisted by an executive officer, the Permanent Secretary of 
Health and by a professional officer, the Director of Health Services. The duties of the 

Director of Health Services include planning of health services, budget and finance, general 

administration and personnel management, education and training and fellowships. 

The Director of Health Services is assisted in the discharge of his administrative and 
technical duties by the Director of Preventive Medicine and the Director of Curative 

Medicine. It is planned to establish a department of medical stores under a director. 

The Under -Secretary of Health is in charge of the liaison with other ministries, with 

bilateral and international agencies. 

The specialists working in the Al Jamhouria hospital which is the leading hospital of 

the country, act as advisers to the Ministry of Health as and when required. The Ministry 
of Health co- operates closely with other ministries on matters of common interest, such as 

the importation of drugs which is the responsibility of the Ministry of Industries and 

Commerce, old folk's home, approved schools, centre for the blind and child nurseries which 

come under the Ministry of Labour and Social Welfare; scholarships and fellowships which 

are handled by the Ministry of Education; veterinary public health which is the responsi- 

bility of the Ministry of Agriculture. 

Hospital Services 

In 1968, in- patient facilities were provided at 17 establishments which had a total 
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bed capacity of 1248 beds. The present bed population ratio is in the neighbourhood of 

4 per 1000. The total number of beds is distributed as follows: 

Category and number Number of beds 

General hospital 1 500 

Rural hospitals 13 536 

Maternity clinics 2 100 

Psychiatric and infectious 
diseases hospital 1 112 

In addition there is an old people's home. 

Out- patient care was given in 1968 at 16 hospital out -patient departments, 90 health 
centres, 5 dispensaries and by 2 mobile health teams which operate in areas where the 
population is scattered and scanty. 

Medical and Allied Personnel and Training Facilities 

In 1966, Southern Yemen had 117 doctors of whom 70 were in government service and 47 in 

private practice. The doctor population ratio was 1 per 2140. Other health personnel 
included: 

Dentists 20 

Dental mechanics 4 

Pharmacists 5 

Pharmaceutical assistants 18 

Assistant midwives 7 

Fully- qualified nurses 153 

Assistant nurses 231 

Auxiliary nurses 482 

Veterinarian 1 

Sanitary inspectors 28 

Physiotherapists 2 

Laboratory technicians 24 

X -ray technicians 19 

Dispensers 18 

Health assistants 23 

During the period under review the Arabic system of education has been adopted. The 

training of doctors and dentists is done abroad, mainly in Arab -speaking countries. The 

training of existing categories of personnel, e.g. Aden registered nurses, health assistants, 
practical nurses and midwives, state certified midwives and technicians has been expanded 
and strengthened. The 3 -year sanitarian training course affiliated with the Royal 

Society of Health which was in abeyance has started again. 
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Communicable Disease Control and Immunization Services 

The country has been free from smallpox and other quarantinable diseases during the 
period under review. Trachoma, tuberculosis, malaria, bilharziasis and gastro -intestinal 
diseases are the most frequently reported communicable diseases which, due to their high 
incidence, constitute major public health problems. Measles, whooping -cough and pneumonia 
with the under -lying malnutrition, are responsible for a high infant mortality which, in some 
parts of the country, is estimated to be 500 per 1000 live births. Poliomyelitis and 
leprosy are also found in the country. A WHO /UNICEF assisted smallpox eradication programme 
and a BCG vaccination campaign are planned. Triple vaccine immunization of schoolchildren 
is also actively under planning. It is expected that the development of community water 
supply schemes, the launching of smallpox and tuberculosis control mass campaigns, the 
development of basic health services and the integration of the mass campaigns into these 
services will contribute to the control of the major infectious diseases prevailing in the 
country. 

The following immunization procedures were carried out in 1966: 

Smallpox 42 689 

BCG 33 917 

Cholera 14 278 

Poliomyelitis 10 485 

Yellow fever 8 539 

Diphtheria, whooping -cough 
and tetanus 6 943 

Typhoid and paratyphoid 
fevers 348 

Specialized Units 

In 1968, 93 centres were engaged in maternal and child health activities. School health 
work is the routine function of the government health service with examination of all 
schoolchildren, vaccination and education in general hygiene, being carried out twice yearly. 

Other specialized units included in 1968 1 dental health unit, 1 psychiatric out -patient 
department, 1 independent medical rehabilitation centre and 1 rehabilitation department 
attached to a hospital. There is no public health laboratory. The majority of employers 
provide medical and health services for their employees. 

Major Public Health Problems 

Southern Yemen is faced with serious problems of organization and provision of health 
services, particularly in remote areas. The exodus of expatriate doctors, nurses and 

technical personnel has made the staffing situation precarious and led to a severe lack of 

health manpower. To remedy this situation, emphasis is placed on training of auxiliary 
health workers. Regular supervision by qualified personnel and refresher courses are the 
measures presently adopted. 

As the staffing problem is particularly acute in rural areas, serving in these areas 
on a rotational basis has been made compulsory. In order to prevent the "brain drain" of 

specialized manpower, especially doctors, the travel of doctors outside the country is 

subject to the approval of the Ministry of Health. 

There is also a great demand for health units and hospitals. Mobile health units are 
required to give medical care to the widely dispersed population. The organization of 
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effective health education services contributing to the prevention of the prevalent communi- 
cable diseases is also of concern to the health authorities. 

Social and Economic Developments of Significance for the Health Situation during the 

Period 1965 -1968 

Southern Yemen became an independent state in November 1967. The closure of the Suez 
Canal in June 1967, the evacuation of the British base in Aden prior to November 1967, the 

loss of tourist and re- export trade and the considerable reduction in ships calling for 

bunkering at Aden, resulted in widespread unemployment and econc..iic depression. With 
drastic cuts in salaries, reaching 60 per cent, in certain cases, the expenditure of the 
country has been reduced from £ 32 000 000 to £ 18 000 000. Southern Yemen became a full 

member of WHO in May 1968. 

International Assistance 

In 1968, WHO's assistance to Southern Yemen included the following projects: • Public Health Advisory Services (1968- 1970): to strengthen the administration of the 

health services and develop health programmes. 

Malaria Pre -eradication Programme (1968- ): to prepare the country for undertaking 
a nation -wide malaria eradication programme in due course. 

Fellowships (1968) in various health fields. 
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TUNISIA 

Population and Other Statistics 

At the last census, taken in May 1966, the population of Tunisia was 4 457 862. Popu- 
lation estimates and other vital statistics for the period 1965 -1968 are given in the following 
table: 

1965 1966 1967 1968 1 

Mean population 4 360 000 4 460 000 4 560 000 4 660 000 

Number of live births 191 734 201 777 187 329 188 317 

Birth -rate (per 1000 
population) 44.0 45.2 41.1 40.4 

Number of deaths 51 627 47 992 49 203 46 720 

Death -rate (per 1000 
population) 11.8 10.8 10.8 10.0 

Natural increase (per cent.) 3.22 3.44 3.03 3.04 

The communicable diseases most frequently reported in 1966 were: malaria, all cases 
(4761), infectious hepatitis (620), typhoid and paratyphoid fevers (591), diphtheria (127), 

dysentery, all forms (71), poliomyelitis (62). 

Organization of the Public Health Services 

The Secretariat of State for Public Health is responsible to the Parliament and to the 

Cabinet, presided over by the President of the Republic, for all public health activities 
carried out in the country under government control, with the exception of health education, 
nutrition and industrial health which come under the Secretariat of State for Youth, Sports 
and Social Affairs. The Secretariat of State for Public Health is advised by the High 
Public Health Council. 

Administratively, Tunisia is divided into 13 governorates headed by a governor who is 
nominated by the President of the Republic. The governorates are sub -divided into 

" délégations" of which there are at present 98. The cheikhat is the smallest administrative 
unit and is headed by a cheikh. There are at present 759 cheikhats in Tunisia. There are 
also 132 municipalities. 

For some years already there has been a trend towards decentralization of the health 
services. Under a regionalization plan, autonomous health regions have been established. 
Each health region comprises 1 or 2 governorates and is run by a regional medical director 
and /or a regional public health administrator assisted by a regional council of public health. 
The health regions are divided into medical districts corresponding to a geographical area 
of 35 000 to 45 000 inhabitants. The public health physicians in charge of the medical 

districts are responsible for all health activities in their districts. 

The regional directorate of public health services administers its own budget and is 

responsible for the execution of all health activities within the region (except personnel 
movements), once they have been approved by the Secretariat of State for Public Health. 
Each region has 1 regional hospital (except in Tunis and Sousse, with 3 regional hospitals 
each), 4 to 8 auxiliary hospitals, 40 to 60 dispensaries including specialized dispensaries 
and maternal and child health centres. The dispensaries are visited at least once a week 
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by the physician attached to the regional hospital or to the auxiliary hospital of the health 
district. He sees all the patients attending the dispensary. 

About 90 per cent, of Tunisia's population is covered by the State Public Health Services. 

Tunisia also has a national security scheme covering all workers and employees. 

Hospital Services 

In 1966, government medical care facilities included 78 in- patient establishments with 

a total bed capacity of 11 364 beds (2.5 beds per 1000 population) to which 320 324 in- 
patients were admitted during the year. These beds were distributed as follows: 

Category and number Number of beds 

General hospitals 17 6 590 

Rural hospitals 52 2 388 

Medical centres (without 

doctor) 3 41 

Tuberculosis hospitals 3 978 

Paediatric hospital 1 233 

Mental hospital 1 1 000 

Ophthalmological hospital 1 134 

Out- patient facilities were available in 1968 at the hospital out -patient departments, 
at 5 polyvalent dispensaries, and 393 other dispensaries, where altogether over 5 000 000 
attendances were recorded. 

Medical and Allied Personnel and Training Facilities 

in government service. The 
personnel included: 

In 1966, Tunisia had 536 physicians of whom 518 were 
doctor /population ratio was thus 1 per 8460. Other health 

Dentists 11 

Pharmacists 30 

Fully- qualified midwives 148 

Fully- qualified nurses 1 288 

Auxiliary nurses 2 812 

Veterinarians 2 

Sanitary engineers 2 

Laboratory technicians 215 

Public health nurses 845 

The University of Tunis has a medical faculty where the medical studies started in 
1964. The curriculum of this faculty follows the one of the French medical faculties. 
Medical education lasts 5 years and is followed by 1 year internship. During the academic 
year 1967!68, there were 280 students enrolled at the medical school. 

The training of dentists, pharmacists and veterinarians is done abroad. Training of 
nurses is given at 4 nursing schools which provide 2 -year courses. In 1968, there were 
177 students enrolled at these schools and 146 completed their training. Midwifery training, 
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which lasts 3 years, is given at 1 school where 25 students were registered in 1968. 
Auxiliary nurse training is given at 5 schools providing a 2 -year course, In 196768, the 

course was attended by 428 trainees of whom 273 completed their training. In the same year, 
12 auxiliary midwives received training in 1 school. 

A 3 -year training course for physiotherapists and a 2 -year course for X -ray technicians 

started in 1967/68 and 1968/69 respectively. Training facilities in Tunisia for other 

health personnel include a school for laboratory technicians (2 -year course) with 31 

students in 1967/68, and a school for sanitarians (2 -year course) with 17 students in 1967/68. 

Specialized Units 

In 1968, maternal and child health care was provided at 91 pre -natal centres and 88 

child welfare centres. Some of these centres have a restricted number of beds for in- 

patients. During the year, about 73 000 pregnant women and 106 000 children aged O to 5 

years availed themselves of these services. Domiciliary care was given to 63 550 pregnant 

women and to over 218 000 children. In 1968 of all deliveries, 51 305 or 27.2 per cent. 

were institutional. The activities of the maternal and child health centres and the school 

health services are gradually integrated into the basic health services. During the school 

year 1967/68, 86 per cent, of the total school population was under regular medical super- 

vision. Dental health services for schoolchildren are being organized in the big towns. 

Psychiatric out -patient treatment is available at the psychiatric hospital Razi, Manouba, 
near Tunis and at the hospital in Sfax. A medical rehabilitation centre has been opened in 

Kassar Said. There were 26 public health laboratories in the country. 

Communicable Disease Control and Immunization Services 

There were no cases of quarantinable diseases in Tunisia during the years under review. 
Generally speaking, tuberculosis and gastro -enteritis are the most prevalent public health 
problems in the country. 

The national tuberculosis control campaign which was launched in 1959 as an independent 

centrally organized and directed public health activity, has been extended to all regions 

and is gradually being integrated into the public health services of the country. The 

National Institute of Phthisiology (Ariana, Tunis) continues to give technical advice and 
guidance for the decentralization of the campaign. Mobile teams carry out tuberculin testing, 

BCG vaccination and radiographic examination of the majority of the population. 

Malaria is endemic in the central and southern regions of the country. In view of 

increased fresh transmission of malaria in 1965 in spite of control measures taken by the 

health authorities, the Ministry of Health decided to embark on a malaria eradication 
campaign, Spraying operations started in 1968 in 10 governorates. The malaria 

eradication campaign will be integrated into the basic health services which provide super- 
visory personnel for DDT spraying activities and epidemiological surveillance. 

Control measures against communicable eye diseases which are particularly prevalent in 

the southern regions of the country, are based on an intensive health education campaign 

inviting the population to apply self -treatment with aureomycin ointment, and on a treatment 

campaign in the schools of the country. Approximately 315 schoolchildren had received 

treatment during the school year 1965/66. 

Tinea capitis has been known for many years to exist as an endemic disease in Tunisia, 

particularly among the rural population, but frequently also in urban areas where poor 

hygienic conditions favour the disease's transmission. Antimycotic centres have been estab- 
lished in different regions of the country. 

The prevalence of gastro -enteritis and typhoid fever is mainly due to inadequate 

environmental health conditions. 
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The following immunization procedures were carried out in 1967; 

Poliomyelitis 1 000 671 (for the year 
1967 -1968) 

Smallpox 879 784 

BCG 239 457 

Diphtheria 221 646 

Typhoid and paratyphoid fevers 9 102 

Whooping -cough 3 552 

Tetanus 3 128 

Cholera 316 

Yellow fever 200 

Epidemic typhus 12 • National Health Planning 
In 1961, a 10 -year over -all plan for the whole country dealing with all aspects of 

improvement and development was prepared for the decade 1962 -1971. The objectives set in 

this over -all plan were to be carried out in 3 stages, the first for the 3 years 1962 -1964 
(Plan Triennal), the second for the 4 years 1965 -1968 (Plan Quadriennal), and the last for 

the years 1969 -1971. 

The National Planning Council is the supreme planning authority in the country. 

Although public health needs and priorities have not been clearly defined in these 
plans, the following objectives are included in the 10 -year over -all plan; 

(a, to increase the number of hospital beds to a ratio of 4 beds per 1000 inhabitants; 

(b) to improve the quality of medical and health services; 

(c) to reorganize the regional health administration in order to achieve a better 

distribution of services in the villages. 

There is no permanent planning unit in the Secretariat of State for Public Health. A 

sub -committee for public health comprising high officials of the Secretariat of State for 

Public Health, representatives of student organizations, of the Workers' Union, the Women's 

Union and of the Chamber of Commerce, and a representative of the Secretariat of State for 

Planning and National Economy, prepares the health section of the plan based on suggestions 

and proposals made by regional public health administrations. When approved by the 
Secretariat of State for Planning and National Economy, the health plan is submitted to the 

National Planning Council and for final approval by the National Assembly as an integral 

part of the over -all development plan. 

This health plan constitutes a guide line for establishing long -term and short -term 

objectives within the limits of the budget. 

EnvironmenLal Sanitation 

An environmental health section has been create& in the Secretariat of State for Public 

Health. Legislative acts on the administration of an environmental health programme are 

being prepared. It is estimated that 44.5 per cent, of Tunisia's total population benefit 

from piped water supplies, while 29.5 per cent, are provided with water from public fountains. 

Of the 3674 communities, 66 have sewerage systems and 31.5 per cent, of the total population 

live in houses connected to sewers. 
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International Assistance 

WHO's assistance to Tunisia in 1968 included the following projects: 

Malaria Eradication Programme (1966- 1972): to eradicate malaria and prevent its 

re- establishment. 

Environmental Health Services (1962- 1970): to develop a national programme of environ- 
mental health and to train personnel for the purpose. 

Medical Education (1961- 1972): to develop the medical school. 

Medical Rehabilitation (1961- ): to set up a medical rehabilitation programme and 

train personnel. 

Training Centre for the Repair and Maintenance of Medical Equipment (1963- 1970): to 

train personnel in the repair and maintenance of medical apparatus. 

Nursing Education (1965 -1972): to assist in the training of nursing personnel. 

Vital and Health Statistics (1968- 1970): to develop a system of vital and health 

statistics and to train national staff. 

Fellowships (1968) in various health fields. 

Government Health Expenditure 

In 1968, the total general government consumption expenditure amounted to 124 million 
dinars, of which 9.7 million (i.e. 7.8 per cent.) were spent on health services. This 

corresponds to a per capita expense of 2,l dinars on health services. In addition an amount 
of 63.5 million dinars was devoted to capital investments in health projects, resulting in a 

ratio of 2 :1 comparing services with investments. 

• 
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UNITED ARAB REPUBLIC 

Population and Other Statistics 

At the last census, taken in May 1966, the population of the United Arab Republic was 

30 083 419. Population estimates and some other vital statistics, for the period 1965 -1968, 

are given in the following table: 

1965 1966 1967 1968 

Mean population 

Number of live births 

Birth -rate (per 1000 population) 

Number of deaths 

Death -rate (per 1000 population) 

Natural increase (per cent.) 

Number of infant deaths 

Infant mortality rate (per 1000 

live births) 

Number of deaths, 1 -4 years 

Death -rate, 1 -4 years (per 1000 

population at risk) 

Number of maternal deaths 

Maternal mortality rate (per 1000 

live births) 

29 499 000 

1 220 658 

41.4 

411 636 

14.0 

2.74 

138 120 

113.2 

97 474 

25.4 

1 146 

0.9 

30 147 000 

1 234 976 

41.0 

477 021 

15.8 

2.52 

156 909 

127.1 

127 035 

32.0 

1 229 

1.0 

30 

1 

907 000 

210 214 

39.2 

440 161 

14.2 

2.50 

140 491 

116.1 

101 710 

25.0 

1 136 

0.9 

31 

1 

693 

210 

38.2 

000 

169 

Of the 440 161 deaths reported in 1967, the main causes were (ICD 1955): gastritis, 

duodenitis, enteritis and colitis, except diarrhoea of the newborn (140 404), senility without 
mention of psychosis, ill- defined and unknown causes (89 161), congenital malformations, 

birth injuries, post -natal asphyxia and atelectasis, infections of the newborn and other 
diseases peculiar to early infancy and immaturity (43 677), bronchitis (40 077), arterio- 
sclerotic and degenerative heart disease (20 998), accidents (13 785, including 42 motor 

vehicle accidents), hypertension (10 870), pneumonia (9318), chronic rheumatic heart disease 
(8527), malignant neoplasms (6939), tuberculosis, all forms (3444), vascular lesions affecting 
the central nervous system (1866), diabetes mellitus (1664), deliveries and complications of 

pregnancy, childbirth and puerperium (1136), tetanus (1040). 

The communicable diseases most frequently notified in 1966 were: typhoid and para- 
typhoid fevers (17 584), infectious hepatitis (15 164), measles (12 616), tuberculosis, all 

forms, new cases (4377), malaria, new cases (2925), diphtheria (1142), whooping -cough (917), 
meningococcal infections (514), dysentery, all forms (277), poliomyelitis (172), leprosy (87), 

typhus (45), scarlet fever (38), rabies in man (25), influenza (6). 

Organization of the Public Health Services 

The Ministry of Public Health headed by a Minister of Public Health is divided into 

several departments. There are 5 Under -Secretaries of State under the Minister; each of 

the Under- Secretaries is in charge of 3 departments. These departments cover the following 

fields: rural health, preventive medicine, endemic tropical diseases, general and special 
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hospitals, pharmacy, school health, public health laboratories and vaccine production institute, 
medical commission, licensing and registration of medical practitioners, pharmacists and 
licensing of private hospitals and pharmacies, local health services, international health. 
The department of local health services acts as a liaison body between the Ministry of Public 
Health and the provincial health departments. 

In addition to these departments the Ministry of Public Health has established a number 
of standing committees which act as expert and advisory bodies to the Ministry. Such stand- 
ing committees have, for instance, been set up for schistosomiasis, for rural health 
programmes, for communicable disease control and quarantine. 

The Ministry of Public Health is responsible for the technical policy and the planning 
of health programmes which are implemented by the governorate health administrations and by 
the district and rural health services. The central Ministry is also responsible fox the 
recruitment and staffing of the health services throughout the country, although the 
governorates health administrations are responsible for the administration of the personnel 
of the health services in their area. 

The United Arab Republic is divided into 25 governorates. At each of these governorates 
there is a health department headed by a Director -General or by an Under -Secretary of State. 

There are assistant directors of public health in each of the governorates dealing with at 
least 5 of the major health programmes, i.e. rural health services, medical care, communicable 
diseases control, endemic diseases control, school health, supply and administration. 

At the district level the health administration is being established by decentralizing 
some of the responsibilities from the governorate level, particularly those for rural health 
programmes. For this purpose the assistant director of rural health has been moved from the 
governorate level to the district level. The team established at this level acts as the 

supervisory staff for district and rural health work. Rural health centres and rural health 

units have been established at the peripheral or the village level. 

Hospital Services 

At the end of 1967, the hospital beds available in the country totalled 55 050, of which 
49 000 were in hospitals maintained by the Ministry of Public Health. The bed /population 
ratio was therefore 1.7 per 1000. The 55 050 beds were distributed as follows: 

Category and number Number of beds 

General hospitals 164 12 453 

Rural hospitals 573 8 038 

Maternity hospitals 5 703 

Maternal and child health centres 190 408 

Infectious diseases hospitals 70 6 300 

Tuberculosis and chest diseases hospitals 51 8 632 

Mental hospitals 7 4 723 

Leprosaria 2 1 999 

Skin and venereal diseases hospital 1 75 

Eye diseases hospitals 4 460 

Prison hospitals 18 1 577 

University hospitals 15 6 686 
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Medical and Allied Personnel and Training Facilities 

The doctor /population ratio was In 1966, the United Arab Republic had 13 640 doctors. 

therefore 1 per 2210. Other health personnel included: 

Dentists 1 401 

Pharmacists 4 133 

Fully- qualified midwives 2 172 

Assistant midwives 6 274 

Traditional birth attendants 4 203 

Fully- qualified nurses 1 724 

Assistant nurses 4 772 

Nursing aids 8 388 

Veterinarians 1 450 

Sanitarians 1 256 

Physiotherapists 41 

Laboratory technicians 2 958 

X -ray technicians 328 

Dental laboratory technicians 527 

Opticians 220 

There are 7 faculties of medicine in the United Arab Republic, namely in Cairo, Alexandria, 
Mansoura, Tanta, Assiut, Al Azhar and Ein Shams. During the academic year 1967/68 there 

were 3021 medical students in these faculties and 1086 graduated at the end of the year. 

The number of students at the 2 dental faculties in Cairo and Alexandria was 512 and the 

number of graduates 155. There are also 2 faculties for veterinary medicine and 3 for 

pharmaceutical studies with 538 and 1251 students respectively. 

Engineers are graduated in 5 universities: 3 in Cairo, 2 others in Alexandria and 
Assiut. Except for Alexandria University, sanitary subjects such as water supply and 
sewerage are incorporated in the civil engineering programme. In Alexandria a Sanitary 
Engineering Department exists with a full -time programme in all aspects of this subject. 

This Department was founded in 1950. 

There are 18 schools for nursing basic training which give a 3 -year course and which 

had 1437 students in 1967/68. Auxiliary nurses are trained in 19 schools and auxiliary 
midwives in 38 schools, both categories providing an 18 -month course. There are 762 
auxiliary nurse students and 1330 auxiliary midwive students. 

Training for laboratory technicians is given in 4 schools, for X -ray technicians in 4 

schools, for sanitarians in 4 schools, and for health visitors in 6 schools. 

Communicable Disease Control and Immunization Services 

Endcmic diseases, foremost among them schistosomiasis, are present all over the country. 

The incidence of schistosomiasis is much less in the south though the development of Lake 

Nasser through the Aswan Dam and the expected increase and greater interchange of population 
in that area is a particular threat for the spread of the disease in that region. The 

endemicity of schistosomiasis is fairly high in the central and delta areas. A bilharziasis 

control project was started in 1961. 
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While the incidence of malaria has steadily been reduced from 127 444 cases in 1960 to 

2030 cases in 1967, malaria is still present in the delta and central regions of the country. 

There is very little malaria in the south. By 1968 there were 225 malaria units established 

all over the country. Intestinal parasitosis, particularly ancylostoma infection, are 

endemic and prevalent throughout the country. Although the incidence of these infections 

has already been reduced, there is no permanent solution to this problem, except through the 

improvement of environmental sanitation, particularly the provision of pure water supply at 

the village level and the control of excreta disposal. Gastro -intestinal infections are 
also prevalent. 

The incidence of trachoma has been steadily declining in recent years. The availability 

of better health services has helped to reduce the incidence of this disease. However, 

communicable eye diseases still represent a public health problem in the rural areas. Yearly 

seasonal outbreaks of acute conjunctivitis continue to afflict the majority of young children. 

At present there is no specialized or integrated communicable eye disease control programme 

in the United Arab Republic. The control activities are confined to the treatment carried 

out by basic health services in rural areas and by ophthalmic hospitals in urban areas. 

Tuberculosis is still an important problem in the United Arab Republic. The exact extent 

of the problem is however not known. Taking into account the results of the various surveys 
and mass X -ray examinations recently performed by the mobile units, it can be concluded that 

the number of tuberculosis patients in the community may be estimated at around 1 per cent. 

There are at present 111 tuberculosis dispensaries and chest clinics. BCG vaccination is 

regularly undertaken at all maternal and child health centres, and rural health centres and 

units. With the development of home visiting from the rural health centres, the effectiveness 

of the ambulatory treatment has greatly improved. 

The following immunization procedures were carried out in 1966: 

Smallpox 6 133 867 

Diphtheria 1 100 922 

Poliomyelitis 737 000 

Cholera 619 127 

BCG 600 261 

Typhoid and paratyphoid fevers 483 987 

Yellow fever 929 

Specialized Units 

The maternal and child health work in rural areas is integrated with the work of the 

health centres and health units and is, therefore, under the direct control and supervision 

of the Director -General of the rural health services. In the urban areas a maternal and 

child health centre usually serves a population of 50 000 and the normal staff for such a 

centre is 1 doctor, 1 qualified nurse, 8 assistant midwives, 1 pharmacist and 1 social worker. 

The total number of maternal and child health centres which were in operation in 1968 is 193. 

They were attended by 838 350 pregnant women and 3 218 192 children. School health services 

were provided at 192 centres. They were attended by 3 391 763 schoolchildren. Psychiatric 

consultations were given at 27 clinics which recorded 73 208 new out -patients. The out- 

patient facilities provided in specialized clinical fields included 111 tuberculosis clinics, 

1 skin diseases clinic, 20 leprosy clinics, 37 trachoma and eye diseases clinics. There 

were also 124 public health laboratories. 

• 
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A national programme for family planning was initiated in 1966. Family planning was 
introduced in the maternal and child health centres as well as in the rural health centres 
and rural health units. In 1969, there were 2793 family planning centres in the country. 
A Supreme Council for Family Planning has been established which lays down the policies and 
directs the family planning programme in the whole country. 

Environmental Sanitation 

It is estimated that in 1968, piped water was available to 61 per cent, of the popula- 

tion, whereas 39 per cent, collected water from public fountains. About 18 of the bigger 

towns are sewered and supplied with sewage treatment plants. 

International Assistance 

In 1968, WHO's assistance to the United Arab Republic included the following projects: 

Malaria Eradication Programme (1965- ): to eradicate malaria from the country and 
prevent its re- establishment. 

Sanitary Engineering Research (1958 -1968): WHO provided consultant services to assist 
in organizing a sanitary engineering research centre in the University of Alexandria, to 

advise on a research programme and to assist in strengthening teaching in the subject. 

Schistosomiasis Control Pilot Project and Training Centre (1961- 1970): to take measures 
for controlling schistosomiasis, so as to find those cheapest and most effective under 
conditions in the United Arab Republic. 

Nursing Education, Cairo (1961- 1972): to strengthen nursing services through basic and 
post -basic nursing education. 

Physical Therapy Department, Poliomyelitis Institute, Cairo (1968- 1970): to set up a 

physical therapy department in the Poliomyelitis Institute, Cairo. 

Higher Institute of Nursing, Cairo University (1965- 1972): to develop a 4 -year 
degree programme in basic nursing, so as to prepare nurses for leading posts in nursing 
education, administration and services. 

Virus Vaccine Production Centre (1966- 1970): to set up a vaccine production centre for 
poliomyelitis, measles and other virus vaccines. 

Cancer Institute, Cairo (1967- 1970): to improve the Cancer Institute, Cairo University, 
and develop cancer diagnosis, treatment, control and research activities throughout the 

country. 

Fellowships (1968) in various health fields. 

Government Health Expenditure 

For the fiscal year 1967/68 the budget estimate amounted to 1113,2 million £ for total 

general government expenditure including 232.2 million £ for development and 32.9 million £ 

for health services. This reflects the provision of 1.1 £ for health services per head of 
the population. 
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FRENCH TERRITORY OF THE AFARS AND THE ISSASI 

Population and Other Statistics 

The estimated population of the French Territory of the Afars and the Issas was 82 600 
in 1965. Population and demographic data for 1967 for the town of Djibouti are given 
below: 

1967 

Mean population 55 000 

Number of live births 2 010 

Birth -rate (per 1000 population) 36.5 

Number of deaths 492 

Death -rate (per 1000 population) 8.9 

Natural increase (per cent.) 2.76 

Number of infant deaths 72 

Infant mortality rate (per 1000 live births) 35,82 

Number of deaths, 1 -4 years 66 

Number of maternal deaths 3 

Maternal mortality rate (per 1000 live births) 1.49 

The communcable diseases most frequently notified in 1967 were: dysentery, all forms 

(19 988), influenza (6158), measles (994), tuberculosis, all forms, new cases (958), 

whooping -cough (468), gonorrhoea (440), rabies in man (413), infectious hepatitis (67), malaria, 

new cases (67), typhoid fever (35), meningococcal infections (24), paratyphoid fever (22), 

poliomyelitis (15), leprosy (4). 

Organization of the Public Health Services 

The Ministry of Public Health and Social Affairs was created in 1957 within the 
Government Council of the Territory. The 2 main divisions in the Ministry are the Directorate 
of Public Health and the Service for Public Hygiene and Epidemiology. The Directorate of 
Public Health is responsible for the administration, technical organization and medical 

supply, both of the health establishments in urban and rural areas and of the establishments 
for preventive medicine, and also for the control of endemic diseases. It is also in charge 

of occupational health and school health and of training of auxiliary personnel. The Service 

for Public Hygiene and Epidemiology is concerned with the detection and prevention of 
infectious diseases, vaccination, urban hygiene and is responsible for the quarantine service. 

The Territory is divided into 4 administrative circumscriptions, each of which has a 

medical centre with a medical officer. Ten rural dispensaries located in the small agglomera- 

tions and staffed by a nurse, are attached to the 4 medical centres. 

1 Previously French Somaliland (until July 1967). 
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Hospital Services 

In 1967, the French Territory of the Afars and the Issas had 11 hospitals and 

establishments for in- patient care providing altogether 865 beds. The bed /population 
ratio was 10.5 per 1000. These beds were distributed as follows: 

Category and number Number of beds 

General hospitals 2 755 

Rural hospitals 4 65 

Medical centres (without doctors) 5 45 

Out -patient facilities were provided in 1967 at 6 hospital out -patient departments, 
1 polyclinic, 8 dispensaries, 4 medical aid posts and 4 mobile health units. 

Medical and Allied Personnel and Training Facilities 

In 1967, the Territory had 39 doctors of whom 36 were employed by the Government. The 

doctor /population ratio was 1 per 2120. Other health personnel 

Dentists 

included: 

З 

Pharmacists 5 

Pharmaceutical assistants 7 

Fully- qualified midwives 4 

Assistant midwives 9 

Fully- qualified nurses 43 

Assistant nurses 117 

Veterinarian 1 

Physiotherapist 1 

Laboratory technicians 5 

Auxiliary laboratory technicians 8 

X -ray technicians 5 

Auxiliary sanitarians 10 

Other health auxiliaries 85 

A training and professional education centre in Djibouti organizes a 2 -year course for 

the training of nurses, a 1 -year course for the training of auxiliary nurses and a 1 -year 

course for the training of auxiliary midwives. During 1967/68, these courses were attended 
by 2 nurses, 12 auxiliary nurses and 6 auxiliary midwives. 

Communicable Disease Control and Immunization Services 

During 1968, over 5000 BCG vaccinations, 10 368 ambulatory tuberculosis treatments and 

10 302 X -ray examinations were carried out. The tuberculosis preventive service also 

comprises a social centre and a health education centre. It works in close collaboration 
with the school health service. 
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The following immunization procedures were carried out in 1967: 

Smallpox 5 518 

BCG 1 855 

Typhoid and paratyphoid fevers 1 545 

Cholera 1 481 

Tetanus 1 163 

Diphtheria 1 099 

Yellow fever 962 

Whooping -cough 633 

Poliomyelitis 302 

Specialized Units 

In 1967, maternal and child health care was based on 5 centres, which were attended 
by 2110 pregnant women, 2325 children under 1 year of age and 8940 children aged 1 to 

5 years. In 1967, of the 2010 deliveries, 1904 were attended by a doctor or qualified 
midwife. School health services were available at 5 centres of which 4 were operating 
part -time. The whole school population was under medical and health supervision provided 
at these centres. Dental treatment was given in Э dental health units to 8680 patients. 
Psychiatric consultations were given in 1 specialized centre which was attended by 204 
new out -patients. 

In 1967, health and medical services were provided by 11 industrial undertakings. 
The tuberculosis out -patient clinics recorded 10 150 attendances in 1967. The 2 public 

health laboratories carried out nearly 43 000 examinations. 

Environmental Sanitation 

In 1967, 6 communities with a total population of 826 000 had water -supply systems. 

It is estimated that 20 per cent, of the population was served with piped water, whereas, 

80 per cent, had water from public fountains. None of the 6 communities had a sewerage 

system. 

International Assistance 

In 1968, WHO's assistance to the French Territory of the Afars and Issas included the 

following project: 

Tuberculosis Control (1968- 1969): to develop a comprehensive tuberculosis programme 

integrated in the general health services and to train personnel. 

Government Health Expenditure 

In 1967, total general government consumption expenditure amounted to 1 855 073 000 

francs D. Of this amount 346 334 000 francs D (18.1 per cent.) were devoted to health 

services. 

The Ministry of Public Health carried 16 700 000 francs D of the load (4.8 per cent.) 

followed by intermediate administrations with 200 124 000 francs D (57.7 per cent.) and 

local authorities providing 129 510 000 francs D (37.3 per cent.) 



• 
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AUSTRALIA 

Population and Other Statistics 

At the last census, taken in June 1966, the population of Australia was 11 540 764, 

excluding full -blooded aborigines and armed forces stationed outside the country. Population 

estimates and some other vital statistics for the period 1965 -1968 are given in the following 

table: 

1965* 1966* 1967 1968 

Mean population 11 340 900 11 550 500 11 810 200 12 030 800 

Number of live births 222 854 222 626 229 296 240 906 

Birth -rate (per 1000 population) 19.7 19.3 19.4 20.0 

Number of deaths 99 715 103 929 102 703 109 549 

Death -rate (per 1000 population) 8.8 9.0 8.7 9.1 

Natural increase (per cent.) 1.09 1.03 1.07 1.09 

Number of infant deaths 4 117 4 045 4 187 4 282 

Infant mortality rate (per 1000 

live births) 18.47 18.17 18.26 17.77 

Number of deaths, 1 -4 years 919 847 845 n/a 

Death -rate, 1 -4 years (per 1000 

population at risk) 0.97 0.91 0.91 n/a 

Number of maternal deaths 74 66 53 n/a 

Maternal mortality rate (per 1000 
live births) 0.33 0.30 0.23 n/a 

ж 
Excluding full -blooded aborigines. 

Of the 102 703 deaths recorded in 1967, the main causes were (ICD 1955): chronic 

rheumatic heart disease, arteriosclerotic and degenerative heart disease, and other diseases 

of the heart (37 024), malignant neoplasms (16 170), vascular lesions affecting the central 

nervous system (13 523), accidents (6604, including 3335 motor vehicle accidents), congenital 

malformations, birth injuries, post-natal asphyxia and atelectasis, infections of the newborn 

and other diseases peculiar to early infancy and immaturity (3534), pneumonia (3332), 

bronchitis (2498), hypertension (1988), suicide and self -inflicted injury (1778), thyro- 

toxicosis (1644), nephritis and nephrosis (863), senility without mention of psychosis, ill - 

defined and unknown causes (619). 

The communicable diseases most frequently notified during the period 1 July 1967 to 

30 June 1968 were: infectious hepatitis (10 869), tuberculosis, all forms, new cases 
(2293 in 1967), scarlet fever (768), bacillary dysentery (435), meningococcal infections (212), 

malaria, new cases (150), Q fever (121), typhoid and paratyphoid fevers (71), diphtheria (68), 

leprosy (38), trachoma (8). 

Organization of the Public Health Services 

The national health services in Australia are controlled by the Commonwealth Government 

in Canberra. The organization provides for a Commonwealth Minister of State for Health 

who exercises political control of a Commonwealth Department of Health, headed by a Director - 

General. The Commonwealth Department of Health has functional divisions for management 
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services and benefits, national health, laboratory services and quarantine, national health 
and medical research, and tuberculosis. The Department directly administers 15 Commonwealth 
public health laboratories in various parts of Australia, and certain laboratories for special 
purposes, e.g. biological standards, X -ray and radium. The School of Public Health and 
Tropical Medicine, the institute for Child Health and the Institute of Anatomy are also con- 
trolled by the Department. The Commonwealth Department of Health has offices in each state 
and is also represented overseas, In the Capital and Northern Territories it is charged with 
the performance of certain duties which in the states are carried out by the local authorities. 
The powers of the Commonwealth Government in the health field are limited to general super- 
vision, quarantine and the payment, under statutory authority, of certain benefits which, 
broadly speaking, help to defray the cost of medical care to the individual. 

Each of the 6 states has a Minister of Health who is responsible to the Government of 
the state for the administration of a health department, and for the proper functioning of 
the state hospitals commission. This latter body consists of a government-appointed board 
which supervises the administration and management of the public hospitals. The state health 
department is responsible for the provision of a wide range of public health services, including 
maternal and child welfare, school health services, communicable disease control, health 
education, mental hospitals and tuberculosis sanatoria, and environmental sanitation. Certain 
of these functions are shared with the health departments of the local government bodies, and 

are the executive responsibility of a medical officer of health and his staff. In one of the 

most populous states, New South Wales, the Minister of Health is assisted by a permanent Under- 
secretary. Under this officer the Ministry is organized in 2 main divisions, for health 
services and for establishments respectively. The former division is headed by the Director - 

General of Public Health who is assisted by a Director of State Health Services. He is res- 

ponsible for the executive direction of the public health services. The division is organized 
in branches for maternal and child health, epidemiology, immunization, the care of the 

physically handicapped, nutrition, health education, occupational health, etc. The Director 

of the Division of Establishments is responsible for mental health, the mentally handicapped, 
geriatrics and the related institutions. 

Hospital Services 

In 1967, Australia had 2160 hospitals with a total complement of 144 742 beds, of which 
108 564 were in 838 government-maintained establishments. The total number of 144 742 

beds - equivalent to 12.3 beds per 1000 population - was distributed as follows: 

Category and number Number of beds 

General hospitals 

Psychiatric hospitals 

2100 

60 

114 124 

30 618 

Out -patient medical care was available in 1968 at 592 hospital out -patient departments, 
excluding Western Australia. These out -patient facilities are generally provided for 
emergency casualty treatment and for persons unable to afford medical treatment by a general 
practitioner. About one -third of the hospitals in rural areas have a home visiting service 
carried out by nurses of local nursing services on request by hospitals. Many of these 
nursing services are provided by local authorities. 

Medical and Allied Personnel and Training Facilities 

In 1966, Australia had 13 697 doctors or 1 doctor per 847 inhabitants. Other health 

personnel included: 
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Dentists 3 467 

Pharmacists 8 374 

Optometrists 590 

Veterinarians 947 

Nurses 77 237 

Hospital attendants and nursing aides 24 288 

Physiotherapists 1 486 

X -ray operators, medical 858 

Chiropodists 928 

Other professional medical workers 2 208 

Medical education in Australia is of 6 years' duration - 3 years pre -clinical studies 

and 3 years clinical studies - and is available at 8 undergraduate medical schools. The 

average number of medical students in Australia for the period 1965/67 was 5845. The number 

of first degrees conferred in medicine in Australia for the years 1965, 1966 and 1967 were 

640, 710 and 744 respectively. In addition, the immigration of doctors for each of the years 

was 158, 169 and 128 respectively. Dental education is available at 5 undergraduate schools 

and veterinary education at 3. The average number of dental students for the period 1965/1967 

was 1129 and for the same period the average number of veterinary students was 983. The 

number of first degrees conferred in dentistry for the years 1965, 1966 and 1967 was 130, 91 

and 139, while 109, 104 and 114 first degrees were conferred in veterinary science. There are 

approximately 500 overseas medical undergraduates studying in Australia, the greatest number 

coming from the South -east Asian countries. However, owing to local demands and the limitations 

imposed by the numbers of staff and facilities available, the universities are not able to 

increase their enrolment of overseas medical undergraduates within the foreseeable future. 

Paramedical education in fields such as medical technology, radiography, health and 

sanitation inspection are taught at certificate and diploma level in technical colleges 

throughout Australia. Students proceed to this kind of training after completing 3 to 5 years 

at secondary schools. In Australia it has been the normal practice for nurses to receive 4 

years' training on an in- service basis. However, a scheme was commenced in New South Wales 

in 1966 whereby nursing training could be combined with university training. There are at 

present 248 training schools for nurses which, during 1967/68, were attended by 14 592 

students; 142 auxiliary nursing schools attended by 3776 students (excluding Western • Australia); 58 midwifery schools attended by 925 students (excluding Queensland). 

Communicable Disease Control and Immunization Services 

The increasing use of air routes for travel has brought about an increased risk of 

importation of human, animal and plant diseases, Nevertheless, as a result of the work of the 

quarantine service, Australia remained completely free of quarantinable infectious diseases 

such as cholera, plague, smallpox and yellow fever. Cases of malaria have been imported 

from endemic areas. Leprosy occurs in the tropical regions, particularly in the Northern 

Territory and in the northern part of West Australia. In all, 68 new cases were diagnosed 
in 1968. Tuberculosis notifications remain at a fairly static level with 19.4 new cases 
reported per 100 000 population in 1967 and 19.7 in 1968. Early diagnosis is achieved in 

the majority of cases by routine chest X -ray examinations. The mortality rate has decreased 

steadily over the years from 13.4 deaths per 100 000 in 1952 to 2.1 per 100 000 in 1967. The 

control of tuberculosis is a state responsibility but considerable encouragement and support 

is given by the Federal Government. In accordance with a decision of Commonwealth and State 
Ministers of Health, attendance for community chest X -ray surveys is compulsory. Routine 

X -ray of migrants is also carried out. 
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Poliomyelitis has ceased to be a problem in Australia following the use of Salk and more 
recently Sabin vaccine, Infectious hepatitis remains one of the most prevalent infectious 
diseases in Australia and presents one of the most difficult problems due to the inability to 
isolate or culture the organism. The incidence of the disease continues at a very high level 
although there was a decrease in 1968 with 8143 cases compared to the 11 316 cases reported in 
1967. Notifications of venereal diseases are chiefly for gonorrhoea of which 9388 cases were 
reported during 1967, representing an incidence of 80 per 100 000. New cases of syphilis 
reported during this same year were only 955. In the latter part of 1968 the A2 Hong Kong /68 
strain of influenza virus was isolated but no epidemic occurred during the year. 

Chronic and Degenerative Diseases 

Chronic and degenerative diseases continue to be responsible for the greatest number of 
deaths in Australia and of these arteriosclerotic heart disease causes by far the majority. 
In 1967 this latter resulted in 29 353 deaths, or an incidence of 248.5 per 100 000 population. 
About half this number of deaths is caused by cerebral catastrophes due to vascular disease. 
Malignant disease causing death most frequently originates in the digestive organs and peri- 
toneum and in 1967 there were 5659 deaths, or 47.9 per 100 000 population, from this cause. 
Deaths from lung neoplasm continue to rise particularly in the male in whom 2396 deaths from 
this cause, or 20.3 per 100 000, were reported in 1967. The problem of arteriosclerotic 
heart disease has been energetically attacked by the National Heart Foundation of Australia 
founded in 1961. This operates in all States of Australia. Advice on the prevention of 
the disease and rehabilation of those who have suffered an attack are major functions of this 
organization which consists of medical and scientific advisory committees, education committees 
and rehabilitation committees. Educational programmes through the media of radio, television, 
newspapers and numerous booklets and pamphlets prepared by state health authorities and cancer 
organizations have played a prominent role in informing the general public of the dangers of 
cancer and of its prevention and early detection, Services for cervical cytology are available 
in all states. 

Specialized Units 

In 1968, 433 pre -natal units and 1909 child health units provided medical and health care 
to mothers and children. These units were attended in 1968 by 39 813 pregnant women 
(excluding South Australia and Northern Territory), 199 916 children under 1 year of age and 
154 744 children aged 1 to 5 years. Domiciliary care was given to 6229 pregnant women and 
204 269 infants under 1 year (excluding New South Wales, South Australia and Northern Territory). 
Of all deliveries in 1968, 139 703 were conducted in hospitals. The percentage of all 
deliveries attended by a doctor or qualified midwife varies from 85 per cent, in the Northern 
Territory to 100 per cent, in New South Wales and Australian Capital Territory. School health 

services were provided at 188 centres, They were attended by 1 574 754 children which is 
equivalent to a percentage of the total school population varying from 35 per cent, in Western 
Australia to 100 per cent, in New South Wales and Australian Capital Territory. Dental care 

was available at 288 dental units, at which 388 690 persons were treated. Psychiatric con- 
sultations were given at 68 centres. Altogether 13 155 persons (excluding Western Australia) 
availed themselves of these facilities. Medical rehabilitation services were provided at 
3 independent medical rehabilitation centres and 13 hospital rehabilitation departments, where 
18 411 new out- patients(excluding New South Wales) attended. Between 30 and 70 per cent, of 

all industrial workers were covered by medical and health services in industry. Other 
specialized units included 9 tuberculosis centres, 7 venereal diseases centres, 2 leprosy 
centres, 2 trachoma centres and 1 silicosis clinic, In 1968, the 17 public health laboratories 
carried out nearly 3 000 000 examinations. 

Environmental Sanitation 

The greater proportion of the population in every state is served by a community - 
reticulated water supply. In the metropolitan areas of the states almost every dwelling 
has a piped water supply. The position with regard to the provision of sewerage and drainage 
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systems is less satisfactory, even in the metropolitan areas. Services of this kind in the 
rural areas where population is more scattered are impracticable, but public health regu- 
lations ensure proper sanitary disposal of wastes. Whereas an estimated population of 

8 751 800 in 7 of the 8 states and territories was provided with piped water in 1968, 

sewerage and drainage systems were available to only 7 420 500 persons in these same areas. 

Major Public Health Problems 

The health problems of Australia are similar to those of the industrialized countries 
of the world. As medical services are generally well developed in Australia, the infectious 
diseases do no longer figure among the more serious health problems. However, certain 
communicable diseases, such as infectious hepatitis, venereal diseases and tuberculosis are 
still causing concern, although in comparison with the chronic and degenerative diseases, 
mental diseases and accidents they are of lesser importance. Owing to differences in 
geography and the degree of urbanization, the public health problems of rural areas and of 

the major cities present special features. The latter must contend with the growing problems 
of noise, accidents, environmental pollution. In rural areas, the long distances are a 
considerable handicap in the medical coverage of the population. This difficulty is however 
partly overcome by the use of radio and flying doctor services. 

Major Social, Cultural and Economic Developments of Significance for the Health 
Situation during the Period 1965 -1968 

Australia provides a comprehensive social security system. Under the Commonwealth 
Social Services Act of 1947, provision was made for the payment of old age pensions, maternity 
allowances, child endowment, widows' pensions and payments in respect of unemployment and 
sickness. Since 1965 wives' and children's allowances for age pensioners, guardians' 
allowances for widowers and other unmarried, aged and invalid pensioners with children in 
their care and sheltered employment allowances were introduced in addition to the benefits 
already existing. These benefits are supplemented by the provisions of the National Health 
Act, which in 1953 introduced a Hospital Benefits Scheme and a Medical Benefits Scheme based 
on a system of voluntary insurance, a Pensioner Medical Service and Pharmaceutical Benefits. 
Through voluntary membership of non -profit insurance organizations, people may insure against 
the cost of hospitalization at any one of a number of rates of benefits, their contribution 
rates varying, of course, according to the rate of benefit, The Commonwealth Government 
contributes $ 2 per bed a day towards the benefit and the remainder is paid by the insurance 
funds. At the end of December 1968, there were 107 funds registered as hospital benefits 
organizations for the purposes of the National Health Act. It is estimated that at the end 

of 1968 approximately 79 per cent, of the total population was covered by hospital insurance, 
This compares with 51 per cent, in mid -1954, and 74 per cent, in mid-1964. In addition, at 

the end of 1968, 9.3 per cent, of the population were pensioners or dependents of pensioners 
and were eligible for free public ward hospitalization and accordingly many of these people 
have elected not to insure. The basic principle of the medical benefits scheme is Common- 
wealth support of voluntary insurance towards meeting the costs of medical attention. The 
benefits payable under the scheme relate primarily to medical attention on a fee-for- service 
basis, although provision is made for a Commonwealth subsidy to organizations operating on a 

contract basis. In order to qualify for a Commonwealth benefit a person is required to be 
insured with a registered medical benefit organization. At the end of 1968 there were 78 
funds registered as medical benefits organizations for the purposes of the National Health Act. 
It is estimated that at the end of 1968, 75 per cent, of the total population was covered by 
medical insurance. This compares with 39 per cent, in mid -1954 and 74 per cent, in mid-1964. 

Since 1951, the Pensioner Medical Service has provided free medical treatment of a general 
practitioner nature to eligible pensioners and their dependants, Legislation introduced in 

1955 limited enrolments to those pensioners whose income was such as to permit payment of 
maximum pension under the income means test in force at the end of 1953, which remained in 
force until 1 January 1966, when pensioners (and their dependants) who qualified for full or 

part pensions were made eligible for the Pensioner Medical Service as from 1966. Medical 
practitioners participating in the Service are paid by the Commonwealth on a fee -for -service 
basis. 
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At the end of 1968, the total number of pensioners and dependants enrolled was 1 130 532 

(9.3 per cent, of the total population), while the number of doctors participating in the 

scheme at that date was 6330. 

A comprehensive range of drugs and medicines is made available to all persons receiving 
treatment from a medical practitioner registered in Australia. The patient pays the first 
50 cents, of the cost of a prescription dispensed. Between 70 per cent, and 80 per cent. 
of all prescriptions written by doctors now come under the scope of this scheme. 

In 1965 the metric system of weights and measures was introduced for certain 
extemporaneously -prepared pharmaceutical benefits. To facilitate the changeover, a committee 
known as the Metric System Committee for pharmaceutical benefits comprising representatives 
of the Australian Medical Association, the Pharmaceutical Association of Australia, the 

Federated Pharmaceutical Service Guild of Australia and the Commonwealth Department of Health 
was formed. 

A National Poisons Register was commenced in 1965. This deals with pesticides and the 
toxicological aspects of their ingredients including notes on the diagnosis and treatment of 

poisoning. In 1968, information was available on approximately 15 000 possibly hazardous 
products and this is distributed to the states and territories of the Commonwealth according 
to their requirements. A service providing hearing aids for pensioners was introduced in 
1968. The use of radioisotopes is increasing rapidly in the treatment of disease. Most of 
these, especially short -lived radioisotopes, are being produced by the Australian Atomic Energy 
Commission. The Commission is also producing the majority of Cobalt 60 teletheraphy sources 
for the treatment of cancer in Australia, and is exporting high activity sources to New 
Zealand and Asia. The Commonwealth Department of Health's involvement in international matters 
has increased considerably in the past few years, and an International Health Section has been 
created within the Department to handle this field of activity. 

National Health Planning 

In April 1968, a 3- member Commonwealth Committee of Enquiry was appointed with the 
purpose of securing an independent and impartial review of the health insurance system after 
its sixteenth year of operation. The Committee was asked to inquire into many specific 
aspects of health insurance including the adequacy of benefits provided, the rates of contri- 
butions payable and their effect on the willingness of individuals to insure, the methods used 
and the costs incurred in administration and management, competition between funds in 
enlisting members and the number of funds operating. The Committee has completed its investi- 
gations and its report was published in 1969. 

In 1968, a Standing 
Repatriation and Housing 
approaches and proposals 
recently the Minister of 

Cabinet Committee comprising the Ministers for Health, Social Services, 

was appointed by the Commonwealth Government to co- ordinate the 

of the various departments concerned with social welfare. More 

Immigration has also become a member of this Committee. 

Medical and Public Health Research 

A wide range of research in the basic medical sciences, clinical medicine and public 

health is carried out in the universities, hospitals and other medical institutions. 

The Federal Government supports medical research by annual appropriations to the 

Medical Research Endowment Fund from which grants are made on the advice of the National 
Health and Medical Research Council. For 1969 grants totalling more than $ 1,5 million were 
awarded for the support of research projects, post- graduate and undergraduate scholarships 
and overseas travelling fellowships. These grants make up some 15 per cent, of the total 

identifiable medical research expenditure and enable the Council to exercise a leading 
influence in the development of research. The largest of these grants in 1969 totalled 

over $ 280 000 to the Walter and Eliza Hall Institute of Medical Research, Melbourne. The 

Government also indirectly supports medical research through general grants to universities 
and special departmental institutions and laboratories. Thus, the John Curtin School of 

• 
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Medical Research in Canberra is entirely supported by grants to the Australian National 

University, and the School of Public Health and Tropical Medicine at the University of Sydney 

is part of the. Federal Department of Health. 

Other funds for medical research are provided by the state Governments and a number of 

non -governmental organizations such as the National Heart Foundation, Life Insurance Medical 

Research Fund of Australia and New Zealand, Australian Post -graduate Federation in Medicine 

and a number of anti -cancer councils, and by private bequests. 

International Assistance 

In 1968, WHO's assistance to Australia included fellowships in clinical pathology, 

radiation health physics and radioisotopes in endocrine assays. 

Government Health Expenditure 

In the fiscal year 1966/67 total general government consumption expenditure amounted to 

$A 2690 million. Of this sum $A 311 million (11.6 per cent.) were devoted to the provision 

of health services including expenses on behalf of the armed forces, and milk provided for 

schoolchildren, but excluding para- health expenditure such as for nurseries or refuse disposal. 
For improvement and expansion of health facilities an additional amount of $A 69 million was 
charged to capital account. Accordingly the general government per capita expense on health 
amounted to $A 26.6 for services and $A 5.9 for investments. 
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JAPAN 

Population and Other Statistics 

At the last census, taken in October 1965, the population of Japan was 98 274 961. 

Population estimates and some other vital statistics for the period 1965 -1967, are given in 

the following table: 

1965 1966 1967 

Mean population 

Number of live births 

Birth -rate (per 1000 population) 

Number of deaths 

Death -rate (per 1000 population) 

Natural increase (per cent.) 

Number of infant deaths 

Infant mortality rate (per 1000 
live births) 

Number of maternal deaths 

Maternal mortality rate (per 1000 
live births) 

98 

1 

274 961 

823 697 

18.6 

700 438 

7.1 

1.15 

33 742 

18.5 

1 597 

0,8 

99 

1 

056 000 

360 974 

13.7 

670 342 

6.8 

0.69 

26 217 

19,3 

1 266 

0,8 

100 243 

1 934 

19.3 

674 

6.7 

1.26 

28 

15.0 

1 

0 6 , 

000 

958 

909 

935 

351 

Of the 674 909 deaths recorded in 1967, the leading causes were: vascular lesions 
affecting the central nervous system (172 129), malignant neoplasms (112 450), heart diseases 
(74 720), senility without mention of psychosis, ill- defined and unknown causes (43 122), 

accidents (41 514), pneumonia and bronchitis (28 487), hypertension (18 175), tuberculosis, 
all forms (17 675), suicide (13 955), gastritis, duodenitis, enteritis and colitis (10 584). 

The communicable diseases most frequently notified in 1967 were: tuberculosis, all cases 
(258 935), influenza (55 321), dysentery (30 097), measles (21 157), gonorrhoea (11 874), 

syphilis (11 755), trachoma (11 539), scarlet fever (6933), diphtheria (1207), Japanese 
encephalitis (1028), whooping -cough (820). 

Organization of the Public Health Services 

Primary responsibility for the health of Japan rests with the Ministry of Health and 
Welfare, The Ministry is organized in 10 Bureaux - the Public Health Bureau, Environmental 
Sanitation Bureau, Environmental Control Division, Medical Affairs Bureau, Pharmaceutical and 

Supply Bureau, Social Affairs Bureau, Children and Families Bureau, Insurance Bureau, Pension 

Bureau and Repatriation Bureau. Each Bureau is responsible for planning national policy and 

programmes in the fields with which it is concerned. These Bureaux direct the health programmes 

by giving orders to 46 prefectural governments and 29 larger municipal governments. 

Each prefectural government and larger municipal government has its own health department. 
These prefectural and municipal governments divide their administrative areas into several 
health districts, each one having a health centre with its subsidiary units. The local 
government is required by law to establish the health centres and the national government is 

responsible for a share of their cost. The role of the health centre which is defined by law 
is primarily to act as the community health service agency and to function as the health 
administration supervisory agency acting on authority delegated by the governor or the mayor. 
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Advisory councils for each category of health administration are established at both 
central and local government levels, and also at each health centre. 

Hospital Services 

At the end of 1967, Japan had 7505 hospitals with a total complement of 963 113 beds 

which were distributed as follows: 

Category and number Number of beds 

General hospitals 6 384 749 107 

Communicable disease hospitals 39 2 814 

Mental hospitals 818 157 654 

Tuberculosis sanatoria 250 40 208 

Leprosaria 14 13 230 

The bed occupancy rate was 82.7 in- patients per 100 beds. 

At the end of March 1968, there were 832 health centres in all. All community health 
programmes have been integrated into the health centre activities. 

Medical and Allied Personnel and Training Facilities 

1 doctor per 900 inhabitants. Other In 1966, Japan had 111 000 doctors or approximately 
health personnel included: 

Dentists 36 000 

Pharmacists 71 000 

Public health nurses 14 000 

Midwives 46 000 

Clinical nurses 246 000 

Veterinarians 19 845 

Assistant nurses 124 103 

Dental hygienists 3 692 

Dental technicians 8 469 

X -ray technicians 9 985 

Laboratory technicians 9 352 

Facilities for the professional education of medical and health personnel are available 
at various levels, e•g. in universities, colleges and high schools. 

Japan has 46 medical schools with an annual intake of 3980 students, 15 dental schools 
with 1240 students, 34 pharmacy schools with 5853 students and 16 veterinary schools with 680 

students. The Institute of Public Health, Tokyo, which is attached to the Ministry of Health 
and Welfare, is the only institution providing post -graduate training for public health 
personnel. Basic nursing education is provided in altogether 324 schools of nursing which 
had in 1968 an annual intake of 30 241 students. There were 34 midwifery schools with 835 
students in 1968, 41 public health nursing schools with 1170 students in 1968 and 767 assistant 
nursing schools with 64 067 students. X -ray technicians are trained in 21 schools which had 
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1015 students in 1968. There are also 54 schools for laboratory technicians, 49 schools for 

dental hygienists, 25 schools for dental technicians, 6 schools for physical therapists and 2 

schools for occupational therapists. 

Communicable Disease Control and Immunization Services 

During the period under review, Japan was free from quarantinable diseases. Most of the 

other acute communicable diseases decreased and were well under control during the same period. 

Japan suffered, to a various extent, from influenza epidemics in the past. The number of 

influenza cases was 55 321 in 1967. Intensive immunization programmes are carried out. The 

number of Japanese encephalitis cases was 1028 in 1967 with 659 deaths. It is estimated that 

during 1967 about 28 million persons were immunized against this disease. The incidence rate 
and death -rate of dysentery reported during 1967 were 30.0 and 0.1 per 100 000 respectively. 

Almost all of the cases were due to bacillary dysentery. More intensive efforts are being 

made for the periodic examination and health education of food -handlers, workers in water - 

supply work and other persons dealing with food for public consumption, The number of all 

venereal disease cases has increased since 1965. In order to cope with this problem a 

partial amendment of the Venereal Disease Prevention Law was made in 1966, aiming at simpli- 

fying the reporting method and making STS obligatory for persons to get married, Filariasis 

in endemic in the south -western region of Japan. Blood examinations, mass treatment for 

carriers and mosquito control with residual spraying are carried out simultaneously. The 

intensive molluscicide operations and construction of cemented irrigation ditches are part of 

the special programme to control Japanese schistosomiasis. 

The current Leprosy Prevention Law provides not only for the prevention of leprosy, medical 

care and promotion of welfare of the leprosy patients, but also for the financial assistance 

to the needy families of leprosy patients. There were 120 newly reported cases of leprosy in 

1967. The total number of known leprosy patients at the end of 1967 was 10 220, with a 

prevalence rate of 10 per 100 000 population. Leprosy is reported to be more prevalent in 

the southern part of Japan than in the north, and the average age of the leprosy patients in 

in-patient establishments is over 50 years. 

Although the morbidity and mortality from tuberculosis is decreasing, this disease still 

represents a serious public health problem in Japan. The reporting of tuberculosis patients 

to the health centres is compulsory by law. The total number of registered patients at the 

end of 1967 was 1 339 460, of which 62.9 per cent, were active cases. Of these active cases, 

21.1 per cent, were hospitalized and 62,2 per cent, were under domiciliary treatment. However, 

49 per cent, did not receive complete medical treatment. The law specifies that half of the 

treatment cost of patients requiring chemotherapy and surgical operation is to be paid by the 

local government fund, the remainder being covered by social insurance or public assistance. 

Routine case -finding examinations are made once a year free of charge of all persons over 6 

years of age, and special case -finding examinations are made of certain professional groups. 

The following immunization procedures were carried out in 1967: 

Typhoid and paratyphoid fevers 14 727 000 

Diphtheria and whooping -cough 3 290 000 

Smallpox 3 047 000 

Poliomyelitis 2 238 000 

Diphtheria 1 910 000 

Whooping -cough 54 000 

Endemic typhus 12 000 
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Chronic and Degenerative Diseases 

The death -rates from vascular lesions affecting the central nervous system, cancer and 

heart diseases have been increasing in recent years, occupying a leading position among the 

various causes of death. They now represent together 60 per cent, of all deaths. In order 

to control the incidence of cancer of the stomach and of the uterus which is relatively high 

in Japan, the Government has started mass -examination campaigns by mobile units equipped with 

indirect photofluorography. Hypertension is widespread among the adult population and the 

death -rate from vascular lesions is remarkably high in Japan. The general practitioner plays 

an important role in the prevention of stroke and heart disease. The Government has organized 

hypertension and heart disease centres in several hospitals for improving diagnostic and 

treatment facilities. Training of health workers in the rehabilitation of apoplectic 

patients is another important government programme which was started in 1965. 

Specialized Units 

Every pregnant woman is required to report her pregnancy to the local health authority in 

accordance with the Maternal and Child Health Law. The prefectural and municipal health centres 

regularly provide ante -natal, post -natal and child health clinics where mothers and young 

children can obtain advice and preventive treatment. In addition, an increasing number of 

local government authorities are organizing such clinics. During 1967, 1 440 866 mothers and 

5 204 747 children attended these clinics. Home visits conducted in 1967 by the nursing staff 

of the health centres included 307 057 visits to mothers and 964 180 to children, In order 

to meet the needs of mothers and children in rural areas, 501 maternal and child health centres 

have been established in rural villages and towns. In order to improve the nutritional 

condition of expectant and nursing mothers and of infants, a special programme was launched 

in 1965, enabling mothers and infants of indigent families to receive free milk supplies every 

day. Family planning consultations are routinely provided by the health centres, 

Dental health care is provided at 120 health centres where 68 dentists and 90 dental 

hygienists are engaged in dental health work. Each school has a school dentist in accordance 

with the School Health Law. Consultation, counselling and home visit guidance on mental 

health are given at the 832 health centres, at 18 local mental health centres. It is planned 
to establish by 1972 a mental health centre in each prefecture. There are also at present 
138 child guidance centres which have an average annual patient load of almost 300 000. At 

the end of 1967, 17 412 mentally retarded children were in the care of 267 homes, and 2509 

attended 70 mentally retarded children day care centres. In 1968, Japan had 53 consultation 
centres for rehabilitation of the physically handicapped persons. Under the Labour Safety 
and Hygiene Regulations, manufacturing enterprises which have more than 50 workers and non - 

manufacturing enterprises with more than 100 workers are required to appoint health supervisors 
duly licensed by the Government. 

Environmental Sanitation 

In 1967, of Japan's total population, 71 519 025 inhabitants, or 72.2 per cent., were 
served by water -supply systems. There were 85 cities operating sewage treatment plants and 
11 341 000 inhabitants were covered by these services. According to law sewerage installations 
are provided at public expense. 

Basic legislation on environmental pollution control was enacted by the Government in 

1967, and specific laws followed in 1968 concerning air pollution, water pollution and noise 
regulation. 

National Health Planning 

In the economic and social development plan 1967 -1971, the health aspects are dealt with 
under the heading "Promotion of social development with emphasis on the improvement of social 
security ". The advisory council on living conditions attached to the Economic Planning Agency 
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made social security forecasts in 1966. The annual increase of government expenditure on 

public health was estimated at 18.3 per cent, for the period 1963 -1973. No consolidated 
plan for general public health activities has been put forward by the Ministry of Health and 
Welfare. The Economic Planning Agency and the Science and Technology Agency of the Prime 
Minister's Office are responsible for planning related to health items. However, the Ministry 
of Health and Welfare, and the Office of Programme Evaluation and Planning in particular are 
responsible for drawing up the original draft plans on future activities in public health and 
welfare for submission to the Prime Minister's Office. Each Bureau in the Ministry has its 

own planning section responsible for co- ordinating the plans submitted by all sections in that 

Bureau. 

Medical and Public Health Research 

Research on technical health and medical problems is mainly carried out by the major 
research institutes affiliated to the Ministry of Health and Welfare. These institutes 
include: the National Institute of Hygienic Sciences, the National Institute of Nutrition, 
the Institute of Public Health, the National Institute of Health, the National Institute of 
Hospital Administration, the Institute of Population Problems, the National Institute of 

Mental Health, the National Institute of Leprosy Research and the National Cancer Centre. 

International Assistance 

In 1968, WHO's assistance to Japan included the following projects: 

Medical Rehabilitation (1964- 1969): to raise the standard of teaching at the physical 

and occupational therapy school; to give in- service training to physical and occupational 

therapy personnel; to modify procedures for the admission and classification of patients 
at rehabilitation centres. 

Mental Health Advisory Services (1967- 1968): WHO provided a consultant to advise on the 

strengthening of the community mental health services and on their integration into the general 
health services. 

Fellowships (1968) in various health fields. 
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LAOS 

Population and Other Statistics 

Population estimates for the period 1965 -1968 were as follows: 

Year Population 

1965 2 631 000 

1966 2 694 265 

1967 2 758 928 

1968 2 825 143 

Organization of the Public Health Services 

The responsibility for the health services in Laos rests with the Ministry of Public 
Health which comprises the Cabinet of the Minister, a superior public health council, a 

co- ordination and planning section, the Institute of Public Health and the Directorate -General 
of Public Health. This Directorate- General of Public Health, which is under the Director - 
General and the Deputy Director -General, is in charge of the national health services and is 
organized in the following divisions: maternal and child health, hygiene and sanitation, 
central laboratory, hospitals, central pharmacy and supplies, health statistics, general 
administration. 

Administratively, Laos is divided into 16 provinces (Khets), each of which is sub -divided 

into districts (Muongs), which in turn comprise a number of "cantons" (Tassengs). The lowest 
administrative level is the village (Bans). Each province has a medical officer who is the 
provincial public health officer and at the same time, director of the provincial hospital 
or of the nursing centre which has a limited bed capacity for emergency cases. He is advised 
by a provincial public health council. 

In addition to the Ministry of Public Health, the Ministry of the Interior and of Rural 
Affairs provides health services. The national orthopaedic centre which was created in 
Vientiane in 1968 is placed under the authority of the Ministry of Ex- Servicemen• The army 
has its own health services and trains its own health personnel. It provides general 
medical services to the populations of remote areas, 

Hospital Services 

In 1967 Laos had 30 hospitals with 1762 beds, of which 1446 were in 21 government - 
maintained hospitals. The bed /population ratio was 0.6 per 1000. These beds were 
distributed as follows: 

Category and number Number of beds 

General hospitals 

Rural hospitals 

14 

16 

951 

811 

Out -patient facilities were available in 1968 at the hospital out -patient departments and 
at 117 rural dispensaries. 

Medical and Allied Personnel and Training Facilities 

In 1967, Laos had 118 doctors or I doctor per 23 000 inhabitants, Other health personnel 
included: 
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Dentists 3 

Pharmacists 4 

Pharmaceutical assistants 4 

Fully- qualified midwives 16 

Assistant midwives 43 

Assistant nurses 435 

Auxiliary nurses 184 

Sanitarian 1 

Laboratory technicians 3 

X -ray technician 1 

Assistant veterinarians 23 

Auxiliary sanitarians 21 

Auxiliary laboratory technicians 18 

The medical school of Vientiane, which was established in 1958, provides a regular 
4 -year medical course leading to a diploma for medical assistants. In 196768, this course 
was attended by 125 students. In 1965, a section for the training of dental assistants, 
extending over a 4 -year course, was started. A pharmacy assistants' course, again of 4 years' 
duration, was created in 1966, and finally, a course for dental mechanics of 2 years' 
duration was started in early 1967. The nursing school of Vientiane, which was opened in 
1951, organizes 2 -year courses for auxiliary male and female nurses. Similar courses are 
given at nursing schools in Luang Prabang, Savannakhet and Paksé. These 4 nursing schools 
had altogether 157 students in 1967/68, of whom 54 graduated. Other nursing training 
facilities were provided by the "Operation Brotherhood ", the French Hospital of Senne, the 
Tom Dooley Foundation and the Army Health Services of Laos. 

Courses leading to the State Diploma of Nursing were initiated in 1969 at the School 
for State Nurses which was created in 1968. 

Communicable Disease Control and Immunization Services 

Malaria is the most serious health problem in Laos. It affects the whole rural popu- 
lation, which represents about 85 per cent, of the country's total population and is 
responsible for a high infant and child mortality. Malaria endemicity is lowest in the 

Vientiane plain and in the riverine zones of the Mekong. The disease is hyperendemic in 

the mountain areas where it is transmitted by the vector A. balabacensis which is parti- 
cularly resistent. There is also a high prevalence of P. falciparum malaria (approximately 
66 per cent, of all cases), certain species of which are resistent to chloroquine. 
Malaria eradication activities which are based mainly on DDT spraying, covering 2 kinds of 
the population, were carried out between 1956 and 1960. Since 1960 the control activities 
have been limited to case -finding and treatment of cases. The number of leprosy cases in 
Laos has been estimated at 6000, which represents an incidence rate of 25 per 1000. 
Intestinal infections are very widespread. The prevalence of amoebic and bacillary 
dysentery is high. The extent of the incidence of venereal diseases is not known, but is 
estimated to be high. Poliomyelitis occurs frequently. Smallpox vaccination, in spite of 

the absence of any cases in the past decade, has been conducted as a routine service by the 
Ministry of Public Health. A mass vaccination campaign has been planned for 1969 -1971. 
Tuberculosis is second in importance among the main health problems of the country. A 

control programme has been established for the years 1969 -1974, with emphasis on BCG vacci- 
nation, first in the Vientiane plain and later in all main urban areas, Direct BCG 
vaccination was started in 1968. in the maternal and child health centres. It is assumed 
that endemic foci of Schistosoma japonicum is present on the riverside of the Mekong River, 
near the small islands and on the mainland to the east of Khong Island. 
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The following immunization procedures were carried out in 1967: 

Cholera 272 318 

Smallpox 264 827 

Poliomyelitis 2 270 

Tetanus 1 015 

Specialized Units 

In 1968, clinics for mothers and children were operated in a national maternal and child 
health centre, 6 provincial centres, 3 district centres and 2 "canton" centres. Pre -natal 
consultation and domiciliary visits have continuously increased since 1962, mainly as a 
result of the extension of the maternal and child health services network. The number of 
children supervised by these services has also increased. Domiciliary care was given in 
1968 to 31 585 pregnant women and 30 155 infants under 1 year of age. A doctor or qualified 
midwife attended 1663 deliveries of which 711 were conducted in hospitals and 952 under 
domiciliary arrangement. The 2 school health units in Vientiane were attended by 61 693 

schoolchildren, representing 6.55 per cent, of the total school population. Other specialized 
out -patient facilities included 1 independent rehabilitation centre and 1 leprosy clinic, 
which recorded 2160 new out -patients in 1968. There were also 1 central and 9 provincial 
public health laboratories. 

National Health Planning 

A 5 -year development plan ( "plan cadre ") has been formulated for the years 1969 -1974. 
The main emphasis of this plan is placed on the socio- economic development, including the 

development of the health services, of the plain of Vientiane. Priority is given to 6 health 
projects, of which 5 will be carried out in the plain of Vientiane. These projects are: 
the establishment of a demographic and health statistics service; the development of integrated 
rural health services and the creation of 4 health rural circonscriptions in the plain of 
Vientiane during the period 1969 -1972; the launching of a malaria eradication programme in 
1970 in the plain of Vientiane; the establishment of a tuberculosis control programme between 
1969 and 1974; the modernization of the hospital Mahosot in Vientiane; the development 
and extension of the provincial hospitals of Luang Prabang, Savannakhet and Paksé and their 
transformation into regional hospitals with a bed capacity of 200 beds each. 

International Assistance 

In 1968, WHO's assistance to Laos included the following projects: 

Nursing Education (1962- 1972): to set up a school of nursing and midwifery for the 
country's hospital and health services. 

Royal School of Medicine (1967- 1973): to strengthen the faculty of medicine. 

Rehabilitation of the Physically Handicapped (1967- 1972): to plan and operate rehabili- 

tation facilities and to train staff for them. 

Health Laboratory Services (1967- 1968): WHO provided a consultant to assess the 
organization and work of the medical laboratories and to advise on the steps to be taken to 

organize a nation -wide programme and to expand the work of the laboratories at central and 

provincial levels. 

Institute of Public Health (1968 -1980): to assess health manpower needs and resources 

for training of health personnel and to establish an institute of public health. 



- 450 - 

Development of Health Services (1968 -1980): to plan and develop the general health 
services at provincial and district levels. 

Vital and Health Statistics (1968- 1980): to establish a vital and health statistics 
service in the Ministry of Public Health and to train staff. 

Maternal and Child Health Services (1959 -1969): to expand and improve maternal and 
child health services as an integral part of the general health programme. 

Government Health Expenditure 

In the fiscal year 1967/68 total government consumption expenditure on current 

account amounted to 16 085.5 million kips. Of this amount 424.9 million kips (2.6 per cent.) 

were devoted to health services. Correspondingly, per capita expenditure on these 

services came to 156 kips for that period. 
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NEW ZEALAND 

Population and Other Statistics 

At the last census taken in March 1966, the population of New Zealand was 2 676 919. 
Population estimates and some other vital statistics, for the period 1965 -1968, are given 
in the following table: 

1965 1966 1967 1968 

Mean population 2 628 000 2 676 000 2 726 000 2 751 000 

Number of live births 60 178 60 188 61 169 62 284 

Birth -rate (per 1000 

population) 22.9 22.5 22.4 22.6 

Number of deaths 22 976 23 778 23 007 24 464 

Death -rate (per 1000 

population) 8.7 8.9 8.4 8.9 

Natural increase 

(per cent.) 1.42 1.36 1.40 1.37 

Number of infant deaths 1 174 1 064 1 102 1 164 

Infant mortality rate 
(per 1000 live births) 19.5 17.7 18.0 18.7 

Number of deaths, 1 -4 

years 268 279 254 256 

Death -rate, 1 -4 years 

(per 1000 population 
at risk) 1.1 1.1 1.0 1.1 

Number of maternal deaths 13 22 14 16 

Maternal mortality rate 
(per 1000 live births) 0.22 0.37 0.23 0.26 

Of the 24 464 deaths recorded in 1968, the main causes were (ICD 1965): chronic 
rheumatic heart disease, hypertensive disease, ischaemic heart disease and other forms of 

heart disease (8791), malignant neoplasms (4085), cerebrovascular disease (3110), accidents 
(1454, including 548 motor vehicle accidents), pneumonia (1370), bronchitis, emphysema and 
asthma (920), diabetes mellitus (335), congential anomalies (286), suicide and self -inflicted 
injuries (265), birth injury, difficult labour and other anoxic and hypoxic conditions (222), 

symptoms and ill- defined conditions (134), peptic ulcer (130), intestinal obstruction and 
hernia (116). 

The communicable diseases most frequently notified in 1968 were: infectious hepatitis 
(4551), gonorrhoea (2125), tuberculosis, all forms, new cases (912), bacillary dysentery (531), 

syphilis, new cases (108), meningococcal infections (74), typhoid and paratyphoid fevers (37), 
malaria, new cases (14), diphtheria (8), leprosy (5). 
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Organization of the Public Health Services 

In New Zealand the direction, planning and supervision of the health services is the 

responsibility of the Minister of Health operating through the Department of Health which is 
administered by a medical director -general of health. The Minister and the Department are 
advised by a variety of statutory bodies and committees, and also utilize for this purpose 
the services of other government departments, the universities, local government bodies, and 
professional associations. 

The Department of Health consists of 3 bureaux for: 

(a) Public Health. In addition to professional and technical advice to local govern- 
ment authorities, this division provides services in various specialized fields such as 
radiation protection; communicable disease control; food poisons, narcotic and drug 
control; environmental and public health engineering services; maternal and child 

health; public health nursing services. 

(b) Hospital and Medical Services. The Department of Health provides the funds for 

the maintenance of the public hospitals which, however, are managed by elected hospital 

boards. At the present time psychiatric hospitals, with one exception, are maintained 
and managed by the Department. All public and psychiatric hospital services are free. 

The other traditional medical care services, e.g. general practice, maternity, laboratory 
and pharmaceutical services, are also free or heavily subsidized by the State. 

(c) Administrative Services. The general administrative financial and legal functions 

of the Department are grouped under this division. 

For the provision of local health services, the country is divided into 18 health dist- 
ricts, each under the local control of a medical officer of health and 31 hospital districts, 

each under an elected board. 

Hospital Services 

In 1967, in- patient medical care was provided in 337 hospitals and other health establish- 

ments which had a total bed capacity of 27 816 beds, of which 24 376 were in 187 government - 
maintained institutions. The bed population ratio was 10.2 per 1000. The 27 816 beds were 

distributed as follows: 

Category and number Number of beds 

General hospitals 196 15 918 

Maternity hospitals 101 1 806 

Paediatric hospitals 6 286 

Psychiatric hospitals 11 7 947 

Hospitals combined with old 
people's homes 3 232 

Special hospitals 12 1 301 

Civil rehabilitation centre 1 26 

Homes for cripples 2 108 

Home for children 1 32 

Convalescent homes 3 42 

Clinic for functional nervous 
disorders 1 118 
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Out -patient care was available at 90 hospital out -patient departments. 

Medical and Allied Personnel and Training Facilities 

In 1967, New Zealand had 3200 doctors, or 1 doctor for 850 inhabitants. Other health 

personnel included: 

Dentists 904 

Dental nurses 1 389 

Pharmacists 2 )33 

Fully- qualified nurses 12 400 

Veterinarians (1968) 554 

Sanitary Engineers 27 

Sanitarians 280 

Physiotherapists 592 

Laboratory technicians (1969) 200 

Air pollution inspectors (1969) 5 

* 

Food technologist (1969) 1 

Audiometric engineer (1969) 1 

Bacteriologists (1969) 6* 

Assistant bacteriologists (1969) 8* 

Epidemiologist 1* 

Virologist 1* 

Radiation officers 16* 

* 
In government service. 

Doctors are trained at the University of Otago and, since 1968, at the University of 
Auckland, The first students of the new medical school at the University of Auckland are 
expected to graduate at the end of 1973. They will add about 50 per cent, to the number of 

New Zealand trained doctors each year. It is proposed to increase the intake of students to 

the University of Otago Medical School from the present 120 to 150 in 1972. Ultimately it 
is proposed that the intake be increased to 200. A problem associated with this increase 

will be the provision of facilities for clinical training. In the field of public health 

post -graduate education, there are courses for the diploma of dental public health, the diploma 

of industrial health and the diploma of veterinary public health. Basic nursing training is 
available at 31 schools which afford 3 -year courses; community nurses (auxiliary nurses) are 
trained in 47 schools which afford 18 -month courses. Midwifery training is given at З schools 
where maternity nurses receive a 6 -month training. The Department of Health also maintains 
a school for post -graduate nursing education and provides facilities for the training of 
health inspectors and health educators. 

The Medical Council of New Zealand, which was reconstituted in 1968 under a new Act of 
Parliament, has established an Education Committee, one of the primary functions of which is 

to advise the Council of any university on any matters relating to medical education. 
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Communicable Disease Control and Immunization Services 

Poliomyelitis has been eradicated following a national immunization programme and there 
has been no confirmed case since April 1962. Tuberculosis control has been intensified over 
recent years resulting in a substantial reduction in the number of cases. Most adolescents 
and schoolchildren receive BCG vaccination. The incidence of venereal disease formerly on 
the increase, has also shown a recent decline in response to an intensified control programme. 
Infants receive immunization against diphtheria, whooping -cough and tetanus using a triple 
vaccine for this purpose. Since the late 1950 s the Department of Health has encouraged 
anti tetanus immunization for all adults. Infectious hepatitis has continued to be the most 
prevalent notifiable infectious disease. 

Chronic and Degenerative Diseases 

Under the auspices of the Department of Health, screening operations for pre -symptomatic 

diseases are being organized, and the medical unit of one hospital has investigated the inci- 

dence of diabetes, hypertension, gout, anaemia, etc., in local communities. Interest in a 

number of the chronic diseases and disabilities, notably cancer, epilepsy, diabetes and blind- 

ness, is shown by certain societies and associations which also carry out health education in 

their respective fields. 

Environmental Sanitation 

In 1966, New Zealand's population lived in 4121 communities of which 409, with a population 

of 1 950 000, representing 96 per cent, of all inhabitants, were served with piped water 

systems. In the same year, 181 communities with 1 925 000 inhabitants, representing 90 per 

cent, of the total population had sewerage systems. 

Major Public Health Problems 

With its complex of well -organized and comprehensive health services New Zealand has very 

few residual problems in the public health field. It is important, however, to ensure that 

the existing services expand with the increasing population, and to detect any potentially 

dangerous health hazard before it assumes major proportions. It is with this objective in 

mind that narcotic control, adverse drug reactions and environmental pollution of various 

types are carefully and continuously studied. 

Reference must also be made to the difference which exists between the maternal and 

infant mortality rates for Maoris, and those for the population of European origin. The 

Maori rates have improved in recent years, but are still relatively high. 

Social and Economic Developments of Significance for the Health Situation during the Period 

1965 -1968 

During the period under review the Government has revised the control of hospital board 

expenditure introducing a system of controlled allocation which has proved to be most effec- 

tive. Appropriate provision for the revised system was made in legislation enacted in 1968. 

National Health Planning 

New Zealand has developed a comprehensive health service and its planning in the health 

field is directed towards the following main objectives: to develop new services as and when 

new problems arise and new techniques to alleviate those problems when they become feasible; 

to rationalize the current organization as and when this becomes evident and to improve the 

cost effectiveness of the services provided. In order to achieve the latter aim, a start 

has been made on reducing the number of elected hospital boards with a view to grouping 

hospitals into larger and more rational economic units. Legislation has also recently been 

enacted which will, inter alia, prepare the way to transfer the control of mental hospitals 

from the Health Department to hospital boards. 
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The Minister of Health has recently established a national electronic data processing 
committee comprising representatives of the Hospital Boards' Association, the Medical Superin- 
tendents Association, the State Services Commission, the Treasury and officers of the Department 
of Health. The Committee will work in conjunction with other national committees such as the 
State Services Electronic Data Processing Committee and in conformity with government policy. 
The functions of the Committee are to co- ordinate, promote and advise on the use of electronic 
data processing in health and hospital administration and to approve specific proposals or to 
recommend them to the approving authority. 

Medical and Public Health Research 

The Medical Research Council of New Zealand was reconstituted in 1965, bringing in not 
only a broader composition but also lay members. The Medical Research Council is now the 
co- ordinating body to advise the Minister of Health on the medical research which needs to be 

conducted on the premises of public hospitals. It is also represented on the War Pensions 

Medical Research Trust established in 1968. 

International Assistance 

In 1968, WHO's assistance to New Zealand included fellowships in air pollution and mental 
health. 

Government Health Expenditure 

During the fiscal year 1967/68 total general government consumption expenditure on current 
account amounted to NZ$ 591 million, of which NZ$ 172 million (29.1 per cent.) were devoted 

to health. From capital account NZ$ 20 million were drawn for the improvement and expansion 
of health facilities. Accordingly general government expenditure per capita amounted to 
NZ$ 63 for health services and NZ$ 7 for investment in health projects. 
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SINGAPORE 

Population and Other Statistics 

At the last census, taken in June 1957, the population of Singapore was 1 445 929. 
Population estimates and some other vital statistics, for the period 1965 -1968, are given 
in the following table: 

1965 1966 1967 1968 

Mean population 1 864 900 1 913 500 1 955 600 1 987 900 

Number of live births 55 725 54 680 50 560 47 241 

Birth -rate (per 1000 population) 29.9 28.6 25.9 23.8 

Number of deaths 10 263 10 444 10 523 10 982 

Death -rate (per 1000 population) 5.5 5.5 5.4 5.5 

.Natural increase (per cent.) 2.44 2.31 2.05 1.83 

Number of infant deaths 1 464 1 410 1 253 1 105 

Infant mortality rate (per 1000 live births) 26.3 25.8 24.8 23.4 

Number of deaths, 1 -4 years 462 480 357 389 

Death -rate, 1 -4 years (per 1000 population 
at risk) 2.0 2.1 1.6 1.8 

Number of maternal deaths 22 27 16 19 

Maternal mortality rate (per 1000 live births) 0.4 0.5 0.3 0.4 

Of the 10 523 deaths recorded in 1967, the main causes were (ICD 1955): senility without 
mention of psychosis, ill- defined and unknown causes (1814), malignant neoplasms (1512), 
chronic rheumatic heart disease, arteriosclerotic and degenerative heart disease and other 
diseases of the heart (1200), vascular lesions affecting the central nervous system (866), 
pneumonia (737), tuberculosis, all forms (551), accidents (525, including 223 motor vehicle 
accidents), birth injuries, post -natal asphyxia and atelectasis (341), hypertension (268), 
gastritis, duodenitis, enteritis and colitis, except diarrhoea of the newborn (201). 

The communicable diseases most frequently notified in 1967 were: tuberculosis, all 
forms, new cases (3440), gonorrhoea (2889), syphilis, new cases (587), malaria, new cases 
(228), leprosy (228), diphtheria (220), typhoid and paratyphoid fevers (93), poliomyelitis, 
paralytic form (3). 

Organization of the Public Health Services 

The health services in Singapore are, with the exception of general practitioners' 
services and a few private hospitals, almost entirely provided by the Ministry of Health. 
The medical and health services are organized as a central government function, the local 
health authority (Municipal Health Services) having been integrated with the Ministry of 
Health in 1960. Under the Ministry of Health are included sections which were formerly 
local authority functions, e.g. control of markets and hawkers and the municipal cleansing 
services. Sewerage and water supplies are, however, the responsibility of separate 
ministries, namely of the Ministry of National Development and of the Public Utilities 
Board respectively. 
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The Director of Medical Services, who is also Permanent Secretary (Health), is 

responsible to the Minister of Health for the over -all administration of the health services. 
Under his control are the Assistant Director of Medical Services (Tuberculosis), the 

Assistant Director of Medical Services (Dental Services), the Chief Pharmacist, the Senior 

Pathologist and the Principal Matron. The Deputy Director of Medical Services (Hospitals) 

is responsible for the administration of the hospital services. A second Permanent 

Secretary for Special Duties (Health) has been appointed. He is assisted by the Deputy 

Director of Medical Services (Health) who is responsible for technical functions in the 

administration of the health services. The divisions under his control include the 

following: maternal and child health, school health, quarantine and epidemiology, vector 

control, environmental health, public health engineering, health education and the legal 

affairs. 

Hospital Services 

In 1967, Singapore had 15 hospitals and establishments for in- patient care providing 

6984 beds to which 121 766 patients were admitted during the year. The bed /population 

ratio was 3.6 per 1000. These beds were distributed as follows: 

Category and number Number of beds 

General hospitals 2 1 602 

Tuberculosis hospital 1 1 324 

Infectious diseases hospital 1 250 

Maternity hospital 1 544 

Psychiatric hospital 1 1 869 

Chronic diseases hospital 1 100 

Venereal and skin diseases hospital 1 63 

Orthopaedic hospital 1 120 

Leprosarium 1 965 

Hospital for mentally defective 1 45 

Treatment centre for opium addicts 1 22 

Police training school hospital 1 8 

Prison hospitals 2 72 

Out- patient facilities were available in 1968 at the hospital out -patient departments, 

39 dispensaries, 2 mobile health units. 

Medical and Allied Personnel and Training Facilities 

In 1967, Singapore had 1099 doctors of whom 510 were in government service. The 

doctor /population ratio was 1 per 1780. Other health personnel included: 
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Dentists 156 

School dental nurses 108 

Pharmacists 170 

Pharmaceutical assistants 112 

Fully -qualified midwives 722 

Assistant midwives 1 056 

Traditional birth attendants 6 

Fully-qualified nurses 2 479 

Assistant nurses 1 123 

Veterinarians 24 

Sanitary engineers 3 

Sanitarians 78 

Physiotherapists 29 

Laboratory technicians 19 

Auxiliary technical laboratory 
personnel 22 

Veterinary assistants 72 

Auxiliary sanitarians 133 

Radiographers (therapy) 5 

Radiographers (diagnostic) 63 

Dental chairside assistants 7 

In government service. 

During the academic year 1967/68, Singapore had 629 dental students and 106 dental 
graduates, 187 medical students and 27 graduates, 92 pharmaceutical students and 30 graduates. 

A 3 -year training course for nurses was attended by 271 nursing students of whom 214 graduated 
in 1968. One midwifery school provides a 28 -month course which was attended by 43 students. 

Singapore also provides training facilities for laboratory technicians, radiographers, dental 

assistants and school dental nurses. The Public Health Nursing Course of 10 months' duration 

leading to the certificate for health visitors and school nurses is conducted under the 

auspices of the Royal Society of Health. 

Communicable Disease Control and Immunization Services 

The common communicable diseases have been largely brought under control but tuberculosis 
and pneumonia continued to be among the 10 most frequently reported causes of death and 

sporadic cases of cholera still occur. Accurate information on the prevalence of tuberculosis 

in Singapore is not available. Tuberculosis, which constituted the first major cause of death 

in Singapore in 1948, has dropped to the eighth position since 1965. The death -rate due to all 

forms of tuberculosis fell from 329.5 per 100 000 population in 1945 to 28.6 in 1967; that is 

a reduction of 91.3 per cent. in 22 years or of 30,6 per cent, in the last 10 years. The number 

of existing tuberculosis patients is probably 20 000, among whom approximately 5000 would be 

bacillary. In 1967, it was reported that less than 8000 patients, among whom 45 per cent. 

or 3600 were probably bacteriologically positive, were under treatment. This represented 

about 40 per cent, of the total and 72 per cent. of the bacillary cases under active treatment. 

The BCG vaccination service was started in 1951 and direct BCG vaccination to new -born infants 

was introduced in 1965. The wide use of this vaccination among new -born infants has certainly 

contributed to the reduction of the disease. A central tuberculosis registry was organized 

in Singapore in 1958. Tuberculosis case -finding activities are carried out by the tuberculosis 
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control unit as well as the Singapore Anti- Tuberculosis Association. The activities consist 
of systematic X -ray chest examinations of adults and of contacts of known tuberculosis patients. 
Bacteriological examinations are done for suspected cases. Institutional and ambulatory 
treatment is available. The occurrence of plague and smallpox reported in the neighbouring 
countries has stimulated the review of measures to prevent any possible spread of the diseases 
to Singapore. A case of El Tor cholera was reported in Singapore in April 1968 and by the end 
of July a total of 6 cases with no deaths had been reported. Singapore was declared free of 
cholera in August 1968. No common source of infection was located but some cholera carriers 
were detected. Mass vaccination was not advocated during this outbreak. Singapore remained 
virtually free from malaria. Vector breeding was rapidly controlled. A total of 123 cases 
of typhoid fever was notified in 1968 as compared with 88 cases in 1967. All direct contacts 
were vaccinated. There has been a dramatic drop in the number of notified cases of diphtheria 
from 200 cases in 1967 to 60 cases in 1968. 

The following immunization procedures were carried out in 1967: 

Tetanus 273 919 

Diphtheria 271 714 

Poliomyelitis 262 794 

Whooping -cough 154 200 

Smallpox 100 449 

Cholera 83 783 

BCG 77 571 

Yellow fever 1 973 

Specialized Units 

In 1968, there were 53 pre -natal units and 52 child health units engaged in maternal and 
child health services. During the year, 25 371 pregnant women, 56 002 children under 1 year, 

and 21 348 children aged 1 to 6 years availed themselves of these services. Domiciliary care 

was given to 44 614 pregnant women, to 46 207 children under 1 year, and to 119 196 children 
aged 1 to 6 years. In 1968, of all deliveries 81 per cent, were attended by a doctor or 
qualified midwife, either in hospital (36 727 births) or under domiciliary arrangement 
(1601 births). School health services were provided at 4 static and 2 mobile units. They 

were attended by 235 346 schoolchildren, which is 40.6 per cent, of the total school population. 

Dental care was available at 71 dental units, at which 523 398 persons were treated. There 
were 14 rehabilitation out -patient departments attached to hospitals which recorded 15 882 new 
out -patients. Psychiatric consultations were given at 6 centres which were attended by 

2695 new out -patients. Out -patient facilities were also provided in certain of the specialized 

clinical fields. These included 1 tuberculosis and chest clinic, 1 venereal disease clinic 
and 1 leprosy and skin disease clinic. The public health laboratory carried out nearly 
30 000 examinations in 1968. 

Environmental Sanitation 

In 1968, the piped water system of Singapore served 94 per cent, of the population, whereas 
5 per cent, had to rely on public fountains for water. The sewerage system served 60 per cent. 

of the population who were living in houses connected to sewers. 

Major Public Health Problems 

These include population control, public hygiene and cleansing, mosquito control and dental 

health. In 1965 the Government published a White Paper on Family Planning which outlined a 

5 -year family planning programme with the aim of bringing Singapore's birth -rate from 29.9 per 

1000 population in 1965 to about 20 per 1000 in the 1970s. The Singapore Family 
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Planning and Population Board was formed by Act of Parliament to implement the recommendations 
of the White Paper. The birth -rate had fallen from 29.9 per thousand population in 1965 to 

23.7 by the end of 1968. Family planning services have been integrated in the maternal and 
child health services in more than half of the MCI clinics with the purpose of improving the 
health of the families. All MCI staff have been given training in family planning in addition 
to their basic training. In 1966, there was a total of 30 410 acceptors of family planning 
methods and in 1967 the total was 30 935, against targets of 30 000 for each of these years. 
Keeping Singapore clean has become an urgent task in recent years. A national campaign to 

attain this objective was launched in 1968. Health education plays a very important role in 
this campaign. Simultaneously, the environmental health services were reorganized. Outdated 
legislation, in particular those relating to the environment, were reviewed and brought up to 
date, bringing them in line with the problems of rapid urbanization and development. 

Social and Economic Developments of Significance for the Health Situation during the 

Period 1965 -1968 

The period under review has been marked by a continuous development in the economic 
field. The annual average rate of growth of the Gross National Product is 13.3 per cent. It 

is, however, expected that the withdrawal of the British Forces which provides substantial 
sources of foreign exchange may have an adverse effect on the growth rate of the economy. 

The momentum of social development has been maintained and corresponds to the economic 
development. Public housing and urban renewal schemes have progressed to the extent that 
nearly 30 per cent, of the population live in public housing and in decent surroundings. The 
average per capita gross national product in 1966 was US$ 570. This comparatively high standard 
of living, together with a comprehensive public health service, has been responsible for 
eradicating the major infectious diseases and reducing the incidence of tuberculosis and leprosy. 

These achievements have brought new problems. As the economy turns from traditional activities 

towards industrialization, the concerns which arise are the problems of pollution and waste 
disposal, the increasingly congested roads, the growing number of accidents and the need for 

population control in the small island of Singapore where the population is about 9000 persons 
per square mile. 

National Health Planning 

Two 5 -year development plans have been drawn up for the periods 1959 -1964 and for 1965 -1969. 
The plans are constantly reviewed at the ministerial level and at the central government level 
by a Development Planning Committee serviced by the Economic Development Division of the Ministry 
of Finance. Recently long -term comprehensive planning for Singapore has been undertaken by 

the State and City Planning Department. 

Health plans have been essentially short -term plans. The proposals are submitted for 
consideration by the Development Planning Committee in the Ministry of Finance and priorities 
are assigned. These proposals and priorities are related to economic development. Due to the 

very rapid changes in the political, social and economic fields in recent years, the health 
plans have been modified considerably. 

The health plans may be summarized as follows: modernization of existing hospitals for 
improved efficiency and provision of modern facilities; conversion of specialized hospitals 
into general hospitals; development of medical specialties, e.g. the Institute of Medical 
Specialties to be built as a joint government and university project (the first phase for the 
radiotherapy and radioisotope laboratories has been completed); neuro -surgery and cardiac 
surgery; the taking over of the British War Department hospitals as civilian hospitals when 
the British Forces withdraw from Singapore in 1971. A major change in the provision of health 
services was the introduction of charges for services which have been hitherto largely free. 
Emphasis in the future development will be placed on 2 aspects of public health services: 
(a) the promotion of dental health, particularly in the young school population; the teaching 
of dental hygiene has been introduced into the curriculum of the primary schoolchildren; and 

(b) a sustained effort in the environmental hygiene of Singapore. 
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Medical and Public Health Research 

Public health research is mainly confined to investigations in the control of disease - 
bearing insects. A Vector Control Unit was established at the end of 1965 as a research and 
advisory body, especially in matters regarding methods and approach in mosquito control. Work 
so far carried out related mainly to investigations into improved malaria control methods and 
into bionomics of "nuisance" mosquitos, mainly Culex fatigans and Aedes species. 

International Assistance 

In 1968, WHO's assistance to Singapore included the following projects: 

Nursing Education (1952 -1968): to improve the standards of nursing education and nursing 
service. 

Nursing Administration and Practice (1956- 1969): to develop programmes to prepare nursing 
personnel for administrative posts, and to improve the quality of nursing practice, patient 
care and clinical teaching. • Health Education Advisory Services (1965- 1970): to evaluate the health education services, 
and to plan and carry out an expanded programme. 

Radiation Health Advisory Services (1968): a WHO consultant advised the Radiotherapy 
Department of the General Hospital on the physical facilities of the radiotherapy service, the 

training of physicists and technicians engaged in the service, the maintenance of equipment 
and the organization of an isotope service. 

Tuberculosis Control (1968- 1972): to study the epidemiological pattern of tuberculosis 
in the country; to introduce a comprehensive tuberculosis control programme integrated into 
the general public health programme; and to provide facilities for training various categories 
of public health workers in tuberculosis control work. 

Medical Statistics and Hospital Records (1967- 1969): a WHO consultant reviewed the health 
statistical services and hospital records services and assisted in reorganizing them and in 

training the necessary staff, and advised the Ministry of Health on various aspects of 
statistics. 

Nutrition Advisory Services (1968): a WHO consultant carried out studies on the etiology 
and epidemiology of nutritional disorders and their effects on health, recommended measures for 

implementation through health or other channels, and assisted in improving the general food 

and nutritional situation in the community. 

Environmental Health Advisory Services (1968): a WHO consultant reviewed the environmental 

sanitation work and programmes of the Ministry of Health, and recommended short -term and long- 

term programmes for the Public Health Engineering Unit. 

Fellowships (1968) in maternal and child health services, public cleansing, sewerage 

systems operation and management. 

Government Health Expenditure 

In 1968, total general government consumption expenditure amounted to $ 430 000 000, of 

which $ 69 761 122 were devoted to health services (16.2 per cent.). The per capita 

expenditure on health services was $ 35. In addition, $ 2 835 875 were devoted to capital 

account for the improvement and development of health facilities. 



- 462 - 

BRITISH SOLOMON ISLANDS 

Population and Other Statistics 

At the last census, taken in November 1959, the population of the British Solomon Islands 
was 124 076. 

At the end of 1965 the estimated population was 139 730, and 155 000 in 1969. The annual 
natural increase is about 2.8 per cent. The statistics of causes of death are incomplete, 
as they are based solely on hospital records. 

The available morbidity data for communicable diseases covers only cases admitted to 
government hospitals and treated in government out -patient establishments. With these 
qualifications, the most frequently recorded communicable diseases in 1968 were: malaria (1064), 
pneumonia (544), bronchitis (540), tuberculosis, all forms (344), filariasis (150), 

leprosy (142). 

Organization of the Public Health Services 

The Government Medical Department is responsible for the administration and organization 
of all public health activities in the territory. It is headed by a Director of Medical 
Services who is assisted by a senior medical officer and a nursing superintendent. The 
Medical Department is organized in the following sections: malaria eradication, public health, 
health education, medical and surgical services, dental services, nursing services, nursing 
education, pharmacy, laboratory and X -ray services. In each of the 4 medical districts, 
Malaita district, Eastern district, Western district, and Central district, there is a district 
medical officer who is ex officio medical officer of health for his district. 

Hospital Services 

Medical and health facilities are widely disseminated throughout the islands. They are 

operated primarily by the Government, though there are also some facilities operated by various 

missions. The main hospital of the Protectorate is situated in Honiara, Central district. 

There are district hospitals in each of the districts which act as referral units for smaller 

rural hospitals and the rural health units. In 1967, the British Solomon Islands had 41 
hospitals and establishments for in- patient care providing altogether 1108 beds or 7.6 beds per 

1000 population. These beds were distributed as follows: 

Category and number Number of beds 

General hospital 1 159 

Rural hospitals 9 605 

Medical centres (without 
doctor) 

30 256 

Leprosarium 1 88 

Medical treatment in the Protectorate has been free for all except those seen at private 

out -patient clinics in Honiara and elsewhere, and for those admitted to the private ward at 

the central hospital. 

Medical and Allied Personnel and Training Facilities 

In 1967, the British Solomon Islands had 33 doctors of whom 29 were in government 

service. The doctor /population ratio was 1 per 4420. Other health personnel included: 
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Medical assistants 96 

Dentists 2 

Dental assistant 1 

Pharmacist 1 

Pharmaceutical assistants 5 

Fully- qualified midwives 25 

Assistant midwives 10 

Fully- qualified nurses 2 

Assistant nurses 124 

Veterinarian 1 

Sanitary engineer 1 

Sanitarian 1 

Physiotherapist 1 

Laboratory technician 1 

X -ray attendants 2 

Auxiliary technical laboratory 
personnel 12 

Auxiliary sanitarians 7 

Other health auxiliaries 28 

There is 1 government establishment for the training of medical assistants and nurse/ 
midwives. In April 1968, the central hospital school of nursing had 30 nurse students and 
45 medical assistant students. There are also 3 nursing schools run by missions. 

Communicable Disease Control and Immunization Services 

Malaria is still the principal cause of morbidity in the islands not covered by the 
spraying operations. Pre -eradication activities were carried out on Guadalcanal, Savo, 

New Georgia, the Shortlands Group and in Choiseul, bringing the total population of the British 
Solomon Islands living in areas in the attack phase to 37 per cent. The objective of the • malaria pre -eradication programme which started in 1965 is the ending of malaria transmission 
by total coverage with residual insecticide (DDT). A government malaria advisory committee 
was set up in 1968. It recommended that the Protectorate should proceed to an eradication 
programme by 1970. Control of imported malaria cases on Guadalcanal remained a problem due 
to the steady influx of people from unsprayed areas. Routine entomological activities 
continued to be performed in the sprayed areas. In the unsprayed areas surveys were under- 
taken in Malaita, San Cristobal and most of the Eastern Outer Islands. Small -scale mass drug 

treatment trials were also conducted. 

Tuberculosis continued to be the second major public health problem, but owing to the 
heavy commitments of personnel and financial resources being devoted to the malaria pre - 
eradication programme, no major attack on this disease is contemplated in the near future. 
However, control measures include the territory -wide BCG vaccination programme, together with 
the treatment of all known tuberculosis cases discovered as a result of follow -up of existing 
patients and their house -contacts, and the investigation of positive tuberculin reactors. 
At the end of 1968 there were 1477 tuberculosis cases on the active register. The central 

leprosy register held 597 cases at the end of 1968, a relatively small increase of 3 per cent. 

over the previous year, with the number of new cases notified during 1968 falling to a total 

of 58 which represents a 4 per cent, decrease from the 1967 figure. The Central and Malaita 

districts continue to contribute the bulk of the lepromatous cases and all cases under the 
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age of 15 years came from these 2 districts. This indicates that those districts still harbour 

foci of infection. Further efforts to eliminate leprosy are therefore especially devoted to 

these areas. The reduction in the leprosy problem in the British Solomon Islands is mainly 
attributable to the widespread BCG vaccination programme and to the effective treatment of all 

known cases through the central registration and follow -up system. 

Helminthiases are very common. Active environmental health measures are taken to 
combat these diseases. While a very few sporadic cases of yaws continued to be discovered 

throughout the territory, this disease is no longer a public health problem of any significance. 

However, continued vigilance is still exercised and health education activities are undertaken. 

Venereal diseases are extremely uncommon in the Protectorate. However, a minor outbreak of 

a gonorrhoea -like disease was reported at the end of 1968, related to a port of entry for over- . 

seas shipping. 

The following immunization procedures were carried out in 1968: 

BCG 43 419 

Poliomyelitis 

Diphtheria, whooping - 
cough and tetanus 

Specialized Units 

5 827 

3 287 

Local councils maintained and operated some 61 rural health clinics and 32 MCI clinics. 

In addition, local councils managed 3 leprosy villages which provide normal village life for 

affected family groups. 

Environmental Sanitation 

For a number of years already, the Protectorate has had a continuing programme for the 

provision of water supplies in villages. Nevertheless, progress has been limited due to 

insufficient funds, so that at present only a very small proportion of the rural population is 

served with a satisfactory water supply. 

While the development of water supplies in the urban areas is the responsibility of the 

Public Works Department, the Health Department is concerned only with quality control. 

The development of rural water supplies is also a function of the Health Department. 

Social and Economic Developments of Significance for the Health Situation during the 

Period 1965 -1968 

The new Protectorate Constitution came into force during 1967. A severe hurricane struck 

Guadalcanal early in 1967 and caused considerable damage in Honiara. Education services 

continued to expand within the territory. 

National Health Planning 

A White Paper prepared by the Director of Medical Services sets out the basic principles 

on which the medical and public health policy in the British Solomon Islands is based, with 

special reference to the 5 -year period 1964 -1969. The main emphasis is placed on the 

development of preventive medicine; malaria pre -eradication programme leading to a full -scale 

malaria eradication project; the development of rural health services, particularly the 

services for mothers and children; the improvement of environmental sanitation standards and 

of hospital services. 
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Medical and Public Health Research 

A programme of combined medical and anthropological research has been organized by Harvard 
University, largely to be carried out in Malaita. A team of doctors and anthropologists 
arrived in 1966 with a view to recording the social relationship of groups of up to 500 people. 
This research activity will be followed up by medical studies of the Melanesian people, with 
special reference to the chronic diseases. 

International Assistance 

In 1968, WHO's assistance to the British Solomon Islands Protectorate included the 
following projects: 

Malaria Pre -eradication Programme (1965- ): to develop the operational, technical and 
administrative facilities of the malaria and public health services, so that a country-wide 
malaria eradication programme can be implemented later. 

Nursing Education (1959 -1968): the aim was to develop training programmes to prepare 
nursing personnel for hospital and health services in the Protectorate. 

Rural Health Services (1965- 1969): to expand and strengthen the network of local health 
services and train auxiliary health personnel. 

Government Health Expenditure 

Total government health expenditure during the year 1968 amounted to $ 737 790 which 
represents 8.76 per cent. of the Protectorate's budget. The per capita health expenditure 
thus amounted to $ 5.20 during 1968. 
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COCOS (KEELING) ISLANDS 

Population and Other Statistics 

At the last census, taken in June 1966, the population of the Cocos Islands was 684. 
Population estimates and some other vital statistics, for the years 1965 -1968, are given below: 

1965 1966 1967 1968 

Mean population 675 684 1 000 1 000 

Number of live births 12 12 3 - 

Birth -rate (per 1000 population) 17.8 17.5 - - 

Number of deaths 5 3 - - 

Death-rate (per 1000 population) 7.4 4.4 - - 

Natural increase (per cent.) 1.04 1.31 - - 

Hospital Services 

Medical in- patient and out -patient care is provided in 1 general hospital and 1 • 

dispensary. The staff of the hospital comprises 1 government medical officer and 2 

trained nurses. A dentist visits the Islands every 6 months. The dispensary is staffed 
by 2 untrained medical orderlies and 2 untrained midwives. They are supervised by the 
professional personnel of the general hospital who pay regular visits. No training of 
health personnel is carried out in the Islands. 

Environmental Sanitation 

Only 1 community with 120 inhabitants had a piped water system serving 25 per cent, of 
the population, wheras 75 per cent, were served with water from public fountains. The same 
community also had a sewerage system which served all its inhabitants. 

Communicable Disease Control 

A hookworm eradication programme is being carried out in the Islands. 
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COOK ISLANDS 

Population and Other Statistics 

At the last census, taken in September 1966, the population of the Cook Islands was 

19 249. Population estimates and some other vital statistics for the period 1966 -1968 are 

given in the following table: 

1966 1967 1968 

Mean population 19 249* 20 000 - 

Number of live births 823 838 901 

Birth -rate (per 1000 population) 42.8 42.7 43.05 

Number of deaths 168 162 152 

Death -rate (per 1000 population) 8.7 8.3 7.23 

Natural increase (per cent.) 3.41 3.44 3.58 

Number of infant deaths 40 43 41 

Infant mortality rate (per 1000 
live births) 48.6 51.31 45.50 

Number of deaths, 1-4 years 17 22 17 

Number of maternal deaths O O O 

* Census figure. 

Among the 152 deaths recorded in 1968 (ICD 1965), the main causes were: pneumonia (26), 

ischaemic heart disease (16), congenital anomalies (15), symptoms and ill- defined conditions 
(15), bacillary dysentery and amoebiasis, enteritis and other diarrhoeal diseases (13), 

malignant neoplasms (7). 

The communicable diseases most frequently notified in 1967 were: influenza (4868), 
gonorrhoea (346), dysentery, all forms (282), tuberculosis, all forms, new cases (45). • Organization of the Public Health Services 

All health services in the Cook Islands are provided by the Health Department. The 

Minister of Health is assisted by the Chief Medical Officer who is the senior executive 
officer. The Health Department is composed of 4 sections: public health, clinical services, 
dental services, and clerical services. The public health section is in the charge of a 

medical officer of health who is assisted by an assistant medical officer, a district nurse 

supervisor and a senior inspector. The clinical services are administered by a medical 
superintendent. The dental services for which clinics are provided on each island, are in 

the charge of a principal dental officer. In the outer islands assistant medical officers 
of health carry out public health duties under the direction of the Medical Officer of Health. 

Hospital Services 

In 1967, the Cook Islands had 1 general hospital with 125 beds which is situated on 
Rarotonga Island, the main island and administrative centre. During the year, 2849 in- 

patients were admitted to this hospital. In each of the outer islands, there is a small 
hospital which is the operational base for the local medical officer. In 1967, there were 

7 such rural hospitals with altogether 48 beds to which 1449 in- patients were admitted during 

the year. The total bed capacity of the territory was thus 173 or 8.7 beds per 1000 

population. All islands have radio -telephone communication with Rarotonga. 
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In addition to the out -patient facilities provided at these hospitals, there were in 1968 

4 dispensaries and 5 polyclinics of which 3 started operating during the period under review. 

Medical and Allied Personnel and Training Facilities 

In 1967, the Cook Islands had 19 doctors working in government service, or 1 doctor per 
1050 inhabitants. Other health personnel included: 

Dentists 9 

Dental assistants 5 

Pharmaceutical assistants 2 

Fully -qualified nurses 53 

Auxiliary nurses 4 

Sanitary inspector 1 

Laboratory technicians 2 

X -ray technicians 2 

Laboratory assistants 2 

Dental technician 1 

Dental nurses 4 

Mosquito inspectors 21 

The training facilities for health personnel available locally, include 1 school for 
sanitation assistants which provides a 1 -year course and where 4 students graduated in 1967/68; 

1 nursing school giving a 3 -year course, where 38 students were registered and 5 graduated in 
1967/68; 1 school giving a 2 -year course for laboratory technicians. 

Communicable Disease Control and Immunization Services 

Respiratory diseases are the most frequent cause of ill- health and death among children. 
Gastro -intestinal infections are the next most common ailment. The incidence of intestinal 
worm infestation among children is high, although exact figures are not known. Skin 
infections are common, but scabies is rare. Diphtheria, whooping-cough, tetanus and polio- 
myelitis are now rare in the country, following the regular immunization of all children. 
There is no protein malnutrition. The only important nutritional deficiencies encountered 
are iron deficiency and anaemia. A tuberculin programme, based on limited case -finding by 

X -ray, tuberculin testing using leaf techniques, BCG vaccination and hospitalization have been 
in operation for some years in order to reduce the tuberculosis incidence. 

The following immunization procedures were carried out in 1967: 

Tetanus 4 882 

Typhoid and paratyphoid fevers 3 377 

BCG 3 099 

Diphtheria 2 377 

Whooping -cough 2 377 

Poliomyelitis 1 982 

Smallpox 262 
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Specialized Units 

The maternal and child health services in the Cook Islands have been operating for many 
years in a well -planned administrative organization. In addition to the MCI services 

provided by the health authorities, the Child Welfare Association, a voluntary organization 

consisting of groups of village women, has been responsible for developing clinics throughout 
the islands and also for undertaking various duties within the clinics. In 1968, services 

for mothers and children were available at 1 pre -natal centre and 30 child health centres, 
where 1754 and 36 301 attendances respectively were recorded during the year. Of all 

deliveries, 855 or 94 per cent, were attended by a doctor or a qualified midwife, e.g. 720 
under institutional and 135 under domiciliary arrangement. The total school population was 
under medical supervision. There were 15 dental health units on the islands, Preventive 
dental activities have been concentrated mainly on the schoolchildren, all children being 
examined every 8 to 10 months, with regular visits being made to the schools for the treatment 
of affected teeth. Dental health education is actively carried out in the schools. 

Environmental Sanitation 

There is an ample piped water supply on Rarotonga and on some other islands. The water 
is, however, untreated and the quality is not always adequate. 

International Assistance 

WHO's assistance, in 1968 was provided in the form of fellowships (nursing and assistant 
medical officers' course). 

Government Health Expenditure 

In the fiscal year 1967/68 government expenditure on health amounted to NZ$ 561 344, 

including NZ$ 514 753 spent on health services and NZ$ 46 591 invested in the development and 
expansion of health facilities, These amounts equal a per capita expenditure on health of 
NZ$ 28.1 on current account, and NZ$ 2.3 on capital account. 
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FRENCH POLYNESIA 

Population and Other Statistics 

At the last census, taken in November 1967, the population of French Polynesia was 
98 400. Population estimates and some other vital statistics, for the period 1965 -1968, 
are given in the following table: 

1965 1966 1967 1968 

Mean population 92 600 95 400 98 378 101 600 

Number of live births 4 221 4 029 4 807 

Birth -rate (per 1000 
population) 45.6 42.2 48.9 

Number of deaths 998 1 071 968 

Death -rate (per 1000 
population 10.8 11.2 9.8 

Natural increase (per cent.) 3.48 3.10 3.91 

Number of infant deaths 340 292 252 

Infant mortality rate (per 

1000 live births) 80.5 72.5 52.4 

The communicable diseases most frequently notified in 1968 were: influenza (3985), 

measles (1031), bacillary dysentery (151), tuberculosis of the respiratory system, new cases 
(145), whooping -cough (63), typhoid and paratyphoid fevers (45), amoebic dysentery (33), 

infectious hepatitis (11), leprosy, new cases (11), diphtheria (11), meningococcal infection 
(1). 

The main causes of death among the adult population are stated to be: cardiovascular 
diseases, malignant neoplasms, vascular lesions affecting the central nervous system, com- 
plications of pregnancy, childbirth and puerperium, tuberculosis of the lungs, broncho- 
pulmonary infections, infectious diseases. 

Organization of the Public Health Services 

The Directorate of Health Services is responsible for all preventive and curative ser- 
vices in the territory. It is headed by the Chief Medical Officer who is assisted by a 
deputy chief of health services. He is in charge of hospital services, dispensaries, 
maternal and child health services, hygiene, and dental services. The Director of the 

Medical Research Institute has the operational control for filariasis and tuberculosis. He 

is also responsible for research. The control activities against filariasis, tuberculosis 
and leprosy have, since January 1969, become the responsibility of a specialized service for 
endemic diseases which has been newly created. 

Hospital Services 

In 1967, French Polynesia had 31 hospitals and in- patient establishments providing 837 
beds to which 14 335 in- patients were admitted during the year. The bed population ratio 

was 8.5 per 1000. These beds were distributed as follows: 
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Category and number Number of beds 

General hospital 1 415 

Rural hospitals 5 239 

Medical centres (without 

doctor) 24 120 

Leprosarium 1 63 

Out- patient facilities were available at 4 dispensaries and 20 medical aid posts 

located on the outer islands. 

Medical and Allied Personnel and Training Facilities 

In 1968, French Polynesia had 57 doctors of whom 40 were in government service. The 

doctor /population ratio was 1 per 1780. Other health personnel included: 

Dentists 18 

Dental assistants 5 

Pharmacists 3 

Fully- qualified midwives 25 

Fully- qualified nurses 190 

Assistant nurses 22 

Aid nurses 4 

Veterinarians 2 

Sanitarians 2 

Physiotherapists 3 

Auxiliary laboratory technicians 10 

X -ray technicians 8 

Health educator 1 

Auxiliary dieticians 3 

Dental assistants 4 

There is 1 training school for nurses in Papeete which offers a 3 -year course for the 

State Nursing Diploma. The output is small. A 1 -year course for the assistant nurse 

diploma has recently been started. 

Communicable Disease Control and Immunization Services 

French Polynesia is free from all the most serious tropical diseases. Malaria, 

trypanosomiasis, bilharziasis, onchocerciasis and trachoma do not occur in the territory. 
At present, leprosy, filariasis, intestinal parasitosis and tuberculosis are the only 

important endemic diseases existing in the islands. Tuberculosis is the most important 

social disease in French Polynesia. At the end of 1968, 1233 tuberculosis patients were 

on the central register of the centre for the control of tuberculosis. This represents a 

prevalence rate of 12.3 per 1000 inhabitants. Of these 1233 cases, 779 were living on the 

island of Tahiti. The number of new cases detected has been increasing every year, from 

119 in 1965 to 167 in 1968. This increase is due partly to the population growth and partly 
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to the improved case -finding activities. Case -finding and preventive activities are 
particularly developed in the maternal and child centre in Papeete, in the schools and 
school health units. Promiscuity, overcrowding, lack of precautionary measures and hygiene, 
malnutrition and alcoholism favoured the spread of the disease. Tuberculosis control in 
the outlying islands has not been easy due to communication and logistic problems. BCG 

vaccination has become compulsory since October 1968 for certain population groups, including 
new -born babies and schoolchildren. The coverage of BCG immunization is considered to be 

good. Portable X -ray units are used in the outlying areas, and good X -ray facilities exist 

in the more populated areas. 

Filariasis is stated to be a major area of concern. It is transmitted by Aedes 

polynesiensis which seems to be the only vector. Filariasis is endemic on the Windward 

Islands, Leeward Islands, in the Marquezas Islands and Austral Islands, affecting two -thirds of 

the whole territory. A mass campaign with a Hetrazan -like compound (Notezine) has reduced 

sharply the endemicity rates which have dropped from 29,9 per cent, in 1948 to 6 per cent. 

in 1966. Health education also plays an important role in the control activities against 

this disease. Leprosy is endemic in the whole territory. At the end of 1968, 334 leprosy 

cases were registered. Case finding, treatment and control of leprosy patients have shown 

satisfactory results, particularly in Tahiti. These activities present certain difficulties 

in the outlying islands. The endemicity appears to be stationary with a morbidity rate of 

about 350 per 100 000 inhabitants. Venereal diseases are widespread in French Polynesia. 

Streptococcal infections, shigellosis, poliomyelitis and salmonellosis occur sporadically. 

Research is still being undertaken into eosinophilic meningitis which is a problem in Tahiti; 

120 cases occurred in 1967 against 45 in 1965 and 53 in 1966. Diphtheria has been intro - 

duced into French Polynesia in recent years only. A mass vaccination was started in 1968 

in order to prevent the spreading of this disease. Diphtheria immunization has since then 

become compulsory for all children aged 6 to 18 months. Influenza occurs every year in an 

endemo -epidemic form. 

The following immunization procedures were carried out in 1968: 

Tetanus 33 160 

Diphtheria 33 018 

Typhoid and paratyphoid 
fevers 20 444 

Smallpox 12 808 

Poliomyelitis 6 806 

Whooping -cough 5 310 

BCG 4 084 

Cholera 148 

Major Public Health Problems 

The main public health problems in French Polynesia are the control and eradication of 

the major endemic diseases already referred to, namely, filariasis and tuberculosis; the 

extension of preventive medicine including vaccination of infants and schoolchildren and 

the development of curative medical care facilities; improvement of public hygiene, food 

hygiene, and dental hygiene. 

Social and Economic Developments of Significance for the Health Situation during the 

Period 1965 -1968 

The demographic expansion with a high rate of increase has continued and has been 

accentuated during the period under review. The average natural increase during the years 
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1963 -1967 was 3.49 per cent. Parallel with this increase is the heavy urban concentration 
particularly in Papeete. The total population of the Windward Islands passed from 52 068 
in 1963 to 66 150 in 1967, whereas the population density and population increase in the 

other islands remained practically stationary. Papeete alone had a population of 34.9 per 

cent, between 1962 and 1967. There has been a high rate of school enrolment which is nearly 
100 per cent. in the 5 to 14 year age -group. The considerable movement of labour force 
from the archipelago to Papeete with the consequent appearance of slums, the change in the 

traditional way of living, the communication difficulties and the important growth of urban 
traffic resulting in an increased number of accidents are other features of the period under 
review. The health authorities have to deal with an increasing demand on the health 
services of the territory. 

National Health Planning 

Since 1961, 2 health plans have been prepared as part of the general development plans 
of the territory. The first plan covered the period 1961 -1964 and the second the period 
1964 -1968. A third 5 -year plan has been formulated for the period 1966 -1970. It partly 
overlaps with the second health plan and is integrated not only into the territorial 
development plan but also into the fifth French plan. The main emphasis of the plan is 
placed on the general development of the territory. Because of the inadequacy of the health 
infrastructure, together with the demographic pressure, the development and extension of the 
medical care facilities have been given first priority. 

Medical and Public Health Research 

Medical and public health research activities are carried out at the Medical Research 
Institute of French Polynesia which was organized in 1948. These activities are mainly 
directed towards research into and control of filariasis, tuberculosis, ichtyosarcotoxisme 
(fish poisoning), eosinophilic meningitis and dental caries. 

International Assistance 

In 1968, WHO's assistance to French Polynesia included the following projects: 

Filariasis Control (1967- 1968): a WHO consultant assessed the long -term results of 
control of filariasis by chemotherapy and its effect on reducing the infection rate. 

Nutrition and Dental Education (1968): a WHO consultant assisted in strengthening the 
nutrition work of the health services, especially the maternal and child health and dental 
health services. 

Government Health Expenditure 

The budget for 1968 contained provision for a total expenditure of 3 072 328 000 CFP francs 
of which 321 690 000 CFP francs (10.5 per cent.) were allocated for the health sector. This 
sum included 313 120 000 CFP francs for the provision of health services and 8 570 000 CFP 
francs for development projects. The per capita expenditure on health services was 
3081 CFP francs. 
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GILBERT AND ELLICE ISLANDS 

Population and Other Statistics 

The last census, taken in April 1963, showed a population of 48 780, excluding the Islands 
of Canton and Enderbury. The estimated population was 54 910 in 1967 and 58 000 in 1968. 
Comprehensive vital statistics for the period under review are not available. Compulsory 
registration of births and deaths has been introduced in 1969. 

The incidence of mortality and morbidity and the causes of death cannot be determined 
with accuracy. Reports from the outer islands are often made by dressers with little medical 
training, while the reports from the Colony Hospital in Tarawa cover the main island centre 
only and medical cases referred to the hospital from the outer islands. 

Among the communicable diseases reported in 1968 were: influenza (25 653), bacillary 
dysentery (254), infectious hepatitis (51), meningococcal infections (18), measles (11). 

Organization of the Public Health Services 

The medical and health services are organized by the Medical Department under the direc- 
tion of the Chief Medical Officer. He is assisted by the Medical Superintendent of the 
Colony Central Hospital and by a touring officer. The Medical Department is located in the 
Central Colony Hospital, Tarawa. Twelve islands including Ocean Island and Christmas Island 
have a resident government medical officer. Other islands have a dresser. The medical 
officer or dresser advises the Island Councils on matters relating to public health. 

Provision of Health Services 

Small groups of population inhabit very isolated islands and atolls, making it almost 

impossible to provide adequate medical coverage. Due to the increasing number of nurses it 

has become possible to expand the health services beyond the main centres to which they were 
limited originally. Inter -island communication is controlled by the Central Administration. 
The Medical Department has a special launch and a fast boat in Tarawa. 

Medical care for the islanders and for government officers and their wives is free. 

Small fees are collected for spectacles and special appliances. The cost of bringing the 
patients to the Central Colony Hospital in Tarawa from remote islands and their repatriation 
is a heavy charge in the budget of the Medical Department. 

Hospital Services 

In 1968, hospital accommodation was available at the Central Colony Hospital at Bikenibeu, 

Tarawa, with 142 beds, to which 1225 in- patients were admitted in 1968. There is a general 

hospital at Funafuti in the Ellice Islands with 16 beds. Ocean Island has a private 60 -bed 

general hospital owned by the British Phosphate Commission. All islands with a resident 

population have a dispensary or small hospital with in- patient facilities and providing 
altogether 300 beds. 

To meet the increasing needs of the Betio Island (population about 4500) the construction 

of a new 4 -bed maternity unit has been planned for the end of 1968. 

Out- patient care was given in 1968 at 12 hospital out -patient departments, at 16 

dispensaries located on isolated islands and staffed by 1 or 2 nurses, and by a medical aid 

post. In 1968, 14 377 out -patient attendances were recorded at the Central Colony Hospital, 

and in 1967, 217 404 at the dispensaries. 
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Medical and Allied Personnel and Training Facilities 

In 1968, Gilbert and Ellice Islands had 28 physicians, including 2 British Phosphate 
Commission Medical Officers who act as part -time government medical officers and port health 
officers for Ocean Island. The doctor /population ratio was thus 1 to 2000. Other health 
personnel included: . 

Dental officers 2 (Fiji School of Medicine) 

Dental mechanic 1 

Pharmacists 2 

Pharmaceutical assistant 1 

Dispensary attendants 2 

Qualified nurses 62 

Dressers 44 

Nursing auxiliaries 15 

Assistant X -ray technicians 2 

Laboratory attendant 1 

Assistant health inspectors 3 (Fiji School of Medicine) 

The only training in the medical field available in the Islands is given at the Nurse 

Training School at the Central Colony Hospital, Tarawa, which has an output of 10 to 12 

nurses per annum. The standards of the school have increased during the period under 
review with the replanning of the course which lasts 3 -1/2 years. Students with a minimum 

of 3 years secondary education are admitted to this course. It is planned to maintain the 
present output over the next 10 -year period to allow for increases in nursing personnel and 
losses due to retirement. In 1966, with WHO/UNICEF assistance, a maternal and child health 

aides training school was established at Tearinibai, North Tarawa, under the maternal and 

child health programme. It provides ,a 6 -month training course to selected village girls 

and prepares aides for MCI work in their own villages, under the supervision of the nursing 

staff. A second school for MCI aides is in operation in Nanumea (Ellice Islands), and 

preparations are under way for another such course on Nikunau (Gilbert Islands). The total 

enrolment of the 2 existing schools for MCI auxiliary workers was 20 for the academic year 

1967 -1968. In 1967, the British Phosphate Commissioners set up a nurse training school at 

their privately owned hospital on Ocean Island. This school has been approved by the 

government authorities of the Islands. 

All other medical training is done abroad mainly at the Fiji School of Medicine, although 

a small number of students are sent each year for New Zealand level nursing training. Until 

recent years the training of local staff for medical and public health work has only been 

possible on a very limited scale, because of the non -availability of candidates with a proper 

educational background. But as possibilities for primary and secondary education have 

considerably increased over the period under review, more candidates will become available 

for training. 

Communicable Disease Control and Immunization Services 

The most prevalent communicable diseases in the Islands are tuberculosis, leprosy and 

filariasis. A tuberculosis control programme was started in 1960 and approximately one -third 

of the population was BCG -vaccinated. This campaign ended in 1963 and a second, systematic 

tuberculosis case -finding programme commenced in October 1965, with WHO/UNICEF assistance. 

Mantoux surveys and BCG vaccination of the whole population have been completed during the 

period under review; resurveying vaccination of susceptible persons and case -finding 

continue. The tuberculosis control programme is under the control of a medical officer, 
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assisted by 2 trained male nurses. The team is responsible for mass tuberculin testing, 

BCG vaccination and case -finding. The TB Control Officer is also responsible for registra- 

tion and follow -up of all notified cases of tuberculosis and for supervision of all those 

treated on a domiciliary basis. In leprosy control, emphasis has been placed on domiciliary 

treatment and provision of local leprosaría. Case -finding surveys showed a decrease in the 

total number of cases with an increase in the tuberculoid /lepromatous ratio and in the number 

of early cases. Filariasis is fairly widespread, but is much more common in the Ellice 

than in the Gilbert Islands. The Medical Department has started a control programme based 

on the administration of Hetrazan. Environmental control of vectors and improvement in 

environmental sanitation will play an important part in reducing the problem of filariasis. 

Diarrhoeal diseases are a major cause of morbidity particularly among children, although 

only a small proportion of cases are medically attended and reported. Although no concise 

statistics are available, work conducted at the Central Colony Hospital and a number of 

reports suggest the prevalence of amoebiasis in the Islands. 

Clinically diagnosed influenza has a high record with 25 653 cases in 1968. None of 

the quarantinable diseases have been reported for more than a decade. Typhoid is believed 

to be no problem. There are outbreaks of measles, German measles and whooping -cough. 

Venereal diseases are not a significant health problem. Cases of gonorrhoea occur only 

at ports of entry and their number is under 50 a year. Mass smallpox immunizations of 

populations have been carried out in the Islands which are ports of entry. Gradual 

extension to other islands is planned. 

Immunization procedures carried out in 1967 included: 

Smallpox 6 914 

Diphtheria, whooping -cough 

and tetanus 5 644 

Tetanus 100 

BCG 5 154 

Cholera 50 (approx.) 

Typhoid and paratyphoid fevers 50 (approx.) 

Chronic and Degenerative Diseases 

Rheumatic diseases appear to be common. With improved standards in clinical medicine 

combined with better statistical data, it is proposed to envisage a programme directed at 

their prevention and treatment. 

Specialized Units 

Maternal and child health services are provided at 100 pre -natal and child health service 

units. In 1968, 88 deliveries were conducted in hospital and 836 under domiciliary arrange- 

ment. On the outer islands, maternal and child health services have been organized on 

practically all of them by a medical officer or a nurse who is assisted by MCI aides. 

Maternity units are being attached to selected island hospitals. The maternal and child 

health services on South and North Tarawa have been reorganized. An МСН section has been 

established in the Medical Department under the direction of a medical officer. This 

section is responsible for the planning, implementation and supervision of the МСН programme 

in all the islands, in addition to its regular supervision of МСН activities in South and 

North Tarawa. A regular programme of home visiting is carried out in all villages of 

Tarawa. A school health service for all schools on Tarawa is provided by the МСН team, 

under the supervision of a medical officer. School health programmes are developing slowly 

on 1 or 2 other islands. There is also 1 dental service unit as part of the Central Colony 

Hospital. A health education officer (medical officer) is in charge of the health education 

programme which is giving major attention to family planning. The response of the popula- 

tion to the family planning programme is steadily growing. 
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Environmental Sanitation 

Sanitation work is carried out by 3 assistant health inspectors, 2 working on Bikenibeu 

and the other on Betio. On the outer islands, the control of environmental sanitation is 

the responsibility of the medical officer, or of the male nurse, if there is no medical 

officer. Water is supplied from rain water catchments in tanks and cisterns or from 

primitive shallow wells. Problems of waste disposal and disposal of natural wastes exist 

on the larger central islands of Bairiki, Bikenibeu and Betio. Latrines over the reef and 

lagoon are common on all atolls. Pit latrines are considered to be impractical. 

Major Public Health Problems 

The most important public health problems in the Gilbert and Ellice Islands are the 

incidence and control of the communicable diseases already mentioned: tuberculosis, filariasis 

and leprosy. The diarrhoeal diseases are a major cause of morbidity. Preventive measures, 

particularly regarding environmental hygiene, are planned. The danger of a new poliomyelitis 

epidemic as a result of earlier inadequate vaccination has made it advisable to plan a survey 

of the population resistance with subsequent revaccination. Malnutrition and deficiency 

diseases in children are expected to present a growing problem with population increase and 

overcrowding. Maternal and child health care, family planning, and environmental sanitation 

measures should help to reduce this problem. Increased preventive work is needed in the 

maternal and child health field. An MCI campaign is in operation and gradual extension to 

areas not fully covered by this campaign is planned together with training of village aides. 

Social and Economic Developments of Significance for the Health Situation 

during the Period 1965 -1968 

Constitutional development has progressed during the period with the establishment of a 

Governing Council exercising full legislative power, and a House of Representatives, responsible 
for advising the Governing Council on proposed legislation. In 1968, the policy aiming at the 

complete "localization" of the islands' civil service within 10 years was approved. The intro- 

duction of an air service and the increase in the international shipping service have reduced 

the isolation of the islands. This has been reflected in the increased incidence of certain 

virus epidemics, such as influenza, gastro -enteritis, common cold, etc. Migration of certain 

population groups to the main islands of Tarawa in search of better employment and greater 

amenities has led to overcrowding with resultant spread of communicable diseases and increase 

in malnutrition among the immigrants. The Islands have little potentiality for economic 

development. Phosphate extraction on Ocean Island, which is the main source of revenue, is 

due to cease in 8 -9 years time. Following a socio- economic survey in 1968, exploration of 

all possible channels of economic development is being undertaken. The establishment of an 

economic development planning unit has been approved to assist in preparing a development 

policy for the coming 6 -year period. There has been a considerable expansion in education, 

particularly in the facilities for secondary education and in teacher training as a first 

step towards improving primary education on the outer islands. Under local regulations, all 

children from 6 -16 years are required to attend school regularly. Efforts are being made 

to improve agricultural productivity in crops and livestock. 

National Health Planning 

Gilbert and Ellice Islands have no specific long -term plan to cover all aspects of health. 

Following the decision to achieve complete "localization" in 10 years, a medical department 

policy paper was prepared for this period. A development policy statement covering the 

coming 6 -year period has been submitted to the economic development planning unit. It 

provides for consolidation of existing preventive and curative services with particular 

emphasis on curative services. Training of personnel to staff these services, increase in 

the dental personnel, improvement of maternal and child health services, and family planning 

work and gradual "localization" of the services are included in this plan. The co- ordination 

of this policy with socio- economic plans is carried out by the Government under the guidance 

of the economic development planning unit. The machinery for implementation and evaluation 

rests with the Medical Department. 
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International Assistance 

In 1968, WHO's assistance to the Gilbert and Ellice Islands included the following 

projects: 

Nursing Education (1964- 1971): to develop training programmes for preparing nursing 

and midwifery personnel for the hospital and health services. 

Diarrhoeal Diseases Control (1968- ): to establish a programme for the control of 

diarrhoea) diseases. 

Fellowships: general medicine. 

Government Health Expenditure 

Total general government consumption expenditure in 1967 was $A 2.3 million, 215 000 of 

which were spent on health services, thus accounting for 9.3 per cent, of the total. For 

the same period gross domestic capital formation amounted to $A 1.5 million, including 

$A 59 000 (3.9 per cent.) for health development projects. Per capita expenditure for 

health purposes consisted, therefore, of $A 3.9 for health services plus $A 1.1 for health 

capital formation. 
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HONG KONG 

Population and Other Statistics 

At the last census, taken in August 1966, the population of Hong Kong was 3 708 920. 

Population estimates and other vital statistics for the period 1965 -1968 are given in the 

following table: 

1965 1966 1967 1968 

Mean population 3 692 300 3 732 400 3 834 000 3 926 500 

Number of live births 102 195 92 476 88 171 82 992 

Birth -rate (per 1000 population) 27.7 24.8 23.0 21.1 

Number of deaths 17 621 18 700 19 644 19 319 

Death -rate (per 1000 population) 4.8 5.0 5.1 4.9 

Natural increase (per cent.) 2.29 1.98 1.79 1.62 

Number of infant deaths 2 425 2 300 2 260 1 911 

Infant mortality rate (per 23.7 24.9 25.6 23.0 
1000 live births) 

Number of deaths, 1 -4 years 848 968 1 190 467 

Death -rate, 1 -4 years (per 1000 

population at risk) 
1.9 2.2 2.8 1.2 

Number of maternal deaths 34 40 27 12 

Maternal mortality rate (per 
0.33 0.43 0.31 0.14 

1000 live births) 

Figure adjusted after the 1966 census. 

Of the 19 319 deaths recorded in 1968, the main causes were (ICD 1955): malignant 

neoplasms (3582), vascular lesions affecting the central nervous system (1803), senility 

without mention of psychosis, ill- defined and unknown causes (1797), pneumonia (1640), 

tuberculosis, all forms (1483), congenital malformations, birth injuries, post -natal asphyxia 

and atelectasis, infections of the newborn and other diseases peculiar to early infancy and 

immaturity (1445), arteriosclerotic and degenerative heart disease (1087), accidents (867, 

including 304 motor vehicle accidents), hypertension (604), bronchitis (531), suicide and 

self -inflicted injury (455), cirrhosis of liver (302), nephritis and nephrosis (285), chronic 

rheumatic heart disease (275). 

The communicable diseases most frequently notified in 1968 were: influenza (8493), 

measles (1138), bacillary dysentery (869), typhoid and paratyphoid fevers (552), leprosy, new 

cases (164), aerobic dysentery (117), diphtheria (113), whooping -cough (88), meningococcal 

infections (32), malaria, new cases (19), poliomyelitis (15). In 1967, there were 15 253 new 

cases of tuberculosis, 7344 cases of gonorrhoea and 1082 cases of syphilis. 

Organization of the Public Health Services 

The health and medical services are based on the Government Medical and Health Department 

headed by a director. Under him are 2 deputy directors, 1 for health and the other for medical 

services. There are also 5 assistant directors, dealing respectively with hygiene, health, 

tuberculosis, medical services, Queen Elizabeth Hospital. Under each of these assistant 

directors are various sub -departments headed by senior government specialists. 
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Hospital Services 

In 1967, Hong Kong had 159 establishments for in-patient care with a total bed capacity 
of 14 255 of which 5551 beds were in 43 government hospitals. The bed population ratio was 
3.7 per 1000. The 14 255 beds, to which 296 325 patients were admitted in 1967, were 
distributed as follows: 

Category and number Number of beds 

General hospitals 25 9 331 

Rural hospital 1 19 

Medical centres (without doctor) 116 982 

Tuberculosis hospitals 3 1 240 

Infectious diseases hospital 1 88 

Maternity hospital 1 238 

Psychiatric hospital 1 1 242 

Children's convalescent homes 2 180 

Venereal and skin diseases hospital 1 30 

Cancer hospital 1 120 

Prison hospitals 6 245 

Leprosarium 1 540 

Out -patient services were available at 12 hospital out -patient departments, 5 polyclinics, 
33 health centres, 4 medical aid posts and 6 mobile health units. 

Medical and Allied Personnel and Training Facilities 

government service. The 

included: 

460 

68* 

In 1967, Hong Kong had 1603 physicians of whom 392 were in 

doctor population ratio was 1 to 2390.. Other health personnel 

Dentists 

Dental surgery assistants 

Pharmacists 156 

Dispensers student dispensers 149* 

Fully- qualified midwives 656 

Student midwives 251 

Fully- qualified nurses 4 004 

Assistant nurses 1 486 

Veterinarians 2* 

Sanitary inspectors 354* 

Physiotherapists 48* 

Laboratory technicians 67* 

X -ray technicians 69* 
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Dental nurses 9* 

Dental technologists 2* 

Dental technicians 21* 

Medical laboratory technologists 36* 

Health visitors /health sisters 97* 

ж 
In government service. 

The University of Hong Kong confers the degrees of М.B., B.S. after 5 years of study. 

These degress are registrable with the General Medical Council of the United Kingdom. The 

University's intake of medical students was increased to 120 students in 1965. It is 

planned to increase the intake to 150 students per annum. No training in dentistry is 
available in Hong Kong, but the Government awards scholarships annually for the study of 
dentistry abroad. Training in dental technology is available at 1 school and dental surgery 
assistants are sent to Malaysia for training in dental nursing. There are 3 government 
hospital schools of nursing, 2 in general nursing and 1 in psychiatric nursing. The duration 
of training at these schools is 3 years. Midwifery training for registered nurses is avai- 
lable at 2 schools which provide a 1 -year course. Midwifery training for students without 
nursing basic training last 2 years and is given at 1 school. Training for the health 
visitors certificate of the Royal Society of Health and training for health and nursing 
auxiliaries are also available in Hong Kong. A 3 -year training course for laboratory 
technicians, 2 3 -year courses for radiographers and 1 3 -year course for physiotherapists are 
also available. 

Communicable Disease Control and Immunization Services 

During the period under review, Hong Kong was free of quarantinable diseases, with the 
exception of 1 case of cholera in 1966. There have been great advances in infectious disease 
control and diphtheria and poliomyelitis no longer constitute serious health problems. As 

the incidence of other infectious diseases has declined, measles, which shows a biannual major 

epidemicity, has become in recent years a major cause of death in young children. A territory - 
wide immunization campaign against measles was launched in December 1967. No further 
epidemics have since occurred. Venereal diseases are diagnosed and treated free at govern- 
ment clinics. The recorded incidence of early infectious syphilis, which rose to its maximum 
in 1963, remained low during 1968. Tuberculosis remains the major community health problem, 
with an estimated prevalence of 1.5 per cent, of adults with active tuberculosis in 1968. 

An intensive programme of immunization with BCG, domiciliary treatment and hospitalization of 
infectious cases has been maintained with the assistance of voluntary antituberculosis 
associations. During 1968, 94.1 per cent, of the children born in Hong Kong were vaccinated 
within 72 hours of birth. Occasional cases of poliomyelitis are reported, despite an 
intensive immunization programme. There have been no smallpox cases for many years. Cholera, 
smallpox, poliomyelitis, tuberculosis, diphtheria, typhoid and measles are subject to mass 
vaccination campaigns annually. 

The following immunization procedures were carried out in 

Cholera 1 

Diphtheria 

Smallpox 

Poliomyelitis 

BCG 

Typhoid and paratyphoid fevers 

1967: 

318 991 

818 124 

575 869 

267 677 

114 191 

104 039 
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Yellow fever 

Plague 

Epidemic typhus 

Chronic and Degenerative Diseases 

2 105 

283 

40 

Hong Kong is facing increasing problems due to the diseases of later life, particularly 

cancer, diseases of the heart and cerebrovascular lesions. The number of hospital beds for 

the chronically ill was increased during the period under review. At the end of 1968, 1130 

beds, out of a total of 14 899 hospital beds, were for the chronically ill, 

Specialized Units 

In 1968, maternal and child health care services were available at 34 pre -natal and 29 

child health service units. During the year, 21 850 pregnant women, 70 158 infants under 1 

year of age and 36 638 children, aged 1 -5 years attended these units. Domiciliary visits 

were paid to 203 pregnant women, to 59 680 infants under 1 year and to 3011 children aged 1 -5 

years. Of all deliveries in 1968, 31 724 or about 38 per cent, were conducted in government 

institutions. The school medical service provided medical and health supervision to 43 624 

schoolchildren representing approximately 5 per cent, of the total school population. Dental 

treatment was given at 29 dental health units to 277 935 patients. 

In 1968, the 4 independent medical rehabilitation centres were attended by 1611 new out- 

patients and the 12 hospital rehabilitation departments were attended by 18 748 new out- 

patients. During the same year, 2428 new out -patients attended the 6 psychiatric out- 

patient clinics. Other specialized units included 19 tuberculosis centres with 38 019 new 

out -patients, 9 leprosy centres with 548 new out -patients, 9 dermatology clinics with 12 895 
new out -patients, 14 social hygiene clinics with 31 342 new out -patients, 11 ear- nose -and- 

throat clinics with 14 569 new out -patients, 23 ophthalmological clinics with 97 053 new out- 

patients. The 5 public health laboratories carried out nearly 730 000 examinations during 

1968. 

Environmental Sanitation 

All the water supply in Hong Kong is from surface water, collected and stored in reservoirs. 

The water supply is dealt with centrally and supplies about 3.5 million inhabitants or 93 per 
cent, of the total population. The majority of the water supply is through house connexions, 

but there are 500 stand -pipes from which water is drawn by bucket, These provide about 5 per 

cent, of the total supply. An estimated 70 per cent, of the total population live in houses 

connected to sewers. 

Major Public Health Problems 

The development of tuberculosis control work and the provision for the increasing known 
incidence of neoplastic and cardiovascular diseases are the most important. Attention is also 

being increasingly directed to the environmental and welfare factors in health which are the 

primary responsibility of specific government departments, i.e. Social Welfare Department, 
Resettlement Department, etc., in co- operation with voluntary agencies. 

National Health Planning 

The development programme of the Medical and Health Department is making steady progress. 
At the end of the 1968/1969 financial year (April 1968 - March 1969), 31 projects were being 
planned or in operation for the improvement and expansion of the health and medical services 
in the urban and rural areas. These projects include a new 1360 -bed general hospital to be 

completed by 1972, a new 1300 -bed mental hospital to be completed by 1974 and a new 600 -bed 
convalescent block at the Kowloon Hospital to be completed by mid -1970. The Medical Develop- 
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ment Plan Standing Committee, of which the Director of Medical and Health Department is the 

Chairman, recommended the following targets for 1972: 4.25 hospital beds per 1000 population; 

a specialist clinic for every 400 000 /500 000 inhabitants; a general clinic comprising an 
out -patient department, a maternal and child health centre, and a maternity ward for every 
100 000 inhabitants. 

Medical and Public Health Research 

Serological studies of haeptoglobin and transferrin genotypes among Chinese people in 
Hong Kong was conducted by the Government Institute of Pathology. The virus laboratory of 

this institute investigated arbovirus prevalence serologically. The work on salivary gland 
tumours and on respiratory virus infections in children continued under the auspices of the 

World Health Organization. Research also continued on cholera, using strains isolated in 
the previous year. Laboratory investigations related to the chemotherapy of tuberculosis 
which are undertaken jointly with the Medical Research Council, are still proceeding. The 
University of Hong Kong conducts its own research projects in medicine and public health in 

full co- operation with the government agencies. 

International Assistance 

The assistance provided by WHO in 1968 included fellowships in dental nursing and 
operating theatre nursing techniques in open -heart surgery. 

Government Health Expenditure 

For the fiscal year 1967/1968 the total general government consumption expenditure 
amounted to HK$ 1776 million, including disbursements for health services of HK$ 261 million 
(i.e. 15 per cent.). Accordingly the Government spent HK$ 68 per capita on health services. 
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MACAO 

Population and Other Statistics 

At the last census, taken in December 1960, the population of Macao was 169 299. 
Population estimates and some other vital statistics, for the period 1965 -1968, are given in 
the following table: 

1965 1966 1967 1968 

Mean population 280 000 278 000 268 000 - 

Number of live births 4 098 3 856 3 691 2 923 

Birth -rate (per 1000 
population) 14.6 13_9 13.8 - 

Number of deaths 1 550 1 538 1 576 1 508 

Death -rate (per 1000 
population) 5.5 5•5 5,9 - 

Natural increase (per cent.) 0.91 0.84 0.79 - 

Number of infant deaths 117 105 97 98 

Infant mortality rate (per 
1000 live births) 28.6 27.2 26.3 33.5 

Number of deaths, 1 -4 years 53 55 73 37 

Death -rate, 1 -4 years (per 
1000 population at risk) 1.3 1.4 1.5 - 

Number of maternal deaths 2 2 3 - 

Maternal mortality rate (per 
1000 live births) 0.5 0.5 0.8 - 

Of the 1508 deaths recorded in 1968, the main causes were (ICD 1955); tuberculosis, all 

forms (235), malignant neoplasms (222), senility without mention of psychosis, ill- defined 
and unknown causes (190), chronic rheumatic heart disease, arteriosclerotic and degenerative 
heart disease and other diseases of the heart (173), vascular lesions affecting the central 
nervous system (145), accidents (62, including 10 motor vehicle accidents), hypertension (50), 

pneumonia (45), nephritis and nephrosis (28), cirrhosis of liver (27), suicide and self - 
inflicted injuries (24). 

The communicable diseases most frequently notified in 1967 were: tuberculosis, all 

forms, new cases (1368), measles (523), infectious hepatitis (218), typhoid and paratyphoid 
fever (97), diphtheria (31), dysentery, all forms (28), meningococcal infections (20), 

leprosy (7), whooping -cough (6), gonorrhoea (2), syphilis, new cases (2), poliomyelitis (2). 

Organization of the Public Health Services 

Following the promulgation of a decree of 23 January 1964, the organization of the health 
servicesin Portuguese overseas provinces also includes the social welfare services, and the 

designation "health and welfare services" has been introduced. The health and welfare 
services have 3 main divisions: technical, administrative and welfare. These services 
are under the control of the Chief of Health and Welfare Services who is a medical inspector. 
For administrative purposes the health services are organized in 2 divisions, with delegated 
powers. These are the health organization and the medical care organization. 
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Hospital Services 

In 1967, Macao had 7 hospitals with a total bed complement of 1070 of which 442 beds were 
in 3 government -maintained hospitals. The bed /population ratio was 4.0 per 1000. The 1070 
beds were distributed as follows: 

Category and number Number of beds 

General hospitals 4 1 050 

Medical centres 2 16 

Cancer hospital 1 4 

Out- patient facilities were available in 1968 at 5 hospital out -patient departments, 1 

health centre and 5 medical aid posts. These establishments were attended by altogether 8441 

new out- patients • Medical and Allied Personnel and Training Facilities 

In 1967, Macao had 192 doctors of whom 29 were working in government service. The 
doctor /population ratio was 1 per 1400. Other health personnel included: 

Dentists 

Pharmacists 13 

Pharmaceutical assistants 10 

Fully- qualified midwives 23 

Fully- qualified nurses 110 

Assistant nurses 44 

Veterinarian 1 

Auxiliary sanitarians 14 

Laboratory technician 1* 

50 

ж 
In government service. 

The health and welfare services of Macao operate 1 school for the training of nurses and 

auxiliary nurses. This school affords a 3 -year course for nurses followed by 1 year of in- 

service training, and a 1 -year course for auxiliary nurses followed by 6 months in- service 

training. In addition to this school, nurses are also trained by the Catholic Missions and 

in the Chinese Hospital "Kiang Vu ". 

Communicable Disease Control and Immunization Services 

Tuberculosis is one of the most widespread infectious diseases in the province. There 

has been no cholera since 1955. This success has been achieved through annual mass vaccin- 
ation campaigns and through other health measures. Malaria has been brought under control 
thanks to the treatment of breeding places and to residual spraying. 

The following immunization procedures were carried out in ,1967: 

Cholera 

Smallpox 

Diphtheria, whooping -cough 

and tetanus and diphtheria 

and tetanus 

61 361 

11 549 

10 005 
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Diphtheria, whooping -cough 
and tetanus 

BCG 

Poliomyelitis 

Tetanus 

7 357 

2 488 

1 054 

267 

BCG vaccinations are provided free of charge to all inhabitants of the Province. 

Specialized Units 

In 1968 Macao had 1 pre -natal, 1 child health and 1 paediatric centre which were attended 
by 2054 pregnant women, 2653 infants under 1 year of age and 2123 children aged 1 to 5 years. 
During the year, 2899 deliveries, or 99.18 per cent, of all deliveries, were conducted in 
hospitals. The school health unit was attended by 1616 schoolchildren. Dental care was 
provided at 1 dental health unit where 2146 persons were treated. Psychiatric consultations 
were given at 1 centre to 133 new out -patients. Other out -patient facilities in specialized 
clinical fields included 1 tuberculosis dispensary which recorded 209 new out -patients in 1968, 
1 social hygiene clinic (venereal diseases clinic), 1 leprosy clinic and 1 clinic for 
toxicomania. Macao had 2 public health laboratories which carried out 26 242 examinations 
during 1968. 

Environmental Sanitation 

In 1968, 283 850 of the Province's population of 290 850 lived in 1 community, the 
remaining 7000 lived in 2 smaller communities, namely Taipa (5000 inhabitants) and Coloane 
(2000 inhabitants). All the 3 communities had piped water systems. In Macao, 95 per cent. 
of the inhabitants were served with piped water to their dwellings whereas the remaining 5 per 
cent, had water from public fountains. In Taipa and Coloane 7.6 per cent, only had piped 
water to their dwellings, while 92.4 per cent, had to rely on public fountains. All 3 

communities had sewerage systems, 75 per cent, of Macao inhabitants and only 24.5 per cent, in 

the 2 other communities lived in houses connected to public sewers. 

Major Public Health Problems 

The most important public health problems in Macao are the incidence of tuberculosis, the 

lack of adequate environmental sanitation and housing facilities. These problems are 

aggravated by the presence in Macao of a greater number of refugees. The influx of refugees 
has created very serious health, sanitation and housing problems. 

National Health Planning 

The economic and social development plan which was prepared for the years 1965 -1968 
covers Portugal and all its overseas provinces. During this planning period the health 
services in Macao have been modernized and better equipped and new technical facilities have 
been introduced. The third Portuguese national development plan for the years 1968 -1973 
includes the following health targets for Macao: the establishment of a new health centre; 

allocation of important resources for the control of tuberculosis and other communicable 
diseases; urbanization and sanitation programmes; the construction of a bridge connecting 
Macao and Taipa. 

Government Health Expenditure 

During 1968 total government consumption expenditure amounted to 49.8 million patacas, 

4.4 million of which (i.e. 8 per cent.) were devoted to the provision of health services. This 

represents a per capita expenditure on health services of 16.4 patacas. An additional amount 

of 365 000 patacas was disbursed on capital account for the improvement and expansion of 

health facilities. 
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NEW CALEDONIA 

Population and Other Statistics 

At the last census, taken in May 1963, the population of New Caledonia and Dependencies 
was 86 519. Population estimates and some other vital statistics, for the period 1965 -1968, 
are given in the following table: 

1965 1966 1967 1968 

Mean population 90 229 92 085 94 980 100 572 

Number of live births 2 686 2 763 2 882 3 270 

Birth -rate (per 1000 

population) 29.8 30.0 30.3 32.5 

Number of deaths 670 952 781 941 

Death -rate (per 1000 
population) 7.4 10.3 8.2 9,3 

Natural increase (per 
cent.) 2.24 1.97 2.21 2.32 

Number of infant deaths 88 46 99 117 

Infant mortality rate 
(per 1000 live births) 32.8 16.6 34.3 35.8 

Number of deaths,1 -4 years 62 25 81 98 

Among the causes of death most frequently recorded in 1968 were (ICD 1955): heart diseases 
(46), malignant neoplasms (42), vascular lesions affecting the central nervous system (30), 

birth injuries, post -natal asphyxia and atelectasis (13), nephritis and nephrosis (13), 

accidents (13, including 4 motor vehicle accidents), tuberculosis, all forms (10). 

The communicable diseases most frequently notified in 1968 in out -patient establishments 
were: measles (2629), influenza (454), tuberculosis of the respiratory system, new cases (151), 

leprosy, new cases (29), infectious hepatitis (8), bacillary dysentery (4), meningococcal 
infections (2), typhoid and paratyphoid fevers (2). 

Organization of the Public Health Services 

The health services in New Caledonia are under the control of the Director of Public 
Health and Hygiene who is directly responsible to the Governor of the Territory. He is 

assisted by a medical officer and an administrative officer. New Caledonia is divided into 
16 medical districts. Each district is in the charge of a medical officer. 

Hospital Services 

In 1967, New Caledonia had 35 hospitals with a total bed complement of 1308 of which 
1160 beds were in 32 government - maintained hospitals. The bed /population ratio was 13.8 per 
1000. These 1308 beds were distributed as follows: 
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Category and number Number of beds 

General hospitals 4 630 

Rural hospitals 15 266 

Medical centres (without 
doctor) 14 79 

Psychiatric hospital 1 142 

Leprosarium 1 191 

Out -patient facilities were provided in 1968 at 1 hospital out -patient department, at 3 

polyclinics, 2 health centres, 21 dispensaries, 19 medical aid posts and 1 mobile health unit. 

Medical and Allied Personnel and Training Facilities 

In 1967, New Caledonia had 60 doctors of whom 38 were in Government service. The doctor/ 
population ratio was 1 per 1580. Other health personnel included: 

Dentists 2 

Pharmacists 2* 

Fully- qualified midwives 6 

Fully- qualified nurses 27 

Assistant nurses 184 

Veterinarians 2 

Sanitary engineer 1 

* 
In government service. 

A nursing school providing a 2 -year course was opened in March 1969. It delivers a 

local certificate and had 12 students in 1969. 

Communicable Disease Control and Immunization Services 

New Caledonia is free from malaria, yaws, trachoma and bilharziasis. The tuberculosis 

incidence became stationary in 1967 and appeared to be regressing in 1968. The control 

measures are based on BCG vaccination, case -finding through systematic X -ray examinations, and 

treatment in specialized centres. 

Leprosy is still a major endemic disease in the territory. There are at present 935 
leprosy cases and the number of new cases and the rate of infectious leprosy cases are increasing. 

A systematic case -finding campaign has started in Grande Terre in 1969. 

The following immunization procedures were carried out in 1967: 

BCG 15 455 

Tetanus 8 367 

Diphtheria 7 845 

Smallpox 6 978 

Typhoid and paratyphoid fevers 3 912 
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Poliomyelitis 2 402 

Whooping -cough 412 

Cholera 310 

Yellow fever 21 

Specialized Units 

In 1968, maternal and child health care was based on 1 centre, located in Noumea which 
was attended by 5185 infants under 1 year and 3402 children aged 1 to 5 years. Domiciliary 
care was given to 3341 pregnant women. Of all deliveries, 68 per cent, or 2236 deliveries 

were attended by a doctor or qualified midwife, either under institutional (2232) or 

domiciliary (4) arrangement. There was also 1 school health unit, 1 mobile dental health 
unit, 1 psychiatric out -patient clinic and 2 public health laboratories which carried out 
143 438 examinations in 1968. 

Major Public Health Problems • The most important public health problems in New Caledonia are the prevalence of leprosy 
and tuberculosis. 

National Health Planning 

A 5 -year health plan for the period 1966 -1970 has been launched. Included in its 

objectives is an increase in the hospital bed capacity of 223 beds of which 67 per cent. 

are earmarked for specialized departments, including 41 maternity beds and 56 beds for ear, 

nose and throat diseases, ophthalmology and stomatology. The plan envisages the modernization 
and extension of the hospital Gaston Bourret in Noumea. The promotion of maternal and child 
health, and school health, the development of social hygiene and the improvements of the 
curative services and treatment facilities are the general aims of the health plan. 

Government Health Expenditure 

In 1968, total general government consumption expenditure amounted to 2 802 921 177 francs 

CFA, of this amount 343 211 000 francs CFA (12.24 per cent.) were devoted to health services 
representing a coverage of about 3412 francs CFA per capita of the population. An additional 

amount of 22 520 000 francs CFA was charged to capital account for the improvement and 
development of health facilities. 
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NEW HEBRIDES 

Population and Other Statistics 

At the last census, taken in May 1967, the population of the New Hebrides was 77 988. 
Population estimates and some other vital statistics, for the period 1965 -1968, are given in 
the following tame: 

1965 1966 1967 1968 

Mean population 

Number of live births 

Number of deaths 

Number of infant deaths 

Number of deaths, 1 -4 years 

Number of maternal deaths 

74 000 

590 

72 

16 

11 

2 

76 000 

964 

136 

33 

31 

2 

77 000 

988 

130 

68 

15 

0 

78 

1 

000 

018 

112 

38 

11 

0 

Among the 112 deaths recorded in 1968, the main causes were (ICD 1965): accidents (14), 

tuberculosis, all forms (13), malaria (12), ischaemic heart disease (11), congenital anomalies 
(10), symptoms and ill- defined conditions (9), malignant neoplasms (5). 

The communicable diseases most frequently notified in out -patient establishments in 1968 
were: malaria, new cases (2103) , measles (797), influenza (335), tuberculosis of the respi- 
ratory system, new cases (66), leprosy (15). 

Organization of the Public Health Services 

Medical and public health services in the New Hebrides are provided by the Condominium 
Medical Service, the French and the British Medical Services and by Church Mission medical 
services. The Condominium Medical Service is directed by the Chief Condominium Medical 
Officer who is also the Senior Medical Officer of the French Medical Service and Superintendent 
of the French Hospital at Port -Vila. The Condominium Medical Service organizes a mobile 
rural medical service whose main tasks are tuberculosis case -finding and mass vaccination 
against tuberculosis, smallpox, tetanus, diphtheria and whooping -cough. The Condominium 
Service is also responsible for the co- ordination of the French and the British Medical 
Services, particularly with regard to statistics and to planning. It also runs 5 dispensaries 
and a psychiatric clinic. The French Medical Service operates static health services, i.e. 
hospitals, medical centres and dispensaries. It also supervizes periodically the activity 
of the dispensaries run by Catholic Missions. The French Medical Service is under the 
direction of the Chief Condominium Medical Officer. The medical officers assigned to the 

French hospitals in the New Hebrides also serve as district health officers. The British 
Medical Service is directed by the British Senior Medical Officer who is also assistant to 
the Chief Condominium Medical Officer. He is assisted by an administrative medical officer 
and a medical officer for touring and supervision of rural dispensaries. The new hospital 

opened in 1967 at Lenakel, on Tanna, was the first hospital directly administered by the 

British. The British Administration operates 3 medical centres, on the Banks Islands, 
on Pentecost Island and on Paama Island, each with an average of 6 beds for in- раtients 
including maternity cases. 

The 5 missions (Presbyterian, Melanesian, Church of Christ, Seventh Day Adventist and 

the Marist Order) conduct medical services throughout the territory. Each has a medical 

officer -in- charge, with the exception of the Marist Mission whose service is under the 

direct supervision of the district medical officers. 
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Hospital Services 

In 1967, the French Administration operated 17 hospitals with a total bed capacity of 353. 
Included in this number were 2 general hospitals with 200 beds, 2 rural hospitals with 62 beds 
and 13 medical centres with 91 beds. 

Out- patient facilities provided by the French Medical Service in 1968 included 2 hospital 
out -patient departments, 17 dispensaries operated by nurses, 3 medical aid posts which have 
in- patient facilities and which are staffed by doctors, and 2 mobile health units which operate 
from the medical -aid posts and which are staffed by 1 doctor and 1 nurse. 

Medical and Allied Personnel and Training Facilities 

health personnel; In 1968, the French Medical Service employed the following 

Doctors 9 

Medical Assistants 2 

Dentists 2 

Pharmacist 1 

Fully- qualified nurses 23 

Assistant nurses 19 

Veterinarian 1 

Sanitarian 1 

Laboratory technician 1 

Auxiliary laboratory technician 1 

Other health auxiliaries 8 

Nurses are trained since 1965 at the French School of Nursing at Port -Vila which organizes 
a 3 -year course and which produces 4 nurses a year. Training courses for nurses and dressers 
are also conducted by the Presbyterian Mission at the Paton Memorial Hospital in Port -Vila and 
by the Melanesian Mission at Colowai at the Golden Memorial Hospital. A common syllabus for 
a 3 -year programme has been in use since 1964. Other missions are training staff for their 
own services. Assistant medical officers and assistant health inspectors are being trained 
in Fiji. A small number of medical assistants are trained in Honiara, British Soloman Islands 
Protectorate. 

Communicable Disease Control and Immunization Services 

The 2 main communicable diseases affecting the health of the people in the New Hebrides 
are malaria and tuberculosis. According to statistics provided by the French Medical Service, 
malaria accounted for 171.03 per 1000 consultations at out -patient establishments, for 138.74 
per 1000 in- patient admissions and for 107.14 per 1000 medically certified deaths. Anti - 

malaria prophylaxis is applied to 75 per cent, of the school population and will be progres.w 

sively applied in pre- and post -natal consultations. It is planned to start a pre -eradication 
campaign in 1971/72. 

A tuberculosis control project was started in the New Hebrides in 1964 with WHO assistance. 
From a survey carried out between 1965 and 1967, it appears that approximately one -third 
(32.4 per cent.) of the population has been infected with tubercle bacilli. In most islands, 

over half of the population above 15 years of age were infected. The inter -island difference 

is fairly marked and the prevalence is relatively low in the eastern group of the northern 

islands. Using the population figure of 78 000, the tuberculosis mortality rate in the New 

Hebrides in 1966 was no less than 20 per 100 000. Tuberculosis control activities include 

BCG vaccination, case -finding, treatment and chemoprophylaxis. During the first phase of 

the campaign which was completed in September 1967, 67 per cent, of the total population or 
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90 per cent, of the estimated susceptible population were vaccinated with BCG. As the 
domiciliary treatment scheme did not prove satisfactory, it was decided in 1966 that all 
bacillary cases should be kept in hospital for a period of 12 months in order to ensure 
satisfactory treatment. Immunization against other diseases started in 1967 and included 
tetanus, whooping -cough, diphtheria and smallpox. The following immunization procedures 
were carried out in 1967: 

BCG 9 690 

Smallpox 8 357 

Tetanus 7 474 

Diphtheria 4 278 

Whooping -cough 3 999 

Typhoid and paratyphoid fevers 257 

Poliomyelitis 152 

Cholera 132 

Specialized Units 

According to data provided by the French Medical Service, 5 centres were engaged in 1968 
in maternal and child health care and school health services. During the year, 146 pregnant 
women, 216 infants under 1 year and 710 children aged 1 to 5 years availed themselves of these 
services. Domiciliary visits were paid to 897 pregnant women, 1302 infants and 2940 children 
aged 1 to 5. Of all deliveries in 1968, 1038 were conducted in hospitals. Of the total 

school population, 75 per cent, or 5993 children had access to the school health service. 
Dental treatment was given to 4060 patients at 1 dental health unit. Psychiatric consulta- 
tions were given at 2 psychiatric out -patient clinics which were attended by 29 new out- 
patients. One tuberculosis out -- patient clinic recorded 423 new out-patients. There were 

also 2 public health laboratories. 

Environmental Sanitation 

Of the 1120 communities with a population of 78 000 at the end of 1967, 18 with 7836 

inhabitants had a piped water-supply system serving 8.5 per cent, of the population of these 

communities, whereas 10,0 per cent, had water from public fountains. 

Major Public Health Problems 

The most important public health problems of the New Hebrides are the prevalence of 

malaria and tuberculosis, the environmental health problems existing particularly in the 2 

main urban agglomerations of Port -Vila and Luganville. Intestinal parasitoses, particularly 

ancylostomiasis represent a problem in the rural areas, especially on Mallicolo. This latter 

problem is related to the general problem of health education of the public. 

International Assistance 

In 1968, WHO's assistance to the New Hebrides included the following project: 

Tuberculosis Control (1964 -1968): to expand and improve the tuberculosis control 

service; to carry out a systematic tuberculosis and BCG vaccination campaign. 

Government Health Expenditure 

In 1968, total general consumption expenditure of the Condominium government amounted 

to 286 133 000 francs'N.H., of which 23 053 000 francs N.H. (8 per cent.) were devoted to the 

provision of health services. The per capita expenditure on these services amounted thus 

to 295 francs N.H. 
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PAPUA AND NEW GUINEA 

Population and Other Statistics 

Population estimates for the period under review are given in the following table: 

Year Population 

1965 2 149 000 

1966 2 183 000 

1967 2 257 000 

1968 2 300 000 

Of the 2864 deaths recorded in 1968 in Administration's hospitals, the main causes were 

(ICD 1955): pneumonia (507), congenital malformations, birth injuries, post -natal asphyxia and 
atelectasis, infections of the newborn, and other diseases peculiar to early infancy and immat- 
urity (399), gastritis, duodenitis, enteritis and colitis, except diarrhoea of the newborn (240), 

malignant neoplasms (136), malaria (128), non -meningococcal meningitis (119), accidents (116, 

including 9 motor vehicle accidents), tuberculosis, all forms (108). 

The communicable diseases most frequently reported in in- patient establishments in 

New Guinea during the fiscal year ending in March 1968 were: malaria, new cases (8539) tuber- 

culosis, all forms, new cases (1947), measles (1432), dysentery, all forms(1266), leprosy 
(1025), gonorrhoea (535), influenza (415), whooping -cough (325), infectious hepatitis (277), 

poliomyelitis (54), meningococcal infections (21). 

The communicable diseases most frequently reported in in- patient establishments in Papua 

during the fiscal year ending in March 1968 were: malaria, new cases (2628), tuberculosis, all 

forms, new cases (1366), dysentery, all forms (551), leprosy (460), influenza (235), measles 
(207), gonorrhoea (105), whooping -cough (41), infectious hepatitis (29), meningococcal infections 
(26), poliomyelitis (9). 

Organization of the Public Health Services 

The Department of Public Health has 9 divisions, each under the supervision of an Assistant 
Director who is responsible to the Directorate, comprising the Director of Public Health and 
the First Assistant Director. These divisions, which are sub -divided into sections, are: 

administration, medical services, community health, health education, mental health, maternal 
and child health, medical education, dental services and statistics. 

The medical services division is, generally speaking, responsible for the curative 
services - aid posts, rural health centres, clinics and hospitals, but excluding special 
hospitals. The community health division is concerned with all aspects of community health 
and includes preventive services such as quarantine enforcement, environmental health 
and sanitation, and immunization programmes. Malaria eradication, leprosy control and 

tuberculosis control also come under this division. A community health committee composed 
of section chiefs, the assistant director of maternal and child health and the chief of 

dental services, is responsible for the policy, planning and co- ordination of community 

health programmes. 

The health education division is responsible for providing health education services, 
training and research in health education. Each district is served by a health educator who 
implements programmes with the assistance of orderlies, usually aid -post orderlies who have 
been given some training in health education. 
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Apart from the treatment of mentally disturbed patients in general and specialized hos- 
pitals, the division of mental health has important functions in training, research, the pre- 
vention of mental illness and the promotion of mental health. 

The functions of the division of maternal and child health include the provision of child 
health and antenatal clinics, the development of maternity services, school health services and 
the supervision of training by the christian missions. The medical education division is 
responsible for the training of health personnel for the territory. The dental services 
division maintains a curative school service and a general dental service. 

The Territory is divided into 4 regions, i.e. New Guinea Islands, Mainland and Highlands 
(including the Southern Highlands in Papua), and Papua regions. Each of the regions is 
administered by a regional health officer who is responsible to the Director. The regions in 
turn are divided into 3 -5 districts, each under a district health officer responsible to the 
regional health officer. 

The Department of Public Health works in close co- operation with the christian missions 
operating in the Territory. These missions maintain extensive health services, including 
hospitals and aid posts staffed by medical officers or nursing personnel. 

Hospital Services 

In the 1966 fiscal year, in- patient hospital accommodation was provided in 315 establish- 
ments which had a total bed capacity of 18 929 beds - equivalent to 8.7 beds per 1000 popula- 
tion. To these beds 450 333 in- patients were admitted during the year and received 4 398 147 
days of in- patient care. The total number of 18 929 beds, of which 12 149 were in 108 
government -maintained establishments were distributed as follows: 

Category and number Number of beds 

General hospitals 9 2 751 

Rural hospitals 40 5 714 

Medical centres (without 
doctor) 230 5 581 

Tuberculosis hospitals 7 2 092 

Maternity centres 16 149 

Psychiatric centres 3 562 

Leprosaria 9 2 011 

Hospital for physiotherapy 
and rehabilitation 1 69 

There are no private hospitals in the Territory other than those operated by missions. 

Out- patient facilities were provided in 1968 at 74 hospital out -patient departments; 
31 health centres which provide a total health service including in- and out -patient services, 
disease control programmes, environmental sanitation, immunization, child health and antenatal 
clinics, school health services and health education. 

The Department of Public Health plans to establish a chain of such centres throughout the 

Territory, progressively transforming the rural hospitals into health centres. These health 
centres are intended to have a minimum staff of 1 medical officer or 1 medical assistant, 2 

infant welfare nurses and 1 assistant sanitary inspector. In addition to the rural health 
centres, the Department of Public Health is planning to establish similar centres in the prin- 
cipal towns. 
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At the lower level there are 1157 medical aid posts staffed by aid -post orderlies who 

provide out -patient services at the village level. Some of these aid posts have facilities 

for in- patients, but cannot be classified as hospitals as they are staffed by orderlies only. 

Medical and Allied Personnel and Training Facilities 

In 1967, the Trust Territory of New Guinea had 132 doctors, of whom 83 were in government 

service. The doctor population ratio for this Territory was 1 per 17 000. Other health 
personnel in New Guinea included: 

Medical assistants 451 

Dentists 10 

Dental assistants 25 

Dental laboratory technicians 2 

Pharmacists 26 

Fully- qualified midwives 309 

Assistant midwives 150 

Fully- qualified nurses 265 

Nursing aides 250 

Sanitarians 11 

Physiotherapists 6 

Laboratory technicians 11 

Auxiliary technical laboratory 
personnel 9 

Assistant health inspectors 16 

Entomologists 2 

Health educator 1 

Malaria eradication personnel 118 

Vigorous training programmes for all types of health personnel are conducted in Papua and 
New Guinea. The Department of Public Health conducts a medical course at the Papuan Medical 
College, Port Moresby, through a faculty board. The University of Papua and New Guinea and 
the Department are conducting negotiations for the establishment of a medical faculty. The 
medical course is of 5 years' duration. Following graduation students embark on a 2 -year 

compulsory resident training programme prior to registration. The 1968 output of the Medical 
College was 7 graduates, but it is hoped to increase it to 35 within 10 years. The intake was 
56 students during the academic year 1967/68. The progress in general education has resulted 
in a better preparation of the medical students, both in general and science subjects, to 

undertake the medical course. The Port Moresby Dental College conducts courses for dental 
officers (4 years' duration), dental nurses (2 years' duration) and dental technicians (1 year 
duration). The first dental students are expected to graduate in November 1969. 

There are 5 government schools of nursing in the Territory, 2 approved mission schools, and 
1 mission school of nursing which has approval to conduct 2 years of the 3 -year and 4-month 
general nursing course. During 1967/68, there were 459 students enrolled at the government 
schools and 100 nurses graduated at the end of the school year. A number of hospitals conduct 
1-year nurse -aide training programmes related directly to the needs of each hospital. A 2 -year 
course is at present conducted for aid -post orderlies. Religious missions conduct the 3 -year 

course for training maternal and child health nurses. Medical technologists and radiographers 
are given a 3 -year course in the respective departments of the Port Moresby General Hospital. 
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Health extension officers and health inspectors are trained at the paramedical training college 
in Madang and both courses take 3 years. The Malaria Institute at Kundiawa conducts a number 
of courses for personnel engaged in the campaign to eradicate malaria: squad leaders, team 
leaders, area supervisors, entomologists and pathology technicians. Teacher preparation is a 

priority programme of the Department of Public Health. 

Brain drain of health personnel is not a problem in the Territory. However, health 
workers often move into other fields: politics, private enterprises, other government depart- 
ments, etc. 

Communicable Disease Control and Immunization Services 

Of the communicable diseases in Papua and New Guinea malaria, leprosy, tuberculosis, 
gastro -enteritis and dysentery are of outstanding importance. Malaria remains the major 
health problem in the Territory. Protection is achieved through the use of DDT insecticide. 
The spraying operations are taking place systematically in the Highlands Area, the Waghi Valley, 
parts of the Sepik, the Milne Bay Area and certain districts of North Eastern Papua. Labourers 
returning to the Highlands after their period of duty on the coast are given malaria suppresives. 
Some difficulties have been encountered in obtaining all the resources necessary for full imple- 
mentation of the eradication programme. Leprosy is a major endemic disease in most parts of 

the Territory. It is estimated that there are about 13 000 leprosy cases in Papua and 
New Guinea. The over -all prevalence is 7.7 per 1000 population. The greater number of known 
cases occur in New Guinea. In the area of highest prevalence, i.e. the Eastern, Western and 
Southern Highlands districts, the prevalence of the disease is about 10 per 1000. There are 
a few isolated coastal areas where the disease appears to be hyperendemic, e.g. 53 per 1000 
in the Aitape inland and coastal area. The use of leprosy reconstructive surgery units and 
the provision of protheses and adequate footwear from the artificial limb factory at Lae are 
important aspects of the leprosy control programme. The tuberculosis control programme, which 
has produced excellent results, includes epidemiological, case -finding and prophylactic acti- 
vities. All patients found to be suffering from tuberculosis receive treatment as in- patients 
or out -patients. The mass vaccination programmes with BCG vaccine continued in the Highlands, 
and where indicated on the coast. Yaws, which was common in the Territory, is no longer a 

major public health problem and only occasional small sporadic outbreaks are reported which are 
controlled with penicillin injections. The cases of filariasis are few in number. Anti- 
malarial spraying programmes have contributed to further reduce the incidence of this disease. 
Infant diarrhoea, gastro -enteritis and dysentery continue to be Major problems. During the 
period under review there has been an increase in hospital admissions for these diseases from 
5100 to over 9000 per annum. The major effort in reducing morbidity and mortality from these 
causes lies in an intensive health education campaign coupled with improved village water Supplies. 
Trachoma occurs throughout the Territory. The incidence varies from 8.9 per cent, to 54.6 

per cent, according to a Territory -wide survey in 1954 -1955. The severity of the disease 
varies from area to area. In the past, several mass treatment campaigns have been carried out. 

Most campaigns among village populations have been discouraging but treatments among school- 

children have diminished the active cases considerably. At present ophthalmological services 

are available at 2 centres in the Territory. No cases of smallpox occurred during the period 

under review. The last major outbreak of poliomyelitis was in 1963. Since then Sabin vaccine 

has been freely available and the incidence of acute paralytic poliomyelitis has remained low. 

Approximately 60 000 doses of Sabin vaccine are issued annually. Syphilis is rare, but there 

has been a marked increase in the number of reported gonorrhoea cases. Hospital statistics 

show that during the last year over 1600 persons received treatment for gonorrhoea in Adminis- 

tration hospitals in the Territory. A unit has been established at Port Moresby to develop 
methods for improved diagnosis, treatment and contact tracing. 

The following immunization procedures were carried out in 1967 in New Guinea: 
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Tetanus 200 000 

Diphtheria 160 000 

BCG 136 022 

Whooping -cough 130 000 

Poliomyelitis 40 000 (1967 -1968) 

Smallpox 8 000 

Typhoid and paratyphoid fevers 3 000 

Cholera 1 600 

Yellow fever 40 

Chronic and Degenerative Diseases 

There has been an increase in the number of cases referred to hospitals for heart diseases. 
In co- operation with the National Heart Foundation a survey of heart disease was carried out. 
Following the recommendations of the specialist conducting the survey, a cardiac surgical team 
visited the Territory to perform operations and teach cardiac techniques to Territory surgeons. 

Specialized Units 

The Public Health Department has given great attention to the maternal and child health 
programme. This work is augmented by the religious missions which undertake a great deal of 
maternal and child health work. The child health aspects of this programme are particularly 
well developed. In 1968, maternal and child care was provided at 247 fixed units and 2157 
mobile units. During the year, 45 770 pregnant women, 45 257 children under 1 year and 
141 157 pre -school children availed themselves of these services. Of all deliveries, 17 472 
were institutional in 1968. Pregnant women are immunized with tetanus toxoid and at the 
monthly clinics immunization of newborn and pre- school children with triple antigen and BCG is 
carried out. There is only 1 unit devoted entirely to the school service. It is conducted 
by medical officers and assistants, During 1968, 114 212 schoolchildren were under the 
medical supervision of this unit. The dental health service is expanding slowly because of 
difficulties in obtaining staff, but the number of treatments given in the school dental 
service is becoming more comprehensive. Dental care was given in 41 dental health units to 

113 000 patients. In 1968, 432 new out -patients attended the psychiatric out -patient clinic. 
Family planning measures have been started on a small scale. By mid -1968, family planning • advice was being given at 25 centres, Special family planning training courses for nurses and 
other health and social welfare workers commenced in Port Moresby in early 1969. 

Major Public Health Problems 

The high incidence of tuberculosis, leprosy, pneumonia, malaria, dysentery and gastro- 
enteritis represents the major health problem in the Territory. The prevalence of tuberculosis 
is directly related to urbanization and culture changes amongst the communities concerned. 
There has been a substantial reduction in the transmission of the disease in the Territory over 
the past years, except in larger densely populated urban areas, where measures are being taken 
to reduce the spread of this disease. Leprosy is still a major endemic disease in most parts 
of the Territory, Epidemiological and BCG prophylaxis trials are carried out at Karimui. 
Malaria is the outstanding health problem in the Territory. 9.6 per cent, of the total health 
budget is devoted to the malaria eradication programme. By June 1968 it was estimated that the 
programme had given substantial protection to approximately 53 per cent, of the Territory's 
population. Pneumonia is the most common cause of death in the Territory. Health education 
programmes and the introduction of safe water supplies are aimed at the amelioration of the 
dysentery and gastro -enteritis problem. Malnutrition is a problem which is still not fully 
recognized in all parts of the Territory. Many children, especially in the 1 -5 year age -group 
are suffering from under -nutrition, Kwashiorkor is declining, particularly in areas where 
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maternal and child health patrols are frequent, but marasmus is still apparent. Rapid urbani- 
zation is creating many more problems in relation to the nutritional status of the whole 
community. 

Social and Economic Developments of Significance for the Health Situation 
during the Period 1965 -1968 

During the period under review, some important political, social and economic developments 
have taken place, including the advancement of internal self -government and the proclamation of 

the Territory's first development programme. The 1968 election of the members of the House of 

Assembly., the second in the Territory's history, is regarded as a further step towards self - 
government. In 1968, an elected Member of the House of Assembly was appointed as Ministerial 
Member for Public Health. The Ministerial Member represents the Department in the House of 
Assembly and on the Administrator's Executive Council, and is also responsible, together with 
the Director of Public Health, for policy on health matters in the Territory. 

In the field of public health the emphasis has been shifted from the development of 

curative services in both rural and urban areas to the expansion of preventive medicine and 
medical training. Particular attention has зеn given to health education programmes designed 
to increase the awareness and responsibility of the whole population regarding all aspects of 
health. Expenditure on the community health programme increased from $ 2 243 400 in 1964/65 
to $ 3 463 430 in 1967/68. 

In recent years there has been a continued migration from villages to the towns. The 

rapid urbanization has brought with it increasing problems of environmental health and sani- 
tation, and the spread of disease, particularly tuberculosis and venereal disease. This 

steady drift from villages to towns has resulted in a general lowering of health standards in 
densely populated urban centres. 

In December 1967, a system of charges was introduced to the public wards of the hospitals 
in the Territory, with a view to meeting the growing costs of health and as a step towards the 
development of community participation in the provision of health services. This policy is 

also being implemented through the efforts of local government councils. Over the last years, 

council participation in the running of aid posts and health centres, the financing of health 
establishments and the provision of safe water supplies and other village health amenities, has 

considerably increased. 

National Health Planning 

In 1968, the Territory's first official development programme for the period 1968/69- 

1972/73 was launched. This programme aims primarily at the expansion of production, with the 

maximum participation of the indigenous population. In the public sector, great emphasis is 

placed on the development of transport, power and secondary education, followed by agriculture. 

The objectives of the health programme are: to prevent disease or minimize its spread 

through immunization, improved water supplies, better nutrition and health education; to 

eradicate endemic diseases such as malaria, tuberculosis and leprosy; to reduce infant mortality 

and improve the standard of child and maternal health and welfare; to provide improved curative 

medical services and to develop health services in general. The proposed health programme.. 

gives special emphasis to preventive medicine, medical training and community health education. 

At the same time, the programme is designed to maintain a reasonable standard of general medical 

services. The community health programme is considered as the principal vehicle for preventive 

medicine and health education, and the priority given to these activities is reflected in that 

prógrаmmе. 
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Medical and Public Health Research 

Research programmes have been carried out in the Territory both by the Department of Public 
Health and by overseas organizations in collaboration with the Department of Public Health. 
Research activities were related to BCG prophylaxis, to the study of the evolution of leprosy 
in an isolated untreated community, to the basic epidemiology of filariasis, the incidence of 
pneumonia, to investigations of the height and growth rates of inhabitants of the Madang 
District, to the study of anaemia with enlarged spleen. The study of Kuru was continued, with 

valuable contributions made by United States scientists, who succeeded in transferring the 
disease to chimpanzees. Laboratory investigations by the United States Public Health Service 

are underway to isolate and study virus cultured from Kuru patients. An International Bio- 
logical Programme supported by the Australian Academy of Science and the Royal Society of 

England was commenced. In 1968, the Institute of Human Biology was established by ordinance, 
and assumed the functions of the Medical Research Division of the Department of Public Health. 
The Institute also took over the duties of the Medical Research Advisory Council, which had 
previously been responsible for research within the Territory. 

International Assistance 

The assistance provided by WHO in 1968 to Papua and New Guinea included the following 
projects: 

Health Education Advisory Services (1968): a consultant assisted the Government to review 

and to advise on developments in health education, training and services and school health 

education. 

Fellowships (1968) in various health fields. 
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PORTUGUESE TIMOR 

Population and Other Statistics 

At the last census, taken in December 1960, the population of Portuguese Timor was 
517 079. Population estimates and some other vital statistics, for the period 1965 -1968, 
are given in the following table: 

1965 1966 1967 1968 

Mean population 552 700 560 700 571 700 574 000 

Number of live births 10 528 10 717 10 999 12 593 

Birth -rate (per 1000 

population) 19.0 19.1 19.2 21.9 

Number of deaths 5 493 7 035 6 126 6 249 

Death -rate (per 1000 
population) 9.9 12.5 10.7 10.9 

Natural increase (per cent.) 0.91 0.66 0.85 1.10 

Number of infant deaths - 419 326 - 

Infant mortality rate (per 

1000 live births) - 39.1 29.6 

The communicable diseases most frequently reported in 1967 in in- and out -patient 
establishments were: malaria, all cases (74 183), gonorrhoea (1576), measles (736), 

influenza (682), amoebic dysentery (502), tuberculosis of the respiratory system, new cases 
(346), trachoma (273), leprosy (204), trypanosomiasis (129), syphilis, new cases (112), 

bacillary dysentery (32), poliomyelitis (30), whooping -cough (10), typhoid fever (7), 

meningococcal infections (3). 

Hospital Services 

In 1966, Portuguese Timor had 22 hospitals with a total bed complement of 824 (equiva- 
lent to 1.5 beds per 1000 inhabitants). These beds to which 5515 patients were admitted 
during the year, were distributed as follows: 

Category and number Number of beds 

General hospitals 2 346 

Rural hospitals 8 404 

Maternity hospitals 12 74 

Out- patient facilities were available in 1968 at 19 hospital out -patient departments, at 

the health centre in Dili and at 47 rural health posts. There was also 1 mobile team for 

the control of endemic diseases which was equipped with a laboratory. 

Medical and Allied Personnel and Training Facilities 

In 1967, Portuguese Timor had 26 doctors of whom 1 was in government service. The 

doctor population ratio was 1 per 22 000. Other health personnel included: 
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Dentist 1 

Dental assistant 1 

Pharmacists 2 

Pharmaceutical assistants 3 

Fully- qualified midwives 2 

Assistant midwives 12 

Fully- qualified nurses 20 

Assistant nurses 70 

Laboratory technicians 4 

Auxiliary laboratory 
technicians 6 

X -ray technician 1 

Veterinary assistants 33 

The general hospital in Dili offers training facilities for nurses and auxiliary nurses. 
The training course for nurses lasts 3 years and is followed by 1 -year in- service training, 
and the course for auxiliary nurses lasts 2 years followed by 6 months in- service training. 
In 1967/1968 the number of nursing students was 10 and of auxiliary nursing students 31. 
Training facilities also exist for laboratory technicians and for pharmaceutical assistants 
(a 3 -year course followed by 6 months in- service training). 

Immunization Services 

The following immunization procedures were carried out in 1967: 

Smallpox 153 751 

Poliomyelitis 3 442 

Whooping -cough 2 126 

Tetanus 1 400 

Diphtheria 1 320 

Cholera 489 

Typhoid and paratyphoid fever 126 

Specialized Units 

In 1968, the maternal and child health services were based on 2 regional centres, 5 

centres attached to health posts and 7 clinics attached to hospitals. They were attended 
by 15 158 children under 1 year of age and 40 325 children aged 1 to 5 years. In 1968, of 

all deliveries, 1713 were institutional. The school health service unit was attended by 

21 705 schoolchildren representing 87 per cent, of the total school population which had 
access to the school health services. Dental care was provided in 1 unit attached to a 

health centre. It was attended by 3275 patients. The general hospital in Dili has a 

medical rehabilitation out -patient department. The central hospital had a clinical labora- 

tory. 
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WALLIS AND FUTUNA 

Population and Other Statistics 

Population estimates and some other vital statistics for the period 1965 -1968, are 
given in the following table: 

1965 1966 1967 1968 

Mean population 8 510 8 711 8 865 9 000 

Number of live births 329 313 360 349 

Birth -rate (per 1000 
population) 38.7 35.9 40.6 38.8 

Number of deaths 69 102 74 66 

Death -rate (per 1000 

population) 8.1 11.7 8.3 7.3 

Natural increase (per cent.) 3.06 2.42 3.23 3.15 

Number of infant deaths 26 27 23 15 

Infant mortality rate 
(per 1000 live births) 79.0 86.3 63.9 43.0 

Number of deaths 1 -4 years 4 11 7 5 

Death -rate, 1 -4 years 

(per 1000 population at risk) 4.0 10.0 8.0 5.0 

Number of maternal deaths 0 1 0 0 

Maternal mortality rate 
(per 1000 live births) 0.0 3.0 0.0 0.0 

Of the 66 deaths recorded in 1968, the main causes were (ICD 1955): accidents (17), 

senility without mention of psychosis, ill- defined and unknown causes (16), vascular 
lesions affecting the central nervous system (4), birth injuries, post -natal asphyxia and 
atelectasis (4), tuberculosis (3), bronchitis (3). 

The communicable diseases most frequently notified in 1968 were: measles (369), 

influenza (60), tuberculosis of the respiratory system, new cases (14), typhoid and para- 
typhoid fevers (6), amoebic dysentery (3), leprosy, new cases (1), malaria, new cases (1). 

Organization of the Public Health Services 

The health service which is part of the territorial administration is organized in a 

directorate, a medical care service and a case -finding service. There is no private 
practice on Wallis and Futuna. 

Hospital Services 

In 1967, Wallis and Futuna had 5 hospitals providing 162 beds to which 1745 patients 

were admitted during the year. The bed population ratio was 18,3 per 1000. These beds 

were distributed as follows: 
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Category and number Number of beds 

General hospital 1 40 

Rural hospital 1 32 

Medical centres 

(without doctor) 3 90 

Ambulatory medical care was available in 1968 at the hospital out -patients departments, 
at 3 dispensaries and 1 mobile health unit. These establishments were attended by 8686 

out -patients. 

Medical and Allied Personnel and Training Facilities 

In 1968, Wallis and Futuna had 3 doctors who were in government service. The doctor/ 

population ratio was 1 per 3000. Other health personnel included: 

Medical assistants 3 

Fully- qualified midwife 1 

Assistant midwives 5 

Assistant nurses 13 

Auxiliary laboratory technician 1 

Health educator 1 

Other health auxiliaries 5 

Communicable Disease Control and Immunization Services 

The major endemic diseases occurring in the territory are tuberculosis, filariasis 
and intestinal parasitoses, particularly ancylostomiasis. Control measures against 
tuberculosis include mass detection, BCG vaccination given to new born children and to 
schoolchildren, ambulatory treatment of tuberculosis patients. A systematic control is 
carried out. Filariasis bancrofti is transmitted by aedes mosquitos. The patients 
suffering from this disease are recorded in a central register. They are treated with 
notezine. It is planned to undertake a deinsectization campaign. The intestinal parasi- 
toses are mainly caused by an inadequate environmental hygiene. This problem is not yet 
solved, although much is being done in the field of health education in the villages. 

The following immunization procedures were carried out in 1967: 

Diphtheria, tetanus and poliomyelitis 995 

Smallpox 737 

Poliomyelitis 495 

BCG 344 

Typhoid and paratyphoid fevers 33 

Cholera 2 

Specialized Units 

Maternal and child care and school health services are provided by the mobile health 

unit. During 1968, domiciliary care was given to 346 pregnant women and 202 infants under 

1 year and 1053 children aged between 1 and 5 years were under medical supervision. All 
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deliveries took place in hospital. The total school population, namely 1222 children, had 

access to the school health services. Dental treatment was given to 110 patients. 

Environmental Sanitation 

In 1967, of the 36 communities which all had a population of less than 2000 inhabitants, 
9 communities with altogether 620 inhabitants had a water -supply system which served 7 per 
cent, of the population, whereas 90 per cent, had water from public fountains. None of the 
communities had a sewerage system. 

Major Public Health Problems 

Among the many important health problems in a variety of fields, the following are 
to be mentioned: improvement of hospital centres and technical equipment; training and 
recruitment of nurses; .eradication of the aedes mosquito; environmental sanitation, 
including improvement of housing conditions, sewerage systems and excreta disposal. 

Government Health Expenditure 

In 1968, total general government consumption expenditure amounted to 36 230 400 CFP 
francs of which 6 982 000 CEP francs (19.5 per cent.) were devoted to health services. The 

per capita expenditure on health was thus 775 CFP francs. In addition, 1 436 000 CFP 

francs were charged to capital account for the improvement and development of health 
facilities. 



WORLD HEALTH ORGANIZATION А23/Р&В/4 Part I I Add .1 

ORGANISATION MONDIALE DE LA SANTÉ 

TWENTY -THIRD WORLD HEALTH ASSEMBLY 

Provisional agenda item 2.12 

FOURTH REPORT ON THE WORLD HEALTH SITUATION 
(PART II) 

ADDENDUM • 

23 April 1970 

lNDEY. cJ 

In continuation of А23 /Р &В/4 Part II dated 6 April 1970 an addendum containing a further 
8 individual reviews by country and territory is submitted. 

• 



• 

• 

WORLD HEALTH ORGANIZATION 

4, 
> * 

ORGANISATION MONDIALE DE LA SANTÉ 

РНА/70.1а Add.1 

FOURTH REPORT ON THE WORLD HEALTH SITUATION 

1965 -1968 

Part II 

ADDENDUM 

REVIEW BY COUNTRY AND TERRITORY 

Geneva 
1970 



• 
This document contains the reports submitted by governments 

in response to the request of the World Health Assembly in 
resolution WHA19.52. 

Since the Report covers the period 1965 -1968, it does not 
reflect changes in the political status of the countries and 

territories that have taken place since the end of that period. 

The designations employed and the presentation of material in 
this document do not imply the expression of any opinion on the 

part of the Director -General concerning the legal status of any 

country, territory or area or of its authorities, or concerning 
the delimitation of its frontiers. 



• 

• 

REVIEW BY COUNTRY AND TERRITORY 

African Region 

Upper Volta 

CONTENTs 

Page 

1/4 

Region of the Americas 

Ecuador 5/8 

Dominica 910 

Surinam 1113 

European Region 

Denmark 14/19 

Greece 2023 

Eastern Mediterranean Region 

Saudi Arabia 24/26 

Western Pacific Region 

Western 4Samoa 27/29 



• 

AFRICAN REGION 

• 



- 1- 

UPPER VOLTA 

Population and Other Statistics 

Based on results of sample surveys carried out between November 1960 and April 1961 the 
estimated population of Upper Volta was 4 300 000. Population estimates for the period 
1965 -1968 are given below: 

Year Population 

1965 4 858 000 

1966 4 955 000 

1967 5 054 000 

1968 5 175 000 

The birth -rate in 1967 was estimated to be 49.1 per 1000 population, the death -rate 30.5 
per 1000 and the infant mortality rate 174 per 1000 live births. The annual natural increase 
is approximately 2 per cent. 

The communicable diseases most frequently recorded in in- and out -patient establishments 
in 1967 were: trachoma (44 594), measles (13 643), gonorrhoea (3250), bacillary dysentery 
(3204), meningococcal infections (1010), smallpox (118), typhoid fever (79), poliomyelitis (63), 
paratyphoid fever (34). There were also 6093 cases of leprosy, 4031 cases of syphilis, 316 
new cases of tuberculosis, all forms, and 197 cases of trypanosomiasis. 

Organization of the Public Health Services 

The Ministry of Public Health and Social Affairs has been reorganized in 1967. It 

comprises the Cabinet of the Minister and four directorates: urban health, rural health, 
social affairs and national pharmacy. The Minister of Public Health and Social Affairs is 

assisted by a national technical adviser and by a technical adviser of the French Mission for 

Assistance and Co- operation. In addition to the technical, administrative and financial 
sections, the Cabinet of the Minister also comprises an advisory commission for studies and 

planning which is in charge of studying the national health and welfare problems, the resources 
available and the manpower situation, of formulating a national health and welfare policy as 
part of the over -all national development. 

The directorate of urban health is responsible for all health services of the 2 main... 
towns, Ouagadougou and Bobo -Dioulasso. The directorate of rural health is responsible for 
the health services in the remaining parts of the country and for the development of control 
programmes against the major endemic diseases. The directorate of social affairs is in 

charge of all social and medico -social services. The country is divided into 11 rural health 
sectors each of which is in charge of a medical officer. 

Hospital Services 

In 1967, Upper Volta had 41 hospitals with a total bed complement of 2144 which is 

equivalent to 0.4 beds per 1000 population. These beds were distributed as follows: 
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. Category and number Number of beds 

General hospitals 2 1 100 

Rural hospital 1 157 

Medical centres (without doctor) 36 803 

Maternity hospitals 2 84 

Out-patient facilities were available in 1968 at the 3 hospital out -patient departments; 
at 12 medical centres of which 7 were staffed by doctors and 5 by male nurses and which have 
a small bed complement of 25 -50 beds; at 273 dispensaries, which are staffed by nurses and 
which have altogether 305 beds; at 20 mobile case -finding teams and 4 vaccination teams. 

Medical and Allied Personnel and Training Facilities 

In 1967, Upper Volta had 68 doctors who were in government service. The doctor population • 
ratio was thus 1 per 74 000 inhabitants. Other health personnel included: 

Medical assistant 1 

Dentists 3 

Pharmacists 10 

Fully- qualified midwives 40 

Fully- qualified nurses 109 

Assistant nurses 1 181 

Veterinarians 19 

Sanitary engineer 1 

Assistant veterinarians 29 

Auxiliary sanitarians 14 

Auxiliary laboratory technicians 24 

Biochemists 2 

There is no medical school in Upper Volta and doctors, dentists and pharmacists are 
trained at the French faculties or at Abidjan or Dakar. At the beginning of 1968 there were 
33 medical students, 8 pharmaceutical students and 5 dental students at these various facul- 
ties. A national school for state diploma nursing and midwifery was opened in Ouagadougou 
in 1968. It affords a 3 -year training course. Previously, nurses and midwives have been 
trained in Abidjan. At the beginning of 1968 there were 40 nursing students preparing for 
the state diploma, 122 other nurse trainees and 17 midwifery students. 

Communicable Disease Control and Immunization Services 

Although malaria represents the most important cause of disease no eradication campaign 

has yet been undertaken. Measles is a very common cause of infant mortality, causing some 

25 000 deaths annually. A mass vaccination campaign has been undertaken with the assistance 

of United States Agency for International Development and WHO. Onchocerciasis is a very 
widespread disease with about 300 000 patients of whom 30 000 are blind. A control campaign 

has been launched which mainly consists of attacking the breeding sites of the vector with 

insecticides. It is estimated that there are about 2 million bilharziasis cases in Upper 

Volta. A pilot eradication project is planned for 1970. The total number of trachoma 



• 

- 3 - 

cases in the whole country is estimated at 700 000. Leprosy is widespread in the country with 
approximately 140 000 cases of whom 25 000 are invalids. The control campaign which has been 
undertaken continues to show very good results. The activities of the tuberculosis control 
programme are mainly concentrated on BCG vaccination. The tuberculosis incidence is estimated 
at 4000 new cases each year. The control programmes of trypanosomiasis and smallpox continue 
to show excellent results. 

The following immunization procedures have been carried out in 

Smallpox 2 046 

Measles 339 

Yellow fever 218 

BCG 29 

Cholera 

Tetanus 

Diphtheria, tetanus, typhoid 
and paratyphoid fevers 

1967: 

275 

161 

160 

748 

178 

63 

46 

Specialized Units 

In 1967, maternal and child health services were provided at 3 pre -natal services, 3 child 
health centres and 125 maternities attached to the hospitals and to the rural health establish- 
ments. During the year, nearly 380 000 attendances by pregnant women and 340 000 attendances 
by children up to 4 years of age were recorded. School health services were provided at 2 

school health units which supervised the health of 13.2 per cent, of the total school popula- 
tion. Dental care was available at 2 dental health units attached to the hospitals in 
Ouagadougou and Bobo -Dioulasso. Psychiatric consultations were also given at these 2 hospitals. 
Other specialized units included 2 tuberculosis dispensaries and 4 rural tuberculosis centres, 
13 centres for leprosy and trypanosomiasis, 128 mobile leprosy teams and 4 ophthalmologic 
dispensaries. 

Environmental Sanitation 

Of the /7069 communities with a total of 5 054 000 inhabitants, 7 communities with 26 700 
inhabitants had water -supply systems serving 5.2 per cent. of the country's population. 

Major Public Health Problems 

The most important public health problems in Upper Volta are the high incidence of malaria, 
measles, onchocerciasis, schistosomiasis, trachoma, leprosy, tuberculosis, trypanosomiasis 
and smallpox. 

National Health Planning 

A 4 -year development ( "Plan Cadre ") for the period 1967 -1970 was launched in 1967. 
The following health priorities have been included in this plan: control of communicable 
diseases, development and extension of the activities related to health education, nutrition, 
environmental health and development of the maternal and child health programme. 

International Assistance 

In 1968, WHO's assistance to Upper Volta included the following projects: 

Smallpox Eradication (1967- 1972): to carry out a smallpox eradication programme. 
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Nursing Education (1968- 1969): to revise programmes for the preparation of nurses and 
midwives and to develop practical training facilities in hospitals, maternity units and health 
centres. 

Development of Basic Health Services (1968- 1972): to develop the health services, with 
emphasis on maternal and child health, environmental sanitation and staff training, and to 
extend integrated health services to rural areas by establishing a demonstration and operational 
research area. 

Water Supply and Sewerage, Bobo -Dioulasso and Ouagadougou (1967- 1968): WHO provided 
consultants to study the water supply and sewerage problems of Bobo -Dioulasso and Ouagadougou 
and to assist in the preparation of a request for assistance to the United Nations Development 
Programme (Special Fund Component). 

Fellowships (1968): in dental surgery. 

Government Health Expenditure 

In 1967, the total general government expenditure amounted to CFA francs 8 069 118 000 

of which CFA francs 909 959 000 were devoted to health services and CFA francs 889 667 000 

spent directly by the Ministry of Public Health and Social Affairs. 

• 

• 
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ECUADOR 

Population and Other Statistics 

At the last census, taken in November 1962, the population of Ecuador was 4 476 007. 
Population estimates and some other vital statistics, for the period 1965 -1967, are given in 

the following table: 

1965 1966 1967 

Mean population 5 150 300 5 325 900 5 507 500 

Number of live births 226 436 220 930 222 508 

Birth -rate (per 1000 

population) 
44.0 41,5 40.4 

Number of deaths 60 202 59 618 58 317 

Death -rate (per 1000 

population) 
11.7 11.2 10.6 

Natural increase (per cent.) 3.23 3.03 2.98 

Number of infant deaths 21 056 19 977 19 425 

Infant mortality rate 
(per 1000 live births) 

93.0 90.4 87. 3 

Number of deaths, 1 -4 years 13 411 12 471 12 203 

Death -rate, 1 -4 years (per 
17.0 15.1 14.4 

1000 population at risk) 

Number of maternal deaths 583 - - 

Maternal mortality rate 
(per 1000 live births) 

2. 6 - - 

The communicable diseases most frequently notified in 1968 were: malaria, new cases 
(37 475), tuberculosis of the respiratory system, new cases (4560), typhoid and paratyphoid 
fevers (2489), syphilis, new cases (1014), gonorrhoea (958), leprosy (200), diphtheria (159), 

louse -borne typhus (82), poliomyelitis (52), plague (24), rabies in man (20). 

Of the 58 317 deaths recorded in 1967, the main causes were (ICD 1955): senility without 
mention of psychosis, ill- defined and unknown causes (13 236), gastritis, duodenitis, enteritis 

and colitis, except diarrhoea of the newborn (5232), bronchitis (5244), congenital malforma- 

tions, birth injuries, post -natal asphyxia and atelectasís, infections of the newborn and 

other diseases peculiar to early infancy and immaturity (4474), whooping -cough (3198), pneumonia 
(2878), malignant neoplasms (1901), chronic rheumatic heart disease, arteriosclerotic and 
degenerative heart disease and other diseases of the heart (1547), accidents (1476, including 
537 motor vehicle accidents), measles (1460), tetanus (1413), anaemia (1301). 

Hospital Services 

In 1967, Ecuador had 172 hospitals with a bed complement of 12 162. The bed population 

ratio was 2.2 per 1000. These beds, to which 212 404 patients were admitted in 1967, were 

distributed as follows: 
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Category and number Number of beds 

General hospitals 75 6 915 

Medical centres 70 1 017 

Tuberculosis hospitals 10 1 349 

Maternity hospitals 4 512 

Paediatric hospitals 6 671 

Psychiatric hospitals 3 1 440 

Cancer hospital 1 47 

Leprosaria 3 211 

Out-patient facilities were available in 1968 in 103 hospital out -patient departments, 
1 polyclinic, 47 health centres, 316 dispensaries and 25 medical aid posts. 

Medical and Allied Personnel and Training Facilities 

In 1965, Ecuador had 1698 doctors, or 1 doctor for 3030 inhabitants. Other health 
personnel included: 

Dentists 518 (1964) 

Fully- qualified nurses 364 

Assistant and auxiliary nurses 1 849 

Veterinarians 180 (1964) 

There are 3 medical schools in Ecuador, at Quito, Guayaquil and Cuenca. The duration 
of medical studies is 7 years. In 1967 -1968, there were 1790 medical students and 279 
graduates. There are also 3 schools of dentistry, which had 438 students and 71 graduates 
in 1967 -1968, 3 schools of pharmacy, with 352 students and 27 graduates, 2 schools for 

veterinary medicine, with 346 students and 30 graduates, and 5 schools for nursing training 
with 243 students and 36 graduates. Midwives receive basic training in 3 schools which 
provide a 5 -year course. This course was attended by 36 students in 1967-1968 of whom 21 
graduated. There is also 1 school for the training of physiotherapists. 

Communicable Disease Control and Immunization Services 

During 1966 and 1967, spraying operations in the malarious zones have been interrupted, 
resulting in an increase of the malaria incidence in the regions which had been in the attack 
phase. The eradication campaign was resumed in 1968. As the mortality due to tuberculosis 
was very high in Ecuador, a BCG vaccination campaign for all persons under 15 years of age was 
initiated. In 1967 there was a serious poliomyelitis outbreak with 647 cases which occurred 
mainly in the coastal area. Intensive vaccination activities were initiated and continued 
in 1968. An increasing incidence of venereal diseases has been noted during the period under 
review. 

The following immunization procedures were carried out in 1968: 

Smallpox 

Poliomyelitis 

BCG 

1 113 741 

785 526 

321 842 
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Whooping cough 186 938 

Diphtheria 176 745 

Tetanus 135 181 

Typhoid and paratyphoid fevers 27 070 

Specialized Units 

In 1968 there were 43 maternal and child welfare centres which were attended by 45 689 
pregnant women, 30 171 infants under 1 year and 41 377 children aged between 1 and 5 years. 

Domiciliary care was given to 4428 pregnant women, 12 605 infants under 1 year and 30 062 

children aged 1 -5 years. These 43 centres also provided school health services. Dental 

care was given to 124 605 patients. 

Environmental Sanitation 

Of Ecuador's total population in 1968, 1 914 000 inhabitants were living in 65 communities 

which had piped water systems. It was estimated that 20.3 per cent, of the country's popula- 

tion were served with piped water and 13 per cent, had water from public fountains, Sewerage 
systems existed in 45 communities with 1 140 000 inhabitants and 14 per cent, of the population 
were living in houses connected to sewers. 

Major Public Health Problems 

The most important health problems of Ecuador are in order of importance: the limited 
health coverage of the population, mainly restricted to the provincial capitals, the weakness 
of the campaigns against communicable diseases and of the environmental health policy, the 
limited efficiency of the health services to meet the needs. 

Social and Economic Developments of Significance for the Health Situation during the Period 
1965 -1968 

The period under review has been characterized by an increase in the per capita income 
and a favourable balance of trade. Considerable efforts have been made in the field of 

education at all levels. 

National Health Planning 

Ecuador has no comprehensive national health plan, but several programmes, particularly 
in the field of modernization and development of hospitals, have been incorporated into the 
economic development plan of 1963. 

International Assistance 

In 1968, WHO/PAHO's assistance to Ecuador included the following projects: 

Communicable Disease Control (1968- ); to develop, through the health services, 
programmes to ensure the control of communicable diseases. 

Malaria Eradication Programme (1956- ): to eradicate malaria from the country. 

Smallpox Eradication (1967- 1972): to keep the country free from smallpox by maintaining 
the necessary level of protection of the population. 

Plague Control (1965- ); to develop an effective plague control programme in the 
endemic areas. 
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Environmental Sanitation (1968- ); to improve environmental sanitation throughout the 

country. 

Water Supplies (1961- ): to expand the Quito water supply system and plan for the 

construction of water supply systems for other cities. 

Health services (1953 -1970); to develop integrated public health services and plan for 

the construction of water -supply systems for other cities. 

Fellowships (1968): in various health fields. 

Rural Medical Services (1956- ); to promote the economic, social and health develop- 
ment of the rural populations of the Andean Highlands. 

National Institute of Health (1952- ): to promote the development of various sections 
of the National Institute of Health. 

Endemic Goitre Prevention (1966- ); to evaluate the effectiveness of iodized oil, 
injected intramuscularly, in the prevention of endemic goitre in rural areas. 

Nutrition, Portoviejo (1966- 1968): advisory services were provided by a WHO nutritionist. 

Medical Education (1968- ); to improve the teaching programmes of the medical schools 
of Quito, Guayaquil and Cuenca and to introduce concepts of social and preventive medicine 
into the curricula. 

Nursing Education (1957 -1970): to strengthen the teaching in the schools of nursing and 
to expand in- service training for nurses and nursing auxiliaries. 

Sanitary Engineering Education (1964- 1970): to improve the quality of training in 
sanitary engineering in regular engineering courses. 

Dental Education (1967-1970): to strengthen the curricula of the Schools of Dentistry 
at the Central University of Ecuador, Quito, and at the University of Guayaquil. 

• 

• 
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DOMINICA 

Population and Other Statistics 

At the last census, taken in April 1960, the population of Dominica was 59 916. 
Population estimates and some other vital statistics, for the period 1965 -1968, are given in 

the following table: 

1965 1966 1967 1968 

Mean population 66 020 67 606 69 332 71 110 

Number of live births 2 819 2 704 2 664 2 625 

Birth -rate (per 1000 
population) 

42.7 40.0 38.4 36.9 

Number of deaths 587. 552 528 573 

Death -rate (per 1000 
population) 

8.9 8.2 7.6 8.1 

Natural increase 3.38 3.18 3.08 2.88 

Number of infant deaths 151 121 106 144 

Infant mortality rate 
(per 1000 live births) 

53.6 44.7 39.8 54.85 

Number of deaths, 1 -4 years - 60 - - 

Of the 573 deaths recorded in 1968, the main causes were (ICD 1955): senility without 
mention of psychosis, ill- defined and unknown causes (84), arteriosclerotic and degenerative 
heart disease and other diseases of the heart (69), malignant neoplasms (60), gastritis, 
duodenitis, enteritis and colitis, except diarrhoea of the newborn (58), congenital malforma- 
tions, birth injuries, post-natal asphyxia and atelectasis, infections of the newborn and other 
diseases peculiar to early infancy and immaturity (52), vascular lesions affecting the central 
nervous system (45), pneumonia (34). 

The communicable diseases most frequently notified in 1968 were: influenza (1113), 
gonorrhoea (97), typhoid and paratyphoid fevers (86), yaws, new cases (86), tuberculosis, all 

forms, new cases (67), amoebic dysentery (53), syphilis, new cases (25), meningococcal infec- 
tions (10). 

Hospital Services 

In 1967, Dominica had 7 hospitals with a total bed complement of 299. The bed population 
ratio was thus 4.3 per 1000. These beds were distributed as follows: 
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Category and number Number of beds 

General hospital 1 181 

Rural hospitals 3 40 

Tuberculosis hospital 1 42 

Psychiatric hospital 1 30 

Leprosy clinic 1 6 

Out- patient facilities were available in 1968 at 4 hospital out -patient departments, 

which are in the charge of nurses; at 3 health centres in which ante -natal and child welfare 
clinics are held; at 35 dispensaries at which a doctor and a nurse are in attendance. 

Medical and Allied Personnel and Training Facilities 

In 1967, Dominica had 16 doctors, or 1 doctor•per 4330 inhabitants. Other health 
personnel included: 

Dentists 2 

Fully- qualified midwives 34 

Assistant nurses 13 

Nurses with midwifery qualifications 52 

Ward assistants 30 

Veterinarian 1 

Sanitarians 8 

Laboratory technicians 3 

X -ray technicians 2 

Dominica has 1 school for nursing training which affords a 3 -year course and which 
recorded 50 students and 9 graduates in 1967 -1968. Auxiliary nurses are given an 18- months 
training, and midwives a 1 -year training. 

Immunization Services 

The following immunization procedures were carried out in 1967: 

Poliomyelitis 

Smallpox 

Specialized Units 

4 000 

2 412 

In 1968, maternal and child health services were provided at 7 centres which were 
attended by 4784 pregnant women, 2337 children under 1 year of age and 1950 children aged 
1 -5 years. Domiciliary care was given to 3865 pregnant women, and 2416 children. In 1968-, 

of the 2625 births, 1083 were institutional and 1133 were concluded under domiciliary arrange- 
ment by a doctor or qualified midwife. Other specialized units included 2 dental health 
units, 1 psychiatric clinic and 1 public health laboratory. 

Government Health Expenditure 

In 1968, total general government consumption expenditure amounted to EC$ 10 053 484 of 

which EC$ 1 253 596 were devoted to the provision of health services. The per capita 
expenditure on these services was thus EC$ 18. 



SURINAM 

Population and Other Statistics 

At the last census, taken in March 1964, the population of Surinam was 324 211. Population 
estimates and some other vital statistics, for the period 1965 -1968, are given in the following 
table: 

1965 1966 1967 1968 

Mean population 338 000 350 000 363 000 375 000 

Number of live births 12 925 - - - 

Birth -rate (per 1000 
382 - - - 

population) 
. 

Number of deaths 2 378 2 274 2 474 - 

Death-rate (per 1000 

population) 
7.0 6.5 6.8 - 

Natural increase (per cent.) 3.12 - - - 

Number of infant deaths 446 393 437 - 

Infant mortality rate 
(per 1000 live births) 

34.51 - - - 

Number of deaths, 1 -4 years 188 165 - - 

Death-rate, 1 -4 years (per 
1.96 1.88 - - 

1000 population at risk) 

Number of maternal deaths 14 13 10 - 

Maternal mortality rate 
(per 1000 live births) 

1.08 - - - 

Of the 2474 deaths recorded in 1967, the main causes were (ICD 1955): chronic rheumatic 
heart disease, arteriosclerotic and degenerative heart disease and other diseases of the heart 

(226), congenital malformations, birth injuries, post -natal asphyxia and atelectasis, infec- 
tions of the new -born and other diseases peculiar to early infancy and immaturity (200), 
senility without mention of psychosis, ill- defined and unknown causes (156), vascular lesions 
affecting the central nervous system (132), malignant neoplasms (131), accidents (107, including 
48 motor vehicle accidents), pneumonia (93), gastritis, duodenitis, enteritis and colitis, 
except diarrhoea of the new -born (72), bronchitis (51), nephritis and nephrosis (50). 

The communicable diseases most frequently notified in 1968 were: malaria, new cases 
(1556), leprosy (237), tuberculosis, all forms, new cases (113), typhoid fever (28), amoebic 
dysentery (12), diphtheria (5), paratyphoid fever (3), poliomyelitis (2), yellow fever (1). 

Hospital Services 

In 1966, Surinam had 16 hospitals providing 1865 beds, which was equivalent to 5.3 beds 

per 1000 population. These beds were distributed as follows: 
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Category and number Number of beds 

General hospitals 6 1 065 

Rural hospitals 8 225 

Psychiatric hospital 1 375 

Leprosarium 1 200 

Out- patient facilities were available in 1968 at the hospital out -patient departments, 
38 polyclinics, 5 health centres and 29 dispensaries. In addition there were a number of 
medical aid posts and mobile health units. 

Medical and Allied Personnel and Training Facilities 

In 1966, Surinam had 155 doctors, or 1 doctor per 2260 inhabitants. Other health 
personnel included: 

Dentists 21 

Pharmacists 13 

Fully- qualified midwives 67 

Fully- qualified nurses 355 

Assistant nurses 405 

Veterinarians 4 

Sanitarians 88 

Physiotherapist 1 

Laboratory technicians 90 

X -ray technicians 22 

The University of Paramaribo has a medical faculty and a pharmaceutical faculty. Nurses 
are trained in 3 nursing schools which afford a 3-1/2 -year course. Four schools for, midwifery 
training organize a 3 -year training course. There is 1 school for training of auxiliary 
nurses (3 years) and 1 school for training of auxiliary midwives (2 years). Other training 
facilities in Surinam include schools for medical assistants, sanitation assistants, dental 
assistants, laboratory assistants, laboratory technicians and pharmacy assistants. 

Immunization Services 

out 

12 

4 

1 

in 

600 

000 

382 

946 

365 

291 

145 

1966: 

(1965/66) 

The following immunization procedures have been carried 

Smallpox 

Poliomyelitis 

Typhoid and paratyphoid fevers 

Diphtheria, whooping cough and tetanus 

BCG 

Yellow fever 

Cholera 



- 13 - 

Specialized Services 

In 1968, maternal and child health services were provided in 36 pre -natal units and 48 

child health units. School health services were provided at 4 centres which were attended 
by 22 848 schoolchildren representing the total school population. Dental care was available 

at 6 dental units which were attended by 19 857 patients. There were also 7 independent 

medical rehabilitation centres, 2 psychiatric out -patient clinics, 2 tuberculosis clinics, 

1 venereal disease clinic, 1 leprosy clinic and clinics for the treatment of helminthiasis, 

malaria, yellow fever, bilharziasis and filariasis. Surinam also had 1 public health 

laboratory. 

International Assistance 

In 1968, WHO/PAHO's assistance to Surinam included the following projects; 

Malaria Eradication Programme (1957- ); to eradicate malaria from the country. 

Aedes aeypti Eradication (1952-1970): to eradicate Aedes aegypti. • Health Services (1965- 1970): to strengthen and integrate the health services and to 

extend them to rural areas. 

Medical Education (1968- ); to strengthen medical education at the University of 

Paramaribo. 

• 



• 
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DENMARK 

Population and Other Statistics 

At the last census, taken in September 1965, the population of Denmark was 4 767 597. 
Population estimates and some other vital statistics for the period 1965 -1968 are given in 
the following table: 

1965 1966 1967 1968 

Mean population 4 758 100 4 797 500 4 838 772 4 870 000 

Number of live births 85 796 88 332 81 410 74 460 

Birth -rate (per 1000 population) 18.0 18.5 16.8 15.3 

Number of deaths 47 884 49 344 47 836 47 286 

Death -rate (per 1000 population) 10.1 10.3 9.9 9.7 

Natural increase (per cent.) 0.79 0.82 0.69 0.56 

Number of infant deaths 1 606 1 497 1 287 1 219 

Infant mortality rate (per 1000 
live births) 18,7 16.9 15.8 16.4 

Number of deaths, 1 -4 years 272 252 231 - 

Death-rate, 1 -4 years (per 1000 
population at risk) 0.9 0.8 0.7 - 

Number of maternal deaths 12 17 - - 

Maternal mortality rate (per 1000 
live births) 0.14 0.19 - - 

* 
Estimated figures. 

Of the 47 836 deaths recorded in 1967, the main causes were (ICD 1955): arteriosclerotic 
and degenerative heart diseases (15 413), malignant neoplasms (10 312), vascular lesions 
affecting the central nervous system (5084), accidents (2288, including 1154 motor vehicle 
accidents), pneumonia (1204), suicide and self -inflicted injury (847), bronchitis (865), birth 
injuries, post -natal asphyxia and atelectasis (434), hypertension (529), senility without 
mention of psychosis, ill- defined and unknown causes (629), hyperplasia of the prostate (347), 
congenital malformations (434). 

The communicable diseases most frequently notified in 1968 were: influenza (175 644), 
measles (35 928), gonorrhoea (10 358), scarlet fever (7828), whooping -cough (524), infectious 
hepatitis (924), tuberculosis, all forms, new cases (702) (1967), syphilis (226). 

Organization of the Public Health Services 

At the national level, almost all the major ministries are concerned with some aspects 
of the public health services. Actually, none of the ministries may be regarded as having 
general responsibility in matters of health even though the Ministry of the Interior is 

generally considered as the supreme health authority, being in charge of medical and para- 
medical personnel, hospitals, drugs, food hygiene, maternal and child health, environmental 
sanitation, etc. A special department of the Ministry is directly in charge of the operation 
and management of mental hospitals, The State Serum Institute and various other laboratories 
also come under the Ministry of the Interior. The Ministry of Social Affairs is responsible 
for the health insurance scheme, occupational health, care of the old, mentally deficient and 
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physically disabled persons and vocational rehabilitation. Other ministries dealing with 

health questions in their respective fields are the Ministry of Education, the Ministry 
of Agriculture, the Ministry of Housing and the Ministry of Justice. 

At the local level, the elected bodies, primarily the local governments, have a general 

responsibility to provide and operate sufficient facilities for in- patient care. They are 

also in charge of a number of other services (e.g. school health, tuberculosis control). 

Other local bodies such as the health committee and the local building council are responsible 

for environmental sanitation, food hygiene and housing. The national Government, however, 

exerts a strong influence even on those matters which are formally left to be dealt with by 

local bodies. In addition, a considerable portion of the local governments' expenses for 

health and medical care are defrayed by the national Government. 

The health insurance scheme is an important feature of the public health system. 
Although it is not operated by the State, it is subsidized and controlled by the national 

Government. Membership of the local health insurance society is compulsory for all residents 

from 16 years upwards. There are 2 sections of the service, 1 for the lower income 

group and another for the higher income group. The first of these groups is entitled to 
free medical attention, reimbursement of the cost of certain kinds of medicine, dental care 

and hospitalization. The second group enjoys less extensive benefits. 

With a view to co- ordinating the activities of the various agencies concerned with 
health matters, the national Government has established a central agency, the National Health 
Service, which besides certain executive functions in the administration of health services 
has an advisory and supervisory role with respect to the various health functions of govern- 
ment departments as well as those of the local authorities. Its executive functions include 
the licensing of medical personnel, the control of the production, import and sale of drugs 
and the regulation of the sale of narcotics. It is also in charge of the collection and 
publication of all medical statistics. The staff of the National Health Service consists 
mainly of members of the medical, phaemaceutical and nursing professions. 

Hospital Services 

In 1966/67, the number of hospitals and other health institutions providing in- patient 
accommodation was 170 with 43 264 beds (equivalent to 9.0 beds per 1000 population), of which 
38 998 were provided in 133 state -maintained institutions. During the same period, 647 587 
patients (other than alcoholic addicts) received 13 974 534 days of patient care. The 
following table gives the distribution of the hospital beds: 

Category and number Number of beds 

General hospitals 127 28 091 

Tuberculosis hospitals and sanatoria 5 257 

Maternity hospital 1 156 

Paediatric hospitals 2 316 

Psychiatric hospitals and sanatoria 
for mental patients 17 10 743 

Hospitals for chronic diseases 6 2 248 

Orthopaedic hospitals 2 333 

Hospital for epileptics 1 729 

Hospitals for diabetics 2 43 

Physical therapy centres. 2 230 

Institutions for alcohol addicts 5 118 
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Apart from emergency departments, Danish general hospitals do not usually operate out- 

patient departments proper, nor are there any health centres or public dispensaries of a 

general nature. Out- patient care is primarily in the hands of private general practitioners 
and specialists. 

Medical and Allied Personnel and Training Facilities 

to 1 doctor for every 710 At the end of 1967, Denmark had 6800 doctors, equivalent 
inhabitants. Other health personnel included: 

Dentists 3 150 

Pharmacists 1 700 

Pharmaceutical assistants 300 

Fully- qualified midwives 610 

Fully- qualified nurses 21 000 

Nursing aides 4 000 

Veterinarians 1 600 

Physical therapists 2 190 

A third medical school as part of the new university in Odense has been established. 
The National Board for Training of Health Personnel was appointed by the Minister of the 
Interior in 1966, as an advisory body to the Ministry and the National Health Service in 
matters concerning the education and training of health personnel. A 3 -year training course 
for nursing personnel for the mentally deficient is established under the auspices of the 

Ministry of Social Affairs. A special course for hospital administrators has been started 
at the Scandinavian Intergovernmental School of Public Health in Goteborg, Sweden. The 

education of pharmacists is being revised. 

Communicable Disease Control and Immunization Services 

Since 1955, poliomyelitis vaccination with killed vaccine has been in regular operation. 
More than 95 per cent, of children below the age of 14 and a high percentage of the population 
between 14 and 40 years are immunized. In 1963, a campaign with live poliomyelitis vaccine 
(Sabin Type 1) covered nearly 100 per cent, of the population between 5 months and 40 years 
old. In 1966 a new campaign again covered nearly 100 per cent, of the same part of the 
population, Since 1968 immunization of children with live oral poliomyelitis vaccine became 
a regular operation. The fight against tuberculosis has resulted in the lowest morbidity 
ever known in Denmark. Since 1959 there has been only 1 death from this disease in persons 
under 29 years of age. The organizational pattern of tuberculosis control is changing, but 

no final plans for its reorganization have been made, Though there has been a small increase 
in the incidence of serum hepatitis due to young narcotic addicts, the over -all incidence of 
hepatitis has decreased. The incidence of venereal diseases has been gradually increasing, 
especially among the younger age -groups. Preventive measures against salmonella -type 
infections include strictly enforced control of production and marketing of eggs and food- 
stuffs containing raw eggs. Sterilization of bone -meal and fish -meal is compulsory. Since 

early spring of 1964 a number of cases of rabies have been diagnosed among wild animals, 
especially foxes, north of the German border. Active steps have been taken to reduce the 
number of foxes in these areas. 
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The following immunization procedures were carried out in 1967: 

BCG 

Diphtheria, whooping -cough 
and tetanus 

Smallpox 

Tetanus 

Whooping -cough 

Chronic and Degenerative Diseases 

114 100 

86 000 

83 000 

26 600 

2 600 

Several pilot studies for early detection of cancer of the cervix have been carried out, 

but so far no national programme has been considered because of lack of qualified personnel. 

A special pilot study has been made on lung cancer in the tuberculosis dispensary in 

Vejle county. 

Specialized Units 

Regular pre -natal service units or well -baby clinics have been established only in a few 

places, since services for pregnant women and for children are generally provided by the 
general practitioners, practising midwives and visiting public health nurses. All pregnant 
women are legally entitled to 5 medical examinations by a doctor, 3 during pregnancy and 2 

after, and 6 examinations by a midwife during pregnancy, the expenses being borne by the 

Government. The Government also reimburses the cost of 3 examinations by a physician of 
infants during their first year and of 1 examination per year of children aged between 1 and 

7. Several local government authorities employ visiting public health nurses. Almost all 
deliveries are attended by a midwife and usually by a doctor also. Every school must employ 
a school doctor who is responsible for supervising the health of the children. Most schools 
also employ a school nurse, Several local government authorities have provided free dental 

care for all children attending the schools. Plans are being made for the compulsory estab- 
lishment of school dental clinics. 

The services (education, rehabilitation and care) for several categories of handicapped 
persons are, wholly or in part, the responsibility of so- called special care services, i.e. 

the special public care of the mentally ill and the mentally defective, the epileptics, the 

crippled, the speech defectives, the blind and the deaf. Under the national assistance act 

it is the duty of the State to take care of a person suffering from any such disability and 
being in need of residential care or foster family care under supervision. 

The rehabilitation act develops and supplements the services for disabled persons. It 

applies to persons with other handicaps than those covered by the legislation referred to 
above and to persons suffering from such handicaps, but who do not require help from the 
special care services. In addition to persons suffering from any physical or mental 
disability, the rehabilitation act applies to persons whose disability is chiefly due to 
social causes. 

In 1968 there were 8 independent rehabilitation centres, 12 nursing institutions for 
treatment of rheumatic diseases and for rehabilitation of orthopaedic patients or other 
surgical patients. There were also 35 certified convalescent homes. Among the general 
hospitals, 8 had physical medicine departments and 2 were operating rehabilitation departments. 

At the end of 1968 there were 103 local government chest clinics receiving a subsidy 
from national funds. There were also 40 institutions for the treatment and care of 

tuberculosis patients. 
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No establishment is under legal obligation to provide medical and health services to its 
workers. 

Besides the various centralized laboratories operated by the national Government, such 
as the State Serum Institute, the National Food Institute, the State Pesticide Laboratory and 

the State Laboratory for Radiation Hygiene, a large number of laboratories for the control of 
meat and dairy products are operated by local governments. 

Major Public Health Problems 

The major health problems of Denmark are few, but important. The relative lack of 

qualified medical personnel is becoming increasingly serious, The facilities for nursing 
old people are considered inadequate. The rising mortality of cancer and heart diseases 
also gives cause for concern. The spread of venereal diseases (gonorrhoea) in Greenland is 
another serious problem. 

A commission, established by the Government in 1964, has prepared a report about a general 

reform of the organization, administration and financing of the Danish social security system 
and has made proposals about legislation and regulation in accordance herewith. 

With the growing industrialization and urbanization, the problems of environmental hygiene 
and sanitation have increased. The air pollution in Danish cities has been measured, and 

the result shows that the pollution is most important in the areas around Copenhagen. 
Periodically the air pollution of Copenhagen was so marked that an increased morbidity 
according to international experiences must be expected. The question of noise abatement 
has also been studied. 

National Health Planning 

Denmark has no comprehensive national health plan. There are, however, a number of 
programmes either in preparation or in progress. Among them are the following; a programme 
for providing children with free dental care; extension of the present system of child 
guidance clinics; extension of the existing facilities for medical care and nursing of the 
elderly; establishment of maternity wards in all public general hospitals; special control 
of radioactive drugs; establishment of a government- operated food toxicological laboratory 
and control institute (National Food Institute). A government -sponsored programme for 
spreading information and propaganda among schoolchildren and young people against cigarette 
smoking started in 1969. New regulations concerning protection against pollution of ground 
water and surface water are being prepared. An agency on adverse reactions to drugs has been 
established with the purpose of collecting, treating and publishing information from hospitals 
and general practitioners. A commission has been set up to work out proposals for revision of 

the existing pharmacy law, which is regulating the production and distribution of drugs. 
It is expected that the questions of control of medical utensils will be taken up too. 

A committee appointed in 1967 is at present preparing new guide lines for the future field 

of work of health visitors as well as the administration and organization of these services 
(the act on health visiting services is due for revision in 1970/71). Health visiting, which 
until now has been limited to families with children under 1 year of age and to school health 

work, is expected to include also the pre -school children with particular emphasis on 
families with children at risk. 

Medical and Public Health Research 

Most of the medical and public health research is carried out in institutes of the 3 

universities but also in general hospitals. There is no co- ordinating research council, but 

co- ordination is established to a certain extent by the university institutes, the specialized 
institutes and the hospitals. Among the major research projects undertaken during the period 
under review is a nation -wide research programme on hospital infectiфвassBpnswleddbyvtbe. 
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national association of hospitals. The various associations for control of specific diseases, 

such as the Cancer Society, the societies for tuberculosis control, sclerosis and rheumatism, 

have sponsored various research projects in their respective fields. The National Health 
Service has sponsored a research programme dealing with the composition of the air in the 
holds and the crew accommodation of industrialized fishing vessels. 

Since 1961 isotopic examinations of sea currents have demonstrated their value for the 
solution of problems of sewage discharge into the sea. 

Research on residues of pesticides in foodstuffs, particularly fish, has also been 

carried out. Furthermore, research has been made in order to control the contents of mercury 
in Danish foodstuffs, but until now no actions have been taken in order to propose alterations 
in the foodstuffs consumed. 

Government Health Expenditure 

In the fiscal year of 1968/69 total general government current expenditure on health 
services, including transfers to households and private non -profit organizations, amounted to • 6820 million kroner. This is equivalent to an expenditure of 1428 kroner per head on these 
services. 
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GREECE 

Population and Other Statistics 

At the last census, taken in March 1961, the population of Greece was 8 387 201. 
Population estimates and some other vital statistics, for the period 1965 -1968, are given 
below: 

1965 1966 1967 1968 

Mean population 8 550 333 8 613 651 8 716 441 8 802 860 

Number of live births 151 448 154 613 162 839 160 338 

Birth -rate (per 1000 population) 17.7 17.9 18.7 18.2 

Number of deaths 67 269 67 912 71 975 73 309 

Death -rate (per 1000 population) 7.9 7.9 8.3 8.3 

Natural increase (per cent.) 0.98 1.00 1.04 0.99 

Number of infant deaths 5 194 5 253 5 590 5 518 

Infant mortality rate (per 1000 
live births) 34.3 34.0 34.3 34.4 

Number of deaths, 1 -4 years 748 749 624 667 

Death -rate, 1 -4 years (per 1000 
population at risk) 1.3 1.3 1.1 1.1 

Number of maternal deaths 69 79 79 - 

Maternal mortality rate (per 1000 
live births) 0.5 0.5 0.5 - 

Of the 71 975 deaths recorded in 1967, the main causes were (ICD 1955): chronic 
rheumatic heart disease, arteriosclerotic and degenerative heart disease and other diseases 
of the heart (11 544), malignant neoplasms (10 665), senility without mention of psychosis, 
ill- defined and unknown causes (9933), vascular lesions affecting the central nervous system 
(9413), congenital malformations, birth injuries, post -natal asphyxia and atelectasis, 
infections of the newborn and other diseases peculiar to early infancy and immaturity (4226), 

pneumonia (2637), diabetes mellitus (1610), nephritis and nephrosis (1434), bronchitis (1174), 

hypertension (1091), accidents (1085, including 1066 motor vehicle accidents), tuberculosis, 
all forms (1079). 

The communicable diseases most frequently notified in 1967 were: influenza (61 975), 

measles (11 848), whooping -cough (6815), infectious hepatitis (5406), tuberculosis of the 
respiratory system, new cases (5090), syphilis, new cases (1279), scarlet fever (855), 

typhoid fever (827), gonorrhoea (604), diphtheria (590), bacillary dysentery (398), 

meningococcal infections (374), paratyphoid fever (112), amoebic dysentery (108), poliomyelitis 

(57), leprosy (29), malaria, new cases (27). 

Organization of the Public Health Services 

In 1967, the Ministry of Public Health and the Ministry of Social Welfare were amalgamated 
to form the new Ministry of Social Welfare, which comprises the Directorate -General of Public 
Health and the Directorate -General of Social Welfare. The Directorate -General of Public 

Health comprises the following divisions: public health, social hygiene, maternal and child 
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health, medical care, rural health insurance, medical and pharmaceutical care for civil 
servants and public pensioners, drugs and pharmacies, medical and paramedical professions. 
The Directorate -General of Social Welfare comprises the following divisions: public welfare, 
child welfare, physically and mentally handicapped persons, housing, rehabilitation of refugees. 
In 1968, the Ministry of Social Welfare was transformed into the Ministry for Social Services. 
The 3 Directorates -General of Public Health, Social Welfare and Social Security were 
incorporated into this new Ministry. The organization of the first 2 Directorates -General 
remained unchanged, whereas the Directorate -General of Social Security comprised the following 
divisions: organization, pensions and welfare, health insurance and maternal welfare, 
inspection and control. This latter Directorate -General is also responsible for the control 
and co- ordination of the health insurance institutes, the most important of which is the 
Social Insurance Institute (IKA). 

Hospital Services 

In 1968, Greece had 820 hospitals providing altogether 53 260 beds, which is equivalent 
to 6.1 beds per 1000 population. These beds, to which 80 819 patients were admitted during 
the year, were distributed as follows: 

Category and number Number of beds 

General hospitals 292 25 094 

Tuberculosis hospitals 15 4 352 

Infectious disease hospitals 2 734 

Maternity hospitals 188 3 552 

19 2 099 

Psychiatric hospitals 59 10 859 

Cancer hospital 1 328 

Hospitals for venereal and 
skin diseases 2 335 

Heart diseases 2 60 

Orthopaedic hospitals 10 1 603 

Urological hospitals 8 175 

Ophthalmology hospitals 32 455 

Pathological hospitals 35 1 104 

Hospitals for general surgery 96 1 902 

Hospitals for ear, nose and 
throat 59 608 

Medical and Allied Personnel and Training Facilities 

In 1967, there were 12 839 doctors in Greece, or 1 doctor for 680 inhabitants. Other 
health personnel included: 

Dentists 3 606 

X -ray technicians 497 

There are 2 medical faculties in Greece, at the Universities of Athens and Thessaloniki. 
These Universities also have 2 dental schools, 2 pharmacy schools and 1 school for veterinary 
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medicine, During the academic year 1967 -1968 there were altogether 4196 medical students, 
1172 dental students, 718 pharmaceutical students and 556 veterinary students. The Public 
Health School in Athens affords a 12 -month post -graduate course. There are 8 basic schools 
of nursing where 928 students were enrolled during the year 1967 -1968 and 307 graduated in 

1968. These schools offer a 3 -year training course. There are also 3 midwifery schools 
at which the duration of training is 3 years and which had 528 students and 225 graduates in 
1967 -1968. Auxiliary nurses are trained at 6 schools where the course lasts 12 months. 

Other training facilities included a 1 -year university course for sanitary engineers 
and a 27 -month course for physiotherapists (179 students and 57 graduates). 

Communicable Disease Control and Immunization Services 

During the reporting period particular efforts have been made to control malaria and to 
eradicate the mosquito population. In 1968 there were 48 malaria cases. Control measures 
are mainly based on spraying operations, chemotherapy and chemoprophylaxy. The tuberculosis 
morbidity rate is estimated at 0.5 per cent. Control measures include: treatment of 

patients in sanatoria and tuberculosis clinics, free distribution of drugs to non -hospitalized 

tuberculosis patients, case - finding through mass micrographic examinations carried out by 
mobile and static units, tuberculin tests and BCG vaccination, professional rehabilitation 
of clinically treated tuberculosis patients, social assistance to hospitalized tuberculosis 
patients. Recent statistical data indicate that the incidence of venereal diseases is 
decreasing. In 1967, the incidence rate for syphilis was 15.04 per 100 000 inhabitants and 
of gonorrhoea 98.47 per 100 000. Treatment of venereal diseases is compulsory; it is pro- 

vided free of charge in government -maintained hospitals. Trachoma is no longer a public 
health problem in Greece, Its incidence is estimated to be 0.02 per cent. It is planned 
to incorporate the trachoma centres and dispensaries into the rural dispensaries and to trans- 
form a certain number of them to treatment centres for eye diseases. Poliomyelitis vaccina- 
tion has been systematically carried out since 1964, when it became compulsory for all persons 

aged 3 months to 20 years. Later, this was extended to 25 years, resulting in a 95 per cent. 
coverage of the population in this age -group. In 1968, there were 48 poliomyelitis cases, 

The following immunization procedures were carried out in 1967: 

Tetanus 597 200 

Diphtheria 571 065 

Poliomyelitis 402 798 

Smallpox 199 273 

BCG 105 494 

Whooping -cough 79 348 

Typhoid and paratyphoid 
fevers 70 605 

Cholera 13 901 

Yellow fever 2 520 

Epidemic typhus 55 

Plague 16 

Chronic and Degenerative Disease 

Cardiovascular diseases represent the main cause of death in Greece, followed by cancer. 
A country -wide programme for the detection, diagnosis and treatment of cancer was 
initiated in 1966, Mental disorders constitute a serious health problem in the country. 
A programme for the detection, follow -up, treatment, rehabilitation and prevention of mental 
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patients has been started. It is planned to increase the number of hospital beds for these 

patients and the number of psychiatric out -patient facilities. 

Specialized Units 

In 1968, Greece had 287 pre -natal centres, 53 child health centres and 1119 combined 
maternal and child health centres. They were attended by 159 523 pregnant women, 142 615 

infants under 1 year and 486 127 children aged 1 to 5 years. Domiciliary care was given to 
23 948 pregnant women. During the same year, 85 918 deliveries were conducted in maternity 
hospitals and 4527 were attended by a doctor or qualified midwife under domiciliary arrange- 
ments. The school health services were attended by 1 057 259 children, which is equivalent 
to 80.5 per cent, of the school population having access tithe services, Dental care was 

given to 167 159 persons. The 2 hospital rehabilitation departments were attended by 1292 
patients in 1968. Psychiatric consultations were given at 12 centres which recorded 2908 
new out -patients in 1968. There were also 33 public health laboratories. 

Major Public Health Problems 

Environmental sanitation problems, including provision of safe water supplies and waste 
disposal, are still major problems in Greece. Other important health problems are those 
related to the control of cancer, cardiovascular and mental diseases, and diabetes. Efforts 
are also undertaken for the control of noise and air pollution and for the prevention of 
accidents, The number of medical care facilities in general hospitals, health centres and 
dispensaries has been increased during the period under review. Plans have been formulated 
for the modernization and development of the hospitals with a view to the gradual decentraliza- 
tion of these in- patient establishments, 

Medical and Public Health Research 

Medical research is carried out in universities, clinics and hospital departments. The 
Public Health School in Athens has undertaken research activities in public health, especially 
in epidemiology, medical entomology, microbiology and environmental health, The Royal 
(National) Institute of Research provides assistance and financial aid to the research workers 
and to research projects carried out in hospitals and other establishments. 

International Assistance 

In 1968, WHO's assistance to Greece included the following projects: 

Nursing Education and Administration (1956- ): to train nurses abroad for teaching 
and administrative posts in a post -basic school of nursing which is to be established. 

Development of Public Health Services and Training of Personnel (1958- ): to organize 
comprehensive and co- ordinated health services in a rural demonstration area. 

Wastes Disposal (1967- ): to assess solid waste disposal problems in urban areas 
through a general review, followed by a specific study of 1 or 2 cities where the situation 
is more acute. 

Public Health Laboratory Services (1967- ): to modernize and expand the central 
laboratory services and improve the regional and peripheral services. 

Fellowships (1968) in various health fields. 

Government Health Expenditure 

In 1968, the total general government consumption expenditure was 45 697 million drachmas, 
of which 2167 million were devoted to health services. 
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SAUDI ARABIA 

Population and Other Statistics 

Population estimates for the period 1965 -1968 are given below: 

Year Population 

1965 6 750 000 

1966 6 870 000 

1967 6 990 000 

1968 7 100 000 

No reliable vital statistics are as yet available in Saudi Arabia. Neither morbidity 
nor mortality data exist. 

Organization of the Public Health Services 

The over -all planning, supervision, control and administration of the health services 
are the responsibility of the Ministry of Public Health. The Minister of Public Health who 
is a member of the Council of Ministers, is assisted in his functions by a Deputy Minister. 
The Ministry of Public Health is organized in 3 general directorates, namely administration, 
preventive medicine and curative medicine, and in 2 directorates dealing with medical and 
pharmaceutical affairs, and training and education respectively. Administratively, the 

country is divided into 10 health districts. A Directorate of Health Services is responsible 
for all aspects of health in the districts. A number of other ministries are also concerned 
with public health aspects. They are the Ministry of Education (school health services), 
the Ministry of Interior (municipal health services), the Ministry of Agriculture and Water 
(water supply and veterinary services), the Ministry of Labour and Social Affairs (Red 

Crescent Society), the Ministry of Defence. 

Hospital Services 

In 1968, Saudi Arabia had 80 hospitals with a total bed complement of 6299, equivalent 
to 0.9 beds per 1000 population. Out- patient health services were provided in 205 dispen- 
saries throughout the country where a medical officer is in charge, assisted by a male nurse 
and auxiliary health personnel. In the 303 health posts, ambulatory medical care is 
provided under the responsibility of a health assistant or a male nurse. 

Medical and Allied Personnel and Training Facilities 

In 1968, Saudi Arabia had 663 doctors, or 1 doctor per 10 700 inhabitants. Other 

health personnel included: 

Pharmacists 

Pharmacy assistants 

Male nurses 

41 

330 

1 178 

Nurses, midwives, 
assistant midwives 
and nurse /midwives 633 

Laboratory assistants 163 

X -ray assistants 91 
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The University of Riyadh has a faculty of pharmacy, a faculty of science and, since 
1969, a faculty of medicine. A health training institute for male students was established 
in Riyadh in 1959. Subsequently, the Government opened similar institutes in Jeddah in 
1964 and in Hoffuf in 1966. This latter institute was moved to Safwa in 1967. These 3 

health training institutes afford training programmes for the preparation of sanitarians 
(2 -year course), statistical assistants and health assistants (3 -year course). They 
recorded altogether 389 students during the academic year 1967 -1968. In addition, all 3 

health training institutes are providing a 1 -year programme of study for male students who 
are to serve as nursing aides on completion of the course. In 1963, a programme for the 

training of female nursing aides was started in the maternity hospital in Jeddah. There 
are 3 schools of nursing for girls, in Jeddah, Riyadh and Hoffuf. They afford a 3 -year 

training course which was attended by 31 students in 1967 -1968. 

Communicable Disease Control 

In 1967, the population under risk of malaria was estimated to be 2 523 000. The 

population protected by antimalaria operations is estimated to be around 1 000 000. The 

nomadic population in the malarious areas is estimated to be around 20 per cent. Antimalaria 
activities which were carried out in the sectors of Jeddah, Mecca, Medina, Khaibar, Sikaka 
and Damman -Qatif as well as Al lassa, have contributed to reduce malaria to a low level of 

endemicity. No reliable statistics exist on the tuberculosis situation in Saudi Arabia; 

therefore the importance of the tuberculosis problem is not well known. However, based on 

the number of patients at the tuberculosis centre in Riyadh, of tuberculosis cases admitted 
every year in the sanatorium of Taif, or on the findings of the mobile chest clinics, it 

can be concluded that tuberculosis is an important public health problem. BCG vaccination 
activities have been carried out in the Riyadh area and are starting in Mecca and Jeddah 
health districts. The Ministry of Public Health in collaboration with the Ministry of 
Education which is in charge of school health services, has started a trachoma survey -cum- 
treatment project in the country. Sporadic cases of bilharziasis are reported from certain 
areas in the country, particularly in the south. No smallpox cases have been reported 
since 1963. In the past, the disease was introduced into the country from Yemen, Qatar, 

Muskat and Oman through nomads' and labourers' movements and by pilgrims coming from the 
infected areas. Great efforts were made to raise the level of immunity of the population. 

Some 600 000 vaccinations were performed by an organized team from 1965 to 1968. In 

addition, 3 surveillance stations have been established in the pilgrimage areas. 

Major Public Health Problems 

The major public health problem in Saudi Arabia is the prevalence of such communicable 
diseases as tuberculosis, malaria, trachoma, poliomyelitis and bilharziasis. Another 
important problem confronting the health authorities is the organization of special public 

health measures and medical care during the annual mass congregation of pilgrims in the 
holy places of Saudi Arabia and the protection of the country from importation and spread of 

communicable diseases. The organization of specialized services for mothers and children 
is also a matter of priority. The Ministry of Public Health is planning to start maternal 

and child health services in different towns. Although proper water supply and sewage 
disposal are no longer a problem in the main cities where water plants and sewage disposal 

systems have been established, they are still an important public health problem in rural 
areas and in smaller towns. 

Social and Economic Developments of Significance for the Health Situation during the Period 

1965 -1968 

With a view to accelerating the over -all development of the country, the Government has 

started the following development programmes: settlement of nomads, irrigation projects, 

construction of roads, establishment of new schools, development of the education of girls, 

development of co- operative societies, establishment of local industry, development of 

technical training, expansion of the television network, preparation of the new labour 

legislation. 
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National Health Planning 

Saudi Arabia has not yet a development plan. A 5 -year socio- economic development 
plan is being prepared by the Central Planning Organization. The health component of this 
plan is being formulated by the Ministry of Public Health. 

International Assistance 

In 1968, WHO's assistance to Saudi Arabia included the following projects: 

Malaria Pre -eradication Programme (1962- ): to build up the technical, administra- 
tive and operational facilities for a full -scale malaria eradication programme, and at the 
same time to develop the rural health services. 

Public Health Laboratory Services (1964- beyond 1970): to develop the national public 
health laboratory in Riyadh. 

Tuberculosis Control (1963- 1970): to test practical and effective methods of case - 
finding, and of treatment and follow -up of tuberculosis patients; to develop the immunization 
programme; and to train personnel. 

Public Health Advisory Services (1967- 1968): the aim was to improve the administration 
of the public health services and the planning, co- ordination, evaluation and follow -up of 
health programmes. 

Basic Public Health and Medical Care Services (1963- 1969): to improve provincial and 
community health services in the Eastern Province. 

Smallpox Eradication (1968- beyond 1970): to carry out a smallpox eradication campaign 
covering the whole population and develop a surveillance and maintenance system. 

Training of Medical and Health Personnel (1964- 1968): the aim was to set standards for 
the education and training of health personnel; to carry out manpower surveys of health 
personnel and determine short -term and long -term needs; and to develop education facilities 
for professional health personnel. 

Sanitary Engineering and Municipal Programming (1963- beyond 1970): to develop the 
municipal environmental health programmes; and to organize, in the Ministry of Interior, 
an environmental health service to undertake the programme. 

Fellowships (1968) in various health fields. 

Government Health Expenditure 

The total general government budget for the fiscal year 1967 -1968 amounted to 
4937 million riyals, of which 169.5 million riyals (3.06 per cent.) were included in the 

budget of the Ministry of Public Health. 
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WESTERN SAMOA 

Population and Other Statistics 

At the Last census, taken in November 1966, the population of Western Samoa was 
131 377. Population estimates and some other vital statistics for the period 1965 -1968, 
are given in the following table: 

1965 1966 1967 1968 

Mean population 127 000 130 000 134 000 137 000 

Number of live -births 3 904 3 717 3 777 3 687 

Birth -rate (per 1000 
population) 30.7 28.6 28.2 26.9 

Number of deaths 726 802 637 568 

Death -rate (per 1000 

population) 5.7 6.2 4.8 4.1 

Natural increase (per 

cent.) 2.50 2.24 2.40 2.28 

Number of infant deaths 166 194 132 105 

Infant mortality rate (per 

1000 live -births) 42.5 52.2 34.9 28.5 

Number of deaths, 1 -4 years 119 167 91 75 

Death -rate, 1 -4 years (per 

1000 population at risk) 6.1 8.3 4.4 3.5 

Number of maternal deaths 2 1 3 9 

Maternal mortality rate (per 

1000 live -births) 0.4 0.2 0.7 2.23 

The communicable diseases most frequently reported in 1968 in in- and out -patient 
establishments were: influenza (4549), gonorrhoea (206), infectious hepatitis (157), typhoid 
and paratyphoid fevers (70), tuberculosis, all forms, new cases (39), measles (21), 

bacillary dysentery (15), leprosy (9), whooping -cough (9), meningococcal infections (8). 

Organization of the Public Health Services 

The Health Department is under the Director of Health who is responsible to the Minister 
of Health. The department is subdivided into 5 divisions, dealing with administration, 
the Apia general hospital, public health, dentistry and the national health laboratory. 
The public health division is further subdivided into 9 sections: communicable diseases 
control and international quarantine, maternal and child health, school health and nutrition, 
sanitation, occupational health and emigration services, health statistics, public health 
nursing, tuberculosis and filariasis control, and health education. A regional medical 
officer is in charge of medical services in Savai'i, and it is intended to appoint a second 
regional medical officer for the island of Upolu. Western Samoa also has a Board of 
Health which is a statutory body with consultative functions and which includes the Minister 
of Health, the Director of Health, the Director of Works and 2 medical officers appointed 
by the Minister of Health. 
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Hospital Services 

In 1968, Western Samoa had a total bed complement of 627, of which 309 were in the Apia 
general hospital and 318 in 15 district hospitals and 3 dispensaries. The bed population 
ratio was 4.6 per 1000. Out- patient facilities were available in 1968 at 16 hospital out- 
patient departments, polyclinics and health centres, at 2 dispensaries and 1 mobile health 
unit. The women's health committees have sub -centres which provide first -aid and home - 
nursing under the district nurses and district medical officers. 

Medical and Allied Personnel and Training Facilities 

In 1968, Western Samoa had 46 doctors, or 1 doctor for 2980 inhabitants. Other health 
personnel included: 

Dentists 10 

Pharmacists 10 

Fully- qualified nurses 299 

Nursing aids 43 

Physiotherapist 1 

Laboratory technicians 5 

Radiographers 6 

Health inspectors 9 

Western Samoa has no facilities for training medical personnel. Doctors, dentists and 

pharmacists are trained in Fiji and New Zealand and veterinarians in Australia. Graduates 
of the Fiji School of Medicine are receiving a 1 -year rotation internship in surgery, 
medicine, gynaecology, obstetrics and paediatrics, before they are registered to practise 
medicine and surgery in Western Samoa. The nursing training school at the Apia general 
hospital provides a 3 -year course which, during the academic year 1967 -1968, was attended by 
125 students of whom 38 graduated. Other local facilities exist in Western Samoa for the 
training of laboratory assistants (5 -year course), dental assistants (2 -year course), 

sanitarian assistants (1 -year course). 

Communicable Disease Control 

The filariasis campaign, which started in 1964, is assisted by WHO and UNICEF. Mass 

drug administration on a nationwide basis has been carried out, with an average population 
coverage of over 90 per cent. This has resulted in a marked reduction in the microfilaria 
positive rate. Tuberculosis continues to be an important disease problem. The over -all 

prevalence of tuberculosis infection is 23.6 per cent., somewhat higher in the island of 

Savai'i (25.2 per cent.) than in Upolu (23 per cent.). The tuberculosis control project 

in Western Samoa was started in 1960. The main components of the campaign were case -finding, 

chemoprophylaxis for tuberculin reactors under the age of 15, and domiciliary chemotherapy 

of tuberculosis cases and suspects aged 15 years and over. Yaws, once almost universal, 

has now been largely eradicated. Gastroenteric diseases, influenza and infectious hepatitis 

are widespread in Western Samoa. Efforts have been made to control outbreaks of typhoid 

fever. Immunization campaigns were launched in 1967 and a total of over 55 000 persons were 

immunized in 1967. Nutritional problems are encountered during infancy and early childhood. 

Trachoma is seldom seen while malaria is non -existent. 

Specialized Units 

Maternal and child health care services are provided at the general central hospital at 

Apia, at the rural hospitals and at the women's health committees under 16 district medical 

officers and 26 district nurses. In 1968, the 16 pre -natal service units and the 28 child 

health service units were attended by 4194 pregnant women, 4654 children aged 0 to 2 years 



- 29 - 

and 2911 children aged 2 to 5 years. School health services were provided in 1968 at 32 
school health units which supervised the health of the whole school population. Dental 
care was given at 2 dental health units which were attended by 28 710 patients. The medical 
rehabilitation department attached to the general central hospital at Apia was attended by 
448 out -patients. Psychiatric consultations were given at 1 out -patient unit which recorded 

45 new out -patients. Other specialized units included 1 tuberculosis clinic and 1 public 
health clinic which deals with venereal diseases, leprosy and other communicable diseases. 
Western Samoa had 1 public health laboratory which carried out 140 590 examinations in 
1968. 

Environmental Sanitation 

In 1968, 60 per cent. of Western Samoa's population were served with piped water and 
12 per cent, were living in houses connected to sewers. 

Major Public Health Problems 

The most important health problems in Western Samoa are those related to the prevalence 
of communicable diseases, particularly gastrointestinal and respiratory diseases and 
diseases associated with poor environmental sanitation and personal hygiene. The 
nutritional status of the inhabitants is also causing concern. The training of all cate- 
gories of health personnel is also an important problem to be solved. 

National Health Planning 

Western Samoa's first 5 -year economic development plan was formulated for the period 
1966 -1970. The total development investment envisaged by the Government for the planned 
period is $ 2 000 000, of which about $ 400 000 are devoted to projects in agriculture, 
public works, communications, health, trade and tourism. A rural health plan covering 
a period of 5 years was approved by the Government in 1966. This plan called for the 
up- grading of rural hospitals. 

International Assistance 

In 1968 WHO's assistance to Western Samoa included the following projects: 

Tuberculosis Control (1968): a consultant evaluated the progress of the tuberculosis 
control programme which was assisted by WHO between 1960 and 1967. 

Filariasis Control (1965- 1970): to determine, by a pilot project, the best way of 

controlling filariasis, mainly by drug treatment; to prepare a filariasis control 
programme for the whole country; and to train staff in filariasis survey and control 
techniques. 

Strengthening of Rural Health Services and Training of Health Personnel (1967- 1972): 

to develop and strengthen the organization and operation of the general health services; 
to improve the operation of the rural health programme; to organize in- service training 
for medical and paramedical personnel; to conduct epidemiological studies on the most 
important causes of morbidity and mortality in the country; and to plan disease control 

programmes as part of the general health services. 

Public Health Laboratory Services (1968- 1972): to develop and strengthen the health 
laboratory services. 

Fellowships (1968): in various health fields. 

Government Health Expenditure 

In 1968, the total general government consumption expenditure was WS$ 4 814 293 of which 

WS$ 673 199 were spent on health services. An additional amount of WS$ 2400 was charged to 

capital account for the development of health projects. 


