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1 Document WHO /IQ/73.153. 



WORLD HEALTH ORGANIZATION 

ORGANISATION MONDIALE DE LA SANTÉ 

COMMITTEE ON INTERNATIONAL SURVEILLANCE 
OF COMMUNICABLE DISEASES 

Geneva, 13 -18 November 1972 

SEVENTEENTH REPORT OF THE COMMITTEE ON 

INTERNATIONAL SURVEILLANCE OF COMMUNICABLE DISEASES 

CONTENTS 

WHO/IQ/73.153 

ORIGINAL: ENGLISH 

FUNCTIONING OF THE INTERNATIONAL HEALTH REGULATIONS (1969) FOR THE 
PERIOD 1 JANUARY 1971 - 31 DECEMBER 1971 

CHOLERA SITUATION 

PREVENTIVE MEDICATION IN INTERNATIONAL TRAFFIC 

VECTOR CONTROL IN AIR AND SEAPORTS 

DISEASES UNDER SURVEILLANCE 

INTERNATIONAL HEALTH REGULATIONS (1969) 

CONSIDERATION OF CERTAIN RESERVATIONS 

ITEMS REFERRED TO THE COMMITTEE 

Page 

4 

30 

30 

З0 

З1 

32 

З3 

APPENDIX 1: POSITION OF STATES AND TERRITORIES UNDER THE INTERNATIONAL 
HEALTH REGULATIONS (1969) ON 1 JANUARY 1972 
RESERVATIONS TO THE INTERNATIONAL HEALTH REGULATIONS (1969) 35 

APPENDIX 2: CASES OF DISEASES SUBJECT TO THE REGULATIONS DUE TO OR CARRIED 
BY INTERNATIONAL TRAFFIC 40 

. APPENDIX 3: WHO EPIDEMIOLOGICAL INFORMATION SERVICE TO MEMBER STATES 44 

APPENDIX 4: DISINSECTING OF AIRCRAFT 45 

APPENDIX 5: VACCINATION AND REVACCINATION AGAINST SMALLPDX: 
DEFINITIONS AND TECHNIQUES 46 

APPENDIX 6: MODEL OF A CORRECTLY COMPLETED INTERNATIONAL CERTIFICATE OF VACCINATION . 49 

APPENDIX 7: AMENDMENTS TO THE INTERNATIONAL HEALTH REGULATIONS (1969) PROPOSED BY 
THE COMMITTEE ON INTERNATIONAL SURVEILLANCE OF COMMUNICABLE 
DISEASES AT ITS SEVENTEENTH SESSION 50 

The issue of this document does not constitute 
formal publication. It should not be reviewed, 
abstracted or quoted without the agreement of 
the World Health Organization. Authors alone 
are responsible for views expressed in signed 
articles. 

Ce document ne constitue pas une publication. 
Il ne doit faire l'objet d'aucun compte rendu ou 
résumé ni d'aucune citation sans l'autorisation de 
l'Organisation Mondiale de la Santé. Les opinions 
exprimées dans les articles signés n'engagent 
que leurs auteurs. 



WHO /IQ/73.153 
page 2 

The Committee on International Surveillance of Communicable Diseases held its seventeenth 

session at WHO headquarters, Geneva from 13 to 18 November 1972. 

Members 

Dr H. Bijkerk, Medical Officer of Health, Head of the Section of Communicable Diseases in the 

the Chief Medical Office of Health, Ministry of Public Health and Environmental Hygiene, 

Leidschendam, Netherlands (Chairman) 

Dr P. N. Burgasov, Deputy Minister, Ministry of Health of the USSR, Moscow, USSR (Vice- Chairman) 

Dr J. J. Dizon, Chief, Disease Intelligence, Department of Health, Disease Intelligence Center, 
Manila, Philippines 

Dr S. J. Farsey, Reader, Preventive Medicine Department, Makerere University, Kampala, Uganda 

Dr H. A. Jesudason, Senior Deputy Director (Planning), Planning and Programming Section, 

Ministry of Health, Colombo, Sri Lanka 

Dr J. L. Kilgour, Principal Medical Officer, International Health, Department of Health and 

Social Security, London, United Kingdom (Rapporteur) 

Dr D. J. Sencer, Assistant Surgeon General, Director, Center for Disease Control, Department 

of Health, Education & Welfare, Atlanta, Georgia, United States of America 

Dr M. H. Wandan, Head, Department of Epidemiology, High Institute of Public Health, 

Alexandria, Egypt 

Representatives of other organizations1 

Mr R. J. Moulton, Chief, Facilitation & Joint Financing Branch, Air Transport Bureau, 

International Civil Aviation Organization 

Dr A. B. Frykholm, Chief, Aviation Medicine Section, Air Navigation Bureau, International 

Civil Aviation Organization 

Mr R. W. Bonhoff, Assistant Director, Facilitation, International Air Transport Association 

Secretariat 

Dr E. Roelsgaard, Chief, Epidemiological Surveillance of Communicable Diseases (Secretary) 

Dr C. Kaplan, Professor of Microbiology, University of Reading, United Kingdom (Temporary 

Adviser) 

Professor A. B. Semple, Medical Officer of Health, City and Port of Liverpool, Health 

Department, Liverpool, United Kingdom 

Mr C. H. Vignes, Chief, Constitutional and Legal Matters 

1 
The Intergovernmental Maritime Consultative Organization was unable to send a 

representative. 
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Dr P. Dorolle, Deputy Director -General, opened the meeting on behalf of the Director - 

General and welcomed the members and representatives of other organizations. He stressed 

the importance of this meeting as it was the first to be held since the coming into effect 

of the International Health Regulations about two years ago on 1 January 1971. 

The value of the International Health Regulations, in attaining its objectives, namely 

"to ensure the maximum seQurity against the international spread of diseases with a minimum 

interference with world traffic ", is often questioned. 

This was especially true in regard to cholera, which had become an issue of major public 

health importance in relation to international traffic. The Twenty- fourth World Health 

Assembly passed a resolution (WHA24.26) requesting the Director -General to study the 

implications of the removal of cholera from the International Health Regulations. This would 

be considered by the Committee. 

Since the sixteenth session, WHO had convened expert committees on yellow fever and 
smallpox and their reports contained much of direct relevance to the functioning of the 
International Health Regulations. 

The seventh cholera pandemic had led many Member States to take excessive measures in an 

attempt to prevent the introduction of the cholera vibrio into their territories. The 

extensive use of chemoprophylaxis had come to the attention of WHO and it was considered that 

the Committee should give the subject its attention. 

Vector control remained an important subject, and the difficulties met in trying to 

eradicate disease vectors at a tropical international airport and the problems in disinsecting 
aircraft would also be considered. 

During the last two years, a series of technical guides for the surveillance of specific 
diseases had been prepared by WHO and published in the Weekly Epidemiological Record. These 

outlined the main principles of surveillance and their use should lead to increased availability 
of comparable information at national and international levels. 

There was still much room for improvement in the prompt and accurate reporting of diseases, 
and WHO could meet its obligation to keep Member States informed only if the information had 
been made available to it in good time by the Member States concerned. 

The Daily Epidemiological Radiotelegraphic Bulletin was discontinued because of the poor, 

utilization of it by Member States and the uneconomic cost of the operation. A new automatic 

telex reply system will shortly come into use which will permit any Member State to receive 
the latest information available. This service will be constantly available 24 hours a day, 

seven days a week. 

Dr H. Bijkerk was elected Chairman and Dr P. N. Burgasov Vice -Chairman, Dr J. L. Kilgour 
was elected Rapporteur. 

The draft agenda was approved. 

The Committee noted the editorial changes made in the Regulations for the Committee1 as 

recommended by the Committee at its sixteenth session. 

1 Originally adopted by the Seventh World Health Assembly (WHA7.56). 
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FUNCTIОNING OF THE INTERNATIОNAL HEALTH REGULATIONS (1969) 

FOR THE PERIOD 1 JANUARY 1971 - 31 DECEMBER 1971 

The Committee considered the Report of the Director -General on the functioning of the 
International Health Regulations (1969) (IHR 1969). This report is reproduced below, the 

various sections being followed, where appropriate, by the comments and recommendations of 

the Committee. • 

INTRODUCTION 

1. This report on the functioning of the International Health Regulations (1969) and 
their effects on international traffic has been prepared in accordance with the provisions 
of Article 13, paragraph 2, of the Regulations (1969). It covers the first year of their 

application, namely the period from 1 January to 31 December 1971. 

2. Previous reports1 cover the period beginning with the time of entry -into -force 
(1 October 1952) of the International Sanitary Regulations (1951). 

3. This report follows the same general lines as its predecessors and considers the 
application of the Regulations from two aspects: as seen by the Organization in its adminis- 
trative role of applying the Regulations and as reported by States in accordance with 
Article 62 of the Constitution of the Organization and Article 13, paragraph 1, of the 

Regulations. For ease of reference the two aspects are consolidated and presented in the 

numerical order of the articles of the Regulations. 

GENERAL ASPECTS 

Position of States and territories under the International Health Regulations 

4. Information on the position of States and territories under the International Health 
Regulations (1969) at the time of entry -into -force (1 January 1971) was published in 
Weekly Epidemiological Record, 46, No. 1/2 of 8 January 1971, and communicated to States on 

5 February 1971 (C.L.3.1971) in compliance with resolution WHA23.57 of the Twenty -third 

World Health Assembly.2 

THE INTERNATIONAL HEALTH REGULATIONS (1969) 

PART I - DEFINITIONS 

Article 1 

"Infected area" 

5. Under Article 3, paragraph 1, health administrations reporting a disease subject to the 

Regulations shall notify the extent of the infected area, as defined in Article 1. In 

practice, the new criteria laid down in the definition of the "infected area ", which are based 
on epidemiological and demographic considerations, are not taken into account for such 
notifications, and too often the infected area notified is the smallest administrative unit 
of the territory. 

1 
Off. Rec. W1d 11th Org., 

1957, No. 79, p. 493; 1958, No. 

1961, No. 110, p. 31; 1962, No. 

1965, No. 143, p. 41; 1968, No. 

2 
For the situation as on 1 

1954, No. 56 

87, p. 397; 

118, p. 35; 

168, p. 51; 

January 1972 

, p. З; 1955, 

1959, No. 95, 

1963, No. 127 

1969, No. 176 

No. 64, p. 1; 1956, No. 72, p. 3; 

p. 471; 1960, No. 102, p. 35; 

, p. 27; 1964, No. 135, p. 29; 

, р. 127; No. 193, p. 124. 

, see Appendix 1. 
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6. In view of the above, the Government of Romania reports that it has decided to require 

a cholera vaccination certificate from all persons arriving from a country any parts of which 
are infected. 

7. The Government of Bulgaria proposes that the definition be amended so that the whole 
territory of a country, any part of which is infected, be considered as infected, this 

proposal being based on the fact that it is impossible to establish from the passport whether 
or not a person coming from a country reporting a disease subject to the Regulations has been 
in the infected area. 

8. The Government of Italy reports: 

As concerns the difficulties encountered, the impossibility should be noted of applying 
the definition of "infected area ", which is based on epidemiological principles and need not 
correspond to administrative boundaries. The difficulty arises from the fact that the origin 
of travellers is established by checking their passports, which are issued in accordance with 
administrative principles. Consequently, it is necessary to consider the whole country of 

which the area forms part as an "infected area ". 

A study of the 1972 edition of the WHO publication Vaccination Certificate Requirements 
for International Travel shows that some 40 other countries are faced with the same problem. 
It is therefore considered that a revision of the Regulations to allow for this may be 
necessary. Other provisions, too (see Article 7 paragraph 2), should be amended, since 

they do not correspond to international epidemiological requirements. 

The Committee recommended that the definition of an infected area which is soundly 
based on epidemiological principle should not be altered. The Committee considered that 
its decision to alter the articles on cholera will remove, or very largely diminish, the 

problems which have caused the difficulties reported.1 

The Committee recommended that the following definition of preventive medication be 
included: "preventive medication" means mandatory administration of antimicrobial or anti - 
parasitic drugs to international travellers for the purpose of preventing the spread of 
infection. 

The Committee recommended the redefinition of "airport" in conformity with the 
International Civil Aviation Organization definition of "international airport "; "airport" 
means any airport designated by the Member State in whose territory it is situated as an 

airport of entry and departure for international air traffic, where the formalities incident 
to customs, immigration, public health,2 animal and plant quarantine and similar procedures 
are carried out. 

PART II - NOTIFICATIONS AND EPIDEMIOLOGICAL INFORMATION 

Article З 

9. Several countries mention in their reports the difficulties created by the delayed 
notifications under this article or the lack of official information on the health situation 
in certain countries. 

1 
Items referred to the Committee, p. 33. 

2 
The public health facilities would include those listed in Articles 14 and 19. 
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10. The Government of Bulgaria proposes that countries should be reminded of their obligation 
to notify rapidly the Organization of the occurrence in their territory of any disease subject 
to the Regulations, and that the measures to be taken against those countries not fulfilling 
their obligations should be discussed. 

11, Netherlands. The Government reports: 

In a letter of 17 November 1971, No. 1.I.4572, the Netherlands Director -General of Public 
Health received a copy of the notification of the Ministry of Public Health in Bangkok, in 

which the Minister of Public Health of Thailand declared the Malaysia Federation to be 

contaminated with smallpox. 

Thailand goes beyond what is laid down in the International Health Regulations. Only 
the health administration of the country concerned can declare a country to be contaminated 
by one of the four "quarantinable" diseases. 

In very exceptional cases WHO may declare a country or an area to be contaminated. 
Moreover, WHO has not reported any cases of smallpox from 'Malaya in the past months. 

The Committee took note of the complaints made by Member States and draws the attention 
of governments to the provisions of Article 106. 

Article 7 

12. Italy. The Government reports: 

Paragraph 2 of Article 7 lays down that an "infected area" may be considered as free 

from infection when a period of time equal to at least twice the incubation period of the 

disease, as provided in the Regulations, has elapsed since the last case identified has 

died, recovered or been isolated, but in the case of the cholera eltor pandemic, a period 

of 10 days is quite insufficient to guarantee the extinction of the focus of infection. 

The uselessness of this provision is clearly demonstrated by the fact that in recent months 

some countries have been declared "infected" and "free from infection" at least three or 

four times during a few weeks. 

The Committee took note of the comments of the Government of Italy and agrees that, 

in countries where the disease is endemic, the definition of the state implied by the 
description "free from infection" is difficult. In other countries, however, the definition 
is useful. The Committee drew attention to Article 7, sub -paragraph 2(a), which states that 
the period of time required to elapse since the last case should be at least twice the 

incubation period of the disease, allowing for the necessary measures of prophylaxis as 
prescribed in paragraph 2 of this article. 

Article 11 

13. Epidemiological notes on diseases subject to the Regulations, diseases on international 
surveillance and other communicable diseases were published in the Weekly Epidemiological 

Record. With the cooperation of several health administrations, which authorized the 

Organization to reproduce or summarize notes published in their national communicable disease 

reports, a variety of notes were published on the following subjects: adenovirus infections, 

African tick typhus, anthrax, botulism, brucellosis, cholera (including a 1970 review 

article), coxsackie infections, dengue haemorrhagic fever, diphtheria, echinococcosis, 

echovirus infections, encephalitis, enterovirus, E. coli surveillance, food -borne disease, 

food poisoning, gastroenteritis, giardiasis, haemorrhagic fever, hand, food and mouth disease, 

hepatitis, hydatid disease, immunization survey (1970), imported diseases, influenza 

(including summary reports for the influenza season), leprosy, leptospirosis, listeriosis, 
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louse -borne relapsing fever (1970 review article), malaria (including a report on the status 
of malaria eradication published twice a year, and the yearly issue of a map showing the 

distribution of the disease), measles, meningitis, mycoses, onchocerciasis, plague, polio- 

myelitis (including a 1970 review article), psittacosis, rabies, rubella, salmonella and 
shigella surveillance, smallpox (including surveillance reports published at three -weekly 
intervals), tetanus, toxoplasmosis, trichinosis, tuberculosis, typhoid fever, typhus, 

venereal disease, Warfarin resistance in rats, whooping cough, yellow fever (including a 

1970 review article). 

The Committee noted with appreciation the high quality of the Weekly Epidemiological 
Record. It also recognized the great value of the guides of epidemiological surveillance 
which had already been produced and looked forward to others in the future. The Committee 
welcomed the new arrangements for the dissemination of information by reply -telex and 
approved a draft of a new Annex IV to the International Health Regulations.1 The Committee 
emphasized the need for rapid reporting and the desirability, where possible, of simultaneous 
release of information by the reporting country to press agencies and WHO. It also 
recognized the duty of individual governments to make vital information known to its own 
people in the public interest. 

The Committee stressed the advantages of good cooperation with the press in the supply 
of timely and accurate information. 

14. In its resolutions WHA22.47 and WHA22.48, the World Health Assembly made it incumbent 
upon the Organization and Member States to institute epidemiological surveillance on the 
international and national level of selected communicable diseases (viral influenza, paralytic 
poliomyelitis, louse -borne typhus, relapsing fever, malaria, in addition to the four diseases 
subject to the Regulations). Tb assist governments in improving existing surveillance 
activities and in implementing new ones, epidemiological surveillance guides were prepared 

and published in the Record on the following diseases: cholera, influenza, malaria, polio- 
myelitis, typhus, yellow fever. 

The comments and suggestions of governments, based on operational experience with these 
guides, would permit periodic reviews of these documents. 

15. The annual publication Vaccination Certificate Requirements for International Travel 
was issued at the beginning of 1971 and 1972, It gave the situation as on 1 January of each 

year. As usual, amendments to this publication were published in the Weekly Epidemiological 

Record. Lists of amendments were issued for those addressees who do not receive the Record 

(nine lists were issued in 1971). -т 
16. The Daily Epidemiological Radiotelegraphic Bulletin, one of the means through which 

information concerning the occurrence of diseases subject to the Regulations had been 

disseminated, was discontinued on 1 February 1972. This decision was based on a cost - 

effectiveness assessment which revealed that, while this service was considered of use by 
very few governments, its cost to the Organization was about to increase considerably and 
thus to become out of proportion to its usefulness. In his letter C.L.45 of 22 December 
1971, communicating this decision to Member States, the Director -General informed them that 
the following steps had been taken so that they continue to be informed, with the least 
possible delay of the occurrence of diseases subject to the Regulations: 

1 See Appendix 3 to this report. 
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(a) one copy of the WHO Weekly Epidemiological Record will be sent to each national 
health administration by the fastest means; and 

(b) all notifications received in WHO headquarters will be communicated daily to 
the WHO regional offices which will stand ready to provide, by telex or telegram, any 
information requested by national health administrations in the countries of each region. 

17. The Government of Italy reports: 

As concerns the decision to abolish the daily epidemiological radiotelegraphic bulletin, 
it must be stressed that, to ensure the immediate adoption of international prophylactic 
measures, it is essential for WHO notification to be made as soon as possible. Otherwise, 
the provision imposing on Member States the immediate notification to the Organization of 
diseases subject to the Regulations would also be useless. 

Consequently, we suggest that telegraphic communication be maintained and that the 
epidemiological information given be more detailed, so as to enable the competent national 
authorities to adopt the preventive measures called for in any particular circumstances. 

18. This subject was raised at the Twenty -fifth World Health Assembly by various delegations 

who stressed, inter alia, the importance of the successful implementation of the WHO reporting 

system, it being understood that rapid reporting from Member States to WHO was the essential 
first step in this system. It was also emphasized that Member States should cooperate to 

ensure that information was not released by National Health Administrations to the press 

prior to informing WHO. 

Article 13 

19. In accordance with Article 13, paragraph 1, of the Regulations and Article 62 of the 

Constitution, the following 93 States and Territories have submitted information concerning 

the occurrence of cases of diseases subject to the Regulations due to or carried by inter- 

national traffic, and /or the functioning of the Regulations and difficulties encountered in 

their application. 

Annual reports received 

from the following States or Territories 

for the period 1 January - 31 December 1971 

Angola 
Antigua 

Argentina 

Australia 
Bahrain 

Barbados 
Belgium 

Bolivia 
Brazil 

British Honduras 
British Solomon Islands 

Protectorate 
British Virgin Islands 

Bulgaria 

Canada 

Cape Verde Islands 
Ceylon 

Chile 

Colombia 

Comores 

Costa Rica 

Cuba 

Cyprus 

Czechoslovakia 
Dahomey 
Denmark 
Dominican Republic 
Egypt 



El Salvador 

Faroe Islands 
Federal Republic of Germany 
Fiji 

France 

French Polynesia 

French Territory of the Afars and the Issas 

Gibraltar 

Gilbert and Ellice Islands 

Greece 

Greenland 

Guinea 
Guyana 
Hong Kong 
Hungary 
India 

Iran 

Ireland 

Israel 

Italy 

Jamaica 
Japan 

Kenya 

Khmer Republic 

Macao 
Malaysia 
Malta 
Mexico 
Monaco 
Morocco 
Mozambique 
Netherlands 

including Surinam 

WHO /IQ /73.153 
page 9 

New Caledonia 
New Hebrides 

Nicaragua 

Panama 
Paraguay 
People's Democratic Republic of Yemen 
Poland 

Portugal 

Portuguese Guinea 
Portuguese Timor 
Republic of Korea 
Romania 

Sáo Tomé and Principe 
Seychelles 

Singapore 
Spain 
St Kitts- Nevis -Anguilla 
St Lucia 
St Vincent 
Switzerland 

Syrian Arab Republic 
Thailand 

Trinidad and Tobago 
Turkey 

Union of Soviet Socialist Republics 
United Kingdom 
United Republic of Tanzania 
United States of America 
Venezuela 
Yemen 

Yugoslavia 

Zaire 
Zambia 

PART III - HEALTH ORGANIZATION 

. 20. Japan. The Government reports: 

The Quarantine Law, amended in May 1970 to incorporate the principles of the International 
Health Regulations, came into force the same day as the Regulations - 1 January 1971. 

The main amendments include the strengthening of environmental sanitation measures 
(sanitary control of port areas); the introduction of the radio pratique system and rationali- 
zation of inspection methods to meet the changing pattern of international cargo traffic, due, 
in particular, to the widely increasing use of containerized cargo; and the deletion of typhus 
and relapsing fever from the category of the quarantinable diseases in our country. 

Japan's current measure to control communicable diseases is the modernization of epidemio- 
logical surveillance practices, including the establishment of the serum reference bank. 

Article 14 

The Government of Japan reports that between 1967 and 1971 the Tokyo International 

Airport Quarantine Station sampled the potable water of 317 aircraft selected at random, and 

the results, analysed under the Japanese Standard for Potable Water Examination, are shown 

on the attached Tables 1, 2 and 3. These data revealed the necessity to have international 

standards for potable water used on aircraft. 
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The Committee stressed the importance at airports of the maintenance of high standards of 
purity of drinking water and wholesome food for consumption on aircraft.1 It drew the 
attention of health authorities to their responsibilities under Article 14.2. 

The Committee noted the findings of a survey of potable water from aircraft arriving in 

Tokyo reported by the Government of Japan. It considered that all the factors which would 
have affected the water by the time it was sampled at Tokyo must also be taken into account 
before firm conclusions could be drawn. In particular, without evidence of the condition of 
the containers in the aircraft, the sources could not be incriminated, 

The Committee observed upon the need for special attention to the health education of 

food handlers who are a group of people liable to constant change, and also the need to 

prevent contamination of food and water after being placed aboard, and, in accordance with 
paragraph 3 of Article 14, the safe disposal of food waste and unconsumed food. 

RESULTS OF SAMPLING OF POTABLE WATER CARRIED ON AIRCRAFT 

(1967 - 1971: TOKYO INTERNATIONAL AIRPORT QUARANTINE STATION) 

TABLE 1. ITEMS OF EXAMINATION, THE JAPANESE STANDARD FOR POTABLE 

WATER EXAMINATION, AND NUMBER OF SAMPLES EXAMINED NOT QUALIFYING 
AMONG 317 SAMPLES (183 CONTAINERS AND 134 TANKS) 

Item of examination Standard marks Number of samples examined not qualifying 

pH 5.8 - 8.6 2 (0.60 %) (12 containers: O tanks) 

Potassium permanganate 

consumed 
«10 ppm 60 (18.9%) (43 containers: 17 tanks) 

Ammoniac nitrogen and 

Nitrite nitrogen 
at 

not to be 

identified 

the same time 

93 (29.4% ) (44 containers: 49 tanks) 

Nitrate nitrogen <10 ppm 0 (0%) (0 containers: 0 tanks) 

Chlorine in chloride «200 ppm 9 (2.8 %) (8 containers: 1 tank) 

Hardness <300 ppm 2 (0.6 %) (2 containers: 0 tanks) 

Iron C 0.3 ppm 40 (12.6 %) (22 containers: 18 tanks) 

Total colonies < 100 /1 ml 82 (25.8%) (61 containers: 21 tanks) 

Coliform group 

not to be 

confirmed 
in 50 ml 

77 (24.3%) (73 containers: 4 tanks) 

1 Resolutions WPR /RC23.R5 and R12 of the Regional Committee of the Western Pacific 

Region also refer. 
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TABLE 2. COMPARATIVE RESULTS BY RECEPTACLE 

Description 
Number of 
samples 

Unqualified by 

Physiochemical examination Bacteriological examination 

Container 183 78 containers (42.6%) 84 containers (45.9 %) 

Tanks 134 65 tanks (48.5%) 24 tanks (17.9 %) 

TABLE 3. COMPARATIVE RESULTS BY WATER SUPPLY STATION 

Name of 
station 

Number of 
samples 

Number of samples not qualifying by the Japanese standard 

for potable water examination 

Total 
Ву physiochemical 

examination 
By bacteriological 

examination 

HKG 83 56 ( 68.8%) 47 ( 56.5%) 35 ( 42.1 %) 

'NL 40 21 ( 52.5%) 12 ( 30.0 %) 16 ( 40.0 %) 

TУO 39 12 ( 30.8 %) 10 ( 25.7 %) 4 ( 10.7 %) 

ANC 35 17 ( 48.6 %) 11 ( 31.5%) 10 ( 28.6 %) 

ТРЕ 24 15 ( 62.5%) 12 ( 50.0 %) 7 ( 29.2 %) 

SEL 23 15 ( 65.3%) 15 ( 65.2%) 6 ( 26.1 %) 

MNL 14 9 ( 64.3 %) 7 ( 50.0%) 7 ( 50.0 %) 

вкк 10 9 ( 90.0%) 8 ( 80.0%) 8 ( 80.0%) 

OKA 9 2 ( 22.2%) 2 ( 22.2 %) 0 ( 0% ) 

MOW 8 8 (100.0%) 8 (100.0 %) 7 ( 87.5 %) 

SFO 5 9 ( 60.0%) 3 ( 60.0%) 1 ( 20.0%) 

SEA 4 3 ( 75.0%) 3 ( 75.0 %) O ( O% ) 

LAX 4 4 (100.0%) 1 ( 25.0%) 3 ( 75.0 %) 

GUM 3 0(0%) O ( 0% ) 0(0%) 
YVR 3 1 ( 33.3%) 0 ( O% ) 1 ( 0% ) 

FAI 1 0(0%) 0 ( 0% ) 0(0%) 
SIN 1 0(0%) 0 ( 0% ) 0(0%) 

ZRH 1 1 (100.0%) 1 (100.0%) 1 (100.0 %) 

Unknown lO 4 ( 40.0%) 3 ( 30.0 %) 2 ( 40.0 %) 

Total ¡ 317 180 ( 56.8 %) 143 ( 45.1%) 108 ( 34.0%) 
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Article 19 

The Committee considered that the phrase "sanitary airport" was misleading and decided 
to recommend that the word sanitary should be deleted. It recommended that the word "airport" 
be redefined as indicated in Article 1 using the definition of the International Civil 
Aviation Organization. 

Article 19, paragraph 1, should be deleted and the word "sanitary" in paragraph 2 
(the new paragraph 1) should be omitted. The word "shall" should be replaced by "should ". 

Articles 21, 22, 43 and 80 should omit the word "sanitary" each time it appears in the 
phrase "sanitary airport ". 

The Committee considered the use made of the lists required in Article 21 and concluded 
that there was insufficient justification for continuing the requirement for a list of 
airports designated under the International Health Regulations, including airports with 
direct transit areas. It therefore recommends the deletion of sub -paragraphs 1(b) and 1(c) 
of Article 21. 

Article 23 

21. Paragraph 2 provides that health administrations shall notify the Organization when 
and where facilities for the application of the Regulations are made available at frontier 
posts on railway lines, on roads and on inland waterways. 

No notification relating to this provision has been received. 

PART IV - HEALTH MEASURES AND PROCEDURE 

Chapter I. General provisions 

Article 24 

22, At its sixteenth session, the Committee requested that a report be prepared on the 
operation of articles 24 and 97, as the view had been expressed by a government that provisions 
of these articles were in conflict. 

The Committee took note of the fact that Article 97 is one of the measures permitted 
by the Regulations and considered therefore that there was no conflict with Article 24. 

Chapter II. Health measures on departure 

Article 31 

23. Bulgaria. The Government is of the opinion that paragraph 1 should be amended to read 
as follows: 

"1. The health authorities of the country as a whole shall not permit departures from 
the infected area of any infected person, suspect or contact." 

Article 31, paragraph 2 

The Committee recommended that this should remain unchanged in respect of cholera, 
notwithstanding the provisions of the proposed Article 63. The Committee did not consider 
that there should be any discouragement to the health authority of an infected area to 

minimize the export of communicable disease. Nevertheless, the Committee hoped that health 

authorities would recognize that paragraph 2 of Article 31 is permissive and should not be 

used to excess. 
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Chapter IV. Health measures on arrival 

24. Australia. The Government reports that the number of persons arriving by air with 

invalid or with no vaccination certificates continues to increase: 8584 persons were 

vaccinated against smallpox and 693 against cholera, and it was necessary to detain in 

isolation 208 passengers who refused vaccination on arrival. 

25. France. The Government reports': 

The difficulties encountered during this period in applying the Regulations are of two 

kinds: on the one hand, the lack of official epidemiological information on the health 

situation in certain countries; on the other, the very large number of travellers coming, 

or passing through France during the summer holidays. 

26. Netherlands. The Government reports as follows (comments from the Municipal Medical 

and Health Service, Amsterdam): 

"However, under Section 27.2 of the Quarantinable Diseases Act it occurred eight 

times that patients suffering from diarrhoea were admitted to the Isolation Department 

of the 'Wilhelmina Gasthuis' (a hospital in Amsterdam), because the possibility of 
cholera could not be disregarded on account of epidemiological and clinical data. In 

all these cases the results of the bacteriological examination for cholera were negative. 

Moreover, two patients suffering from febris e causa ignota were admitted to the 
hospital. They were diagnosed and it was found that one of them had an infection of 
the urinary tract. The other case was diagnosed as dysentery type Sonne. 

In one case the captain of an airplane coming from Palma reported that a child 
suffering from smallpox was on board his plane. The smallpox expert, who for the sake 

of safety had been warned in consultation with the medical officer concerned, diagnosed 
varicellae. 

Three hundred and fifty -two persons were placed under medical surveillance. Thirty - 
one of them, including babies, came from areas which had been declared to be contaminated 
with smallpox. One woman, coming from Bombay, had not been revaccinated, as she was 
pregnant. Two persons coming from Djakarta were revaccinated at the airport and they 
were placed under medical surveillance. 

The vaccination certificates of two persons had not been filled in properly. 
Thirteen others could not produce their certificates, but they could reasonably be 
expected to have been vaccinated. The five other persons placed under medical 
surveillance came from Karachi, India, Brazzaville, Djakarta and Sumatra via Djakarta 
respectively and they were going to Amstelveen, Amsterdam, Bilthoven, Den Bosch and a 

monastery at Denekamp. 

Moreover, with regard to 189 persons, who could not produce valid smallpox 
vaccination certificates, teleprints were sent to London (21), Manchester (2), Glasgow, 
Paris (4), Brussels (1), Rome, Milan and Frankfurt (1), Dusseldorf (2), Hamburg (1), 

Copenhagen (1) and Oslo. The numbers between brackets relate to persons coming from 
contaminated areas (total number: 33)." 

Article 36 

The Committee emphasized the need for officers in command of aircraft and ships to 
make known as long as possible before arrival to airport and port authorities, any case of 
illness aboard, in the interest of the patient and the health authority and to facilitate 
the clearance of the aircraft or ship. 
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The Committee recommended that the Director -General should communicate with the 
International Trade Associations concerned with air and sea travel requesting that this need 
should be brought to the notice of officers in command of aircraft and ships (especially in 
view of the increasing use being made of radio pratique at sea). 

PART V - SPECIAL PROVISIONS RELATING TO EACH OF THE DISEASES SUBJECT TO THE REGULATIONS 

Chapter I. Plague 

27. United States of America. The Government reports: 

Two indigenous non -fatal cases of bubonic plague were reported in the United States of 
America during the reporting period. Both cases occurred in remote areas of no significance 
to international travel. In both cases, appropriate investigations and preventive measures 
were taken. 

The first case occurred in a 26- year -old female resident of rural McKinley County, 
New Mexico. Onset was on 30 July, four days after the woman had caught and skinned two 
prairie dogs. Yersinia pestis was isolated from blood cultures of the woman. 

The second case occurred in a 10- year -old male resident of rural Umatilla County, 
Oregon. Onset was on 5 August. Y. pestis was initially demonstrated by the fluorescent 
antibody procedure and later confirmed by culture. 

Surveillance programmes 

(a) Tacoma, Washington area 

Y. pestis was isolated from fleas obtained from Norway rats (Rattus norvegicus) trapped 
in a semi -rural area of Tacoma, Washington, in January 1971. A consultant from the World 

Health Organization was requested by the United States to participate in the investigation. 
The source of infection was thought to be related to a spill -over of infection from a wild 

rodent focus. Comprehensive monitoring of rodents and fleas at the Port of Tacoma has been 

consistently negative for plague. Appropriate surveillance and preventive measures were 
taken. 

The intensity of the surveillance activity, both preceding and subsequent to the 

demonstration of infected fleas in January provided a sound basis for concluding that 

epizootic plague was not occurring in Tacoma and has not occurred there since 1944. 

The Committee noted with approval the use made of the valuable specialist services 

available from WHO. 

(b) Other areas 

Ongoing surveillance of rodents and fleas in other areas revealed isolated foci of 

enzootic sylvatic rodent plague in rural New Mexico, Colorado, Arizona and California. 

These areas are not of significance to international travel. 

Instead, the identification of infected fleas reflects the interest of health authorities 

as well as the intensity and completeness of the surveillance procedures. Furthermore the 

surveillance procedures provide a basis for appropriate prophylactic actions. 
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Chapter II. Cholera 

28. Angola. The Government of Portugal reports: 

It was confirmed that the seventh cholera pandemic reached the province through a 
clinical case registered at Luanda, the laboratory diagnosis having shown that the V. cholerae 
biotype eltor serotype Inaba was involved (eltor cholera vibrio).1 

In Benguela cases were also notified, the causative agent being of the same type. 

So far it is not known how the vibrio was introduced into Angola. 

The provisions of the IHR were complied with by informing WHO by cable. 

Although there is an increase in international traffic, (it must be remembered that a 
large part of it crosses the land frontiers and escapes control), difficulties have not 
arisen in the application of the new Regulations. 

29. Bulgaria. The Government reports: 

Bulgaria is paying great attention to measures of international health, in accordance 
with the Regulations. With a view to preventing the importation of cholera all foreign 
citizens arriving from countries which contain infected areas are given medical advice free 
of charge and also free medical care in case of need. 

Arrangements have been made for medical observation over a period of five days from the 

day of departure from the country concerned for Bulgarian citizens arriving from countries 
containing infected areas. Free vaccination, if they so wish, is provided at the 

vaccination centres for all foreign citizens in transit through Bulgaria on the way to 

countries where quarantinable diseases are occurring, and also for persons living in Bulgaria. 

30. The Government of Dahomey reports that cholera infection was first introduced through 

the western frontier at the beginning of December 1970. 

31. Federal Republic of Germany. The Government reports that one case of V. cholerae 

biotype eltor serotype Ogawa was imported to West Berlin. It was notified to the 

Organization of 4 October 1971.2 

32. France. The Government reports: 

Three cases of quarantinable disease connected with international traffic were noted 

on French metropolitan territory.2 These were three cases of V. cholerae biotype eltor 

serotype Ogawa which occurred under the following circumstances: 

1. On 6 September a dysenteric syndrome developed in a woman aged 29 years who had been 

living at Hendaye for a month and a half. She had not been vaccinated and was a vegetarian. 

She made frequent trips to Spain, but had had no known contacts with any person coming from 

an infected country. The diagnosis was confirmed on 13 September, V. cholerae biotype 

eltor serotype Ogawa being involved. 

1 This first case was notified on 31 December 1971. 

2 
See Appendix 2 of this report. 
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2. In Toulouse, a man aged 43 years, who had arrived by plane from Barcelona on 11 September, 
was hospitalized on 12 September. He had not been vaccinated. The diagnosis was confirmed 
on 14 September: V. cholerae biotype eltor, serotype Ogawa. 

3.. A man aged 49 years who had lived for some time at Douala (Cameroon) showed the first 

attenuated symptoms of the disease on 10 September. After returning to France by air on 
11 September, he was placed under surveillance. He had been vaccinated against cholera in 

June 1970. The diagnosis was confirmed on 17 September and showed that a V. cholerae bio- 
type eltor serotype Ogawa was involved. 

None of these three cases gave rise to secondary cases. 

33. French territory of the Afars and the Issas. The Government of France reports: 

During the year 1971 two quarantinable diseases affected the territory: cholera and 

smallpox. No case of these diseases was imported by air or sea; several cases, however, 

were manifestly imported overland, from neighbouring territories, either by train or by 

caravans. 

On 12 January, a "Somalo- Ethiopienne" Issa woman coming from Abdelcader, in the region 

of the three frontiers, who had entered the territory illegally when in the incubation phase 

of the disease, was hospitalized. The diagnosis was bacteriologically confirmed by stool 
culture on 15 January. 

On 9 February, a routine stool culture made in the case of a young woman in hospital 

proved positive. She was in fact a carrier of the disease. This person, originally from 

Mille (Ethiopia) and coming from Manda (Province of Wollo) had entered the territory by the 

northern frontier caravan route and had been in hospital since 3 February for splenomegaly 

and poor general condition. 

On 2 June, a man coming from Hargeisa, Republic of Somalia, was hospitalized for a 

suspicious form of diarrhoea, confirmed as cholera on 3 June. 

On 5 June, an infant arriving from the Republic of Somalia and infected with cholera 

died before receiving any treatment (cholera confirmed post mortem). This case gave rise 

to a limited focus in which seven persons, including six children, contracted the disease. 

On 18 October, in the course of a check up in the Bal -Bala district, a woman was found 

with a suspicious illness which proved to be cholera. The patient came from Aysha (Ethiopia) 

and had arrived in the territory four days before. 

Measures taken: mass vaccination campaign for cholera, frontier control and installation 

of quarantine stations during the cholera epidemic. 

34. Israel. The Government reports that during the year there was only one case of cholera. 

It occurred in Hebron (Western Bank) in June. 

35. Morocco. The Government reports that 56 mild cases of V. cholerae biotype eltor were 

reported in the Province of Nador at the beginning of July. 

36. People's Democratic Republic of Yemen. The Government reports that the country was 

affected by the cholera pandemic in September 1971. Kamaran Island (Red Sea) was infected. 

The Organization was informed on 29 September; the island was declared free on 18 October. 
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37. Poland. In connexion with the case of cholera imported into West Berlin on 1 October, 
the Government of Poland reports that the patient travelled from Paris to West Berlin abroad 
a Polish aircraft, Notification of the case was received on 5 October, bacteriological tests 
were immediately undertaken and all passengers flying in that aircraft on 1 October and the 
following days (until disinfection had been carried out) were placed under surveillance. 
Due to the delayed notification, the measures applied to passengers and their close contacts, 
could be undertaken only after the incubation period was over. The names of the passengers 
were reported to WHO and to the counties concerned. It should be noted that difficulties 
arose due to lack of details on the airline passenger lists. 

The Government of Poland requests the Organization to take the necessary steps towards 
the introduction of more details in airline passenger lists. 

The Committee recognized the difficulties involved in tracing passengers from aircraft 
flights, where this is necessary for epidemiological investigation, caused by the inadequacy 
of the information available from passenger lists and landing cards where these are used. 
The operation frequently necessitates the use of the information media. Nevertheless, the 
Committee did not consider that it could usefully recommend any change in present aircraft 
passenger documentation practice. 

38. Portugal. The Government reports that excessive measures were taken against arrivals 
from Portugal when cases of cholera were observed in the country and notified to the 
Organization. 

The Government suggests that cholera measures should be considered by the Health Assembly, 
in view of the inadequate protection given by the vaccination and the unjustifiable measures 
imposed by some health administrations. 

39. Spain. The Government reports: 

The application of the Regulations by the Spanish Health Authorities has posed no problem 

whatsoever. This statement is perhaps sufficient to make clear that we regard the drafting 

of these Regulations as completely successful. 

Nevertheless, we may perhaps take advantage of this opportunity to summarize certain 

actions on the part of health authorities of other countries, connected with the appearance 

of a few cholera cases in Spain and the application of the Regulations to international 

traffic as regards both passengers and merchandise. 

Those proceedings not completely in accordance with the International Health Regulations 

can be summarized as follows: 

1. There is a well founded suspicion that many international certificates of vaccination 

against cholera have been issued in other countries without the holder having first been 

vaccinated. 

2. Sоте countries have required certification of the origin and wholesomeness of fruits 

such as oranges. An elementary knowledge of the survival possibilities of the cholera vibrio 

shows the needlessness of such measures which are so prejudicial to international trade. 

The Committee considered that the embargo of bulk food cargoes is clearly in excess of 

the Regulations. There is ample scientific evidence that the survival of vibrio cholera 

on surfaces of food is insufficient to transmit the disease. 
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3. Difficulties have arisen in establishing a definite policy in regard to cholera 
vaccination. On the one hand, the health authorities have tried to convince the population 
that the cholera vaccine is not very effective, while, on the other, there has been a demand 
for vaccination since this is an obligatory requirement for international journeys. This 
immediately brought about a general request for vaccination and confusion among the public, 
since they could not understand why a measure stated to be not very effective was an inter- 
national requirement of many Member States of the World Health Organization, whose prestige 
is high in Spain. 

4. The excessive requirement for an international certificate was made by certain countries 
bordering on Spain during the period when our country was free from cholera. This application 
was in addition: 

(a) not consistent, since the certificate was requested in certain airports in the 
case of passengers arriving from Spain, whereas it was not requested from travellers 
entering the country by other means; 

(b) prejudicial because in some cases the certificate was demanded without previous 
notification of the World Health Organization or the Spanish authorities. 

5. Passengers coming from Spain have been handed leaflets containing health advice. This 
measure may be admissible when applied without any national discrimination, but is not 
appropriate if carried out with such discrimination. Thus, on the arrival of a number of 
Spanish flights in a certain foreign country these directions were not given to all passengers 
coming from Spain, as would have been understandable, but handed exclusively to Spanish 
citizens, forgetting that foreigners coming from Spain could be equally dangerous. The 
leaflets were distributed whether the recipients came or did not come from the infected area. 

6. Application of chemoprophylaxis to persons coming from Spain and arriving in a 

neighbouring country. This was done by that country in the case of workers, but not other 
population groups, and thus signifies a marked discrimination between different social 
classes. 

7. Requirement of vaccination certificates exclusively from Spanish subjects but not from 

nationals of other countries, a clear national discrimination. 

There are also other questions which might be discussed, such as: 

(a) a clear and definite recommendation by the World Health Organization as regards 
vaccination against cholera; 

(b) investigation of possibilities of chemoprophylaxis; 

(c) investigation of the infective potentialities of the non -agglutinable vibrio and 
of mutation. 

The Committee noted expert opinion that, although NAG vibrio had been a cause of 

cholera -like disease in three outbreaks in India, Czechoslovakia and Sudan, and one outbreak 
aboard an aircraft, there was no evidence that it caused secondary cases; it should 

therefore not as yet be regarded as cholera under the International Health Regulations. 

The Committee considered that such outbreaks should each be investigated to identify the 

types of NAG vibrios responsible and the results should be reported to WHO, so that the 

Expert Committee on Cholera which will meet in 1973 can consider this problem further. The 

Expert Committee will also be able to consider the possibilities of transformations between 

agglutinable and non -agglutinable vibrios and the mutation problem. 
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Nevertheless, in view of the present state of knowledge of this subject it does not 

seem possible to solve problems of this kind and consequently it would appear difficult to 

suggest any changes in the International Health Regulations. 

40. Union of Soviet Socialist Republics. The Government reports that several healthy 

carriers of V. cholerae biotype eltor vibrios were discovered in the country, but they were 

immediately treated and have represented no danger for the spread of the infection. 

41. United Kingdom. The Government reports that three cases of cholera were imported into 

England.' 

42. United States of America. The Government reports that a laboratory acquired case 

occurred in March 1971 in a graduate student working with V. cholerae. 

Article 63 

43. Bulgaria. The Government proposes (a) that vaccination against cholera be obligatory 

for all citizens coming from a country any part of which is infected; (b) that every 

country should have the right to demand cholera vaccination certificates from citizens 

arriving from a country from which the first country has declared that it requires a 

vaccination certificate. If the passenger does not present a valid vaccination certificate, 

the health authorities shall have the right to take measures of quarantine against him. 

44. Netherlands. The following comments have been received from the Government: 

The seventh cholera pandemic, which in 1971 in the European Region of WHO was the 

cause of cholera explosions in Spain, Portugal, Morocco and Algeria, and of sporadic import 
cases in France, Germany, Sweden and England, has caused much confusion with regard to the 

measures taken by the health administrations to prevent cholera from being imported. It 

is recommended that the observations made in this context at the "Conference on Cholera 

Control ", which was held in Copenhagen from 15 -17 December 1971 should be fully endorsed. 

45. United States of America. The Government reports that, effective 12 December 1970, 

the Surgeon General of the United States Public Health Service announced: 

. there is clear evidence that cholera vaccine is of little use in preventing 

the spread of cholera across borders. We have, today, excellent treatment for 

cholera. The only effective method of preventing the spread of the disease is 

improvement of environmental sanitation. Therefore . . . the United States has 

decided there is no reason for our government to require cholera vaccination as a 

condition of entry into the US for travellers coming from an infected area. We 

believe strongly that this move benefits the better understanding of the disease 

at no cost to health. 

. there is every reason to believe there will be sporadic importations into 

this country, but there is no reason to believe that there will be any spread of 

the disease after importation. In spite of some inadequacies in our environmental 

sanitation programs, these programs are still very capable of preventing the spread 

of cholera." 

1 See Appendix 2 of this report. 
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The Committee considered that the amendments it proposes to Part 5, Chapter II, will 

remove many of the problems which have arisen in relation to the International Health 
Regulations in respect of cholera, without affecting their epidemiological efficacy.1 

The Committee recommended that vaccination or preventive medication against cholera 

shall not be required as a condition of admission of any international traveller to a 

territory. 

Chapter III. Yellow Fever 

46. Angola. The Government of Portugal reports as follows: 

In the first half of March 1971, the existence of yellow fever cases in Luanda was 
confirmed, but it was not possible to determine with any certainty how the virus had been 
introduced into the city. 

Among the various possibilities must be included that of the existence of enzootic 
jungle yellow fever in the province. 

This would be at least as likely as the hypothesis that the virus has crossed the 

frontier of northern Angola and become installed at Luanda without having left any trace of 
its passage. 

The investigations being carried out will perhaps clarify the matter. 

The health measures taken to combat the epidemic have not come into conflict with the 

International Health Regulations. 

Appropriate notifications have been made. 

The Committee noted with appreciation the Expert Committee Report on Yellow Fever.2 

It also noted the accumulating evidence that the duration of immunity is considerably longer 

than 10 years, possibly life -long. 

The Committee hoped that sufficient evidence will be available by the time of the next 

Expert Committee for it to be able to elucidate the true duration of immunity induced by 

vaccination. 

Chapter IV. Smallpox 

Article 84 

The Committee considered whether, in view of the progress of the eradication campaign, 

there was still a need to retain paragraph 1 of this Article. 

It recognized that much needless vaccination was performed. 

Nevertheless, it recommended that such a change should be reconsidered at the next meeting 

of the Committee in the light of the situation then. 

1 See p. 33. 

2 
Wld Hlth Org. teche. Rep. Ser., 1971, No. 479. 
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47, French territory of the Afars and the Issas. The Government of France reports that an 
imported case was notified: a man from the Manda Region (Ethiopia) who arrived at Dorra on 
18 November. The source of smallpox was more difficult to determine in view of the length 
of the incubation period. 

Measures taken: a three -year campaign of smallpox vaccination. 

48. The Government of Iran reports that the only disease subject to the Regulations observed 
in Iran in 1971 was smallpox. The Organization was informed on 28 November. 

49. United States of America. The Government reports as follows: 

There was no confirmed case of indigenous or imported smallpox in the United States in 

1971, in spite of an intensified programme of reporting illnesses at ports of entry and by 
local health authorities. 

Specimens from any person reported to have symptoms compatible with smallpox, and for whom 
such a diagnosis could not be ruled out, are handcarried to the Communicable Diseases Center 
for electron microscopic investigation while an epidemiological investigation on the "suspect" 
is carried out. 

Effective immediately a smallpox vaccination certificate as a condition of entry into 
the United States shall be requested only of those persons who, within the preceding 14 days, 
have been in a country reporting a smallpox infected area ... Those persons not in possession 
of a valid smallpox vaccination certificate may be issued a surveillance order and placed 
under surveillance by state and /or local health departments. 

Because of the rapidly declining incidence of smallpox in the world and the vastly 
reduced risk of its being imported into the United States, health officials in the United 
States should consider the discontinuation of compulsory measures as they relate to routine 
smallpox vaccination. 

50. Zambia. The Government sends the following comments: It was reported that 1969 was 
the first year in which Zambia was clear completely of variola major. During 1970, two 

imported cases were dealt with and during 1971 . . . no further cases of this disease have 
been recorded. This was considered an outstanding achievement and the Organization was 
thanked for the assistance given in dealing with this disease. 

The Committee noted the remarkable success of the worldwide smallpox eradication 
programme to date. With success so near there may be temptations to lessen the efforts, 
particularly surveillance in areas now free of the disease. It is essential that all 
suspected cases be investigated and a definitive diagnosis made. In those countries where 
transmission is still occurring, every effort to interrupt transmission must be maintained 
and, in addition, health authorities in those countries should recognize their responsibility 
to ensure that individuals leaving their country are adequately vaccinated. 

PART VI - HEALTH DOCUMENTS 

Article 92 

51. The Government of Argentina reports that a number of vaccination certificates are not 

issued on the international forms and that the validity period mentioned on such certificates 

is sometimes longer than that provided for in the Regulations. 
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52. Barbados. The Government reports as follows: 

Only one difficulty was experienced in applying the Regulations and this was connected 
with signing the International Vaccination Certificates. Though the Regulations require 
that vaccination certificates be signed in his own hand by a physician, it has been the 
practice for many years to permit persons trained in vaccination techniques, usually public 
health nurses, to sign the certificates which are subsequently stamped with the official 
stamp. The persons authorized to sign these certificates are appointed public vaccinators 
under the laws of the country. On one occasion such a certificate was not accepted in 

another country. 

This matter was referred to the Chief Medical Officer, Epidemiological Surveillance of 
Communicable Diseases, strongly recommending that the footnote relating to signing of 
vaccination certificates be amended by substituting for the words "medical practitioner" the 
words "vaccinator approved by the health administration of the territory in which the 
vaccination is performed ". 

The Committee recognized the difficulties caused in some Member States by paragraph 3 
of Article 92 repeated in the footnote to the International Health Regulations, Annex VIII. 

The Committee therefore recommends amendments of Article 92, paragraph 3, to read 
"International certificates of vaccination must be signed in his own hand by a medical 
practitioner or other person authorized by the national health administration. His official 
stamp is not an accepted substitute for his signature ".1 

53. The Government of Bulgaria reports that the vaccination certificates issued in certain 

countries are not always completed in English or in French; it suggests that health 

administrations should be reminded of their obligations under this article. 

54. Japan. Having experienced many cases of incomplete vaccination certificates amongst 
arrivals from foreign countries, Japan checked on the accuracy of 18 737 international 
certificates of vaccination against smallpox amongst crew and passengers aboard 433 ships 
selected at random from 1107 ships arriving from abroad at the port of Yokohama from 
6 January - 31 March 1971. The result indicates that 13 217 certificates (71 %) were invalid - 

because of the expiration of the validity period, use of incorrect models, absence of the 

approved stamps, or absence of signature and /or date of birth of the holder. Japan considers 
it is desirable for each health administration to correct this situation by giving proper 
guidance. 

Recently, the number of international travellers arriving in Japan 
of exemption from vaccination issued under the provisions of Article 92 
been increasing, to avoid the occurrence of severe side reaction after 
accepts such certificates, issued by any country, presented by arrivals 

with a certificate 
, paragraph 7,2 has 
vaccination. Japan 

at sea and airports. 
However, they understand that some countries, e.g. Australia, do not accept these certificates 
from arrivals by air, and refuse entry to persons having no vaccination certificate even if 

coming from a smallpox non -infected area. Japan recommends that steps are taken so that 

such certificates, which are endorsed by the health authority concerned, should be accepted 
by all health administrations to avoid the occurrence of friction. 

It is felt desirable that some steps be taken so that such certificates, which are 

endorsed by the health authority concerned, should be admitted by each health administration 
for avoiding the occurrence of friction. 

1 See Appendix 6 of this report. 

2 
See "Contraindications to vaccination in relation to international traffic ", p. 25 

and Appendix 5. 

I 
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The Committee observed on the continuing need to instruct those responsible for making 

out certifications according to the form prescribed by the International Health Regulations. 

PART VII - CHARGES 

Article 95 

55. Netherlands. In its report, the Government includes the following comments from the 

Royal Netherlands Shipowners Association: "Difficulties were experienced with the application 
of the Regulations in Iran, where quarantine fees had to be paid for all ships with retro- 

active effect from 3 December 1969. This matter was submitted to WHO". 

The Committee1 noted the continuing complaints arising from excessive measures and drew 

the attention of Member States to Article 106. 

The Committee agreed that fines should not be imposed upon aircraft operators who might 

be found carrying passengers who did not possess the valid vaccination certificates required 

by a Member State. 

The Committee reaffirmed that no charge should be made by a health authority for any 

medical examination required by the International Health Regulations, including vaccination 

and associated certification whether carried out in normal working time or outside normal 

working hours in accordance with the provisions of Article 95, paragraph 1. 

PART VIII - VARIOUS PROVISIONS 

Article 97 

56. Bulgaria. The Government reports as follows: 

The question of migrant workers is posing a serious problem in connexion with their 

transit through our country. 

Experience shows that by carrying out rational measures of frontier control and ensuring 

exemplary sanitary cleanliness at points of entry and departure and on the important roads 

in regard to transit passengers, and also by providing free medical care of a high standard, 

the risk of infection being imported can be considerably reduced. In regard to this category 
of passengers the basic measures are the preventive ones which have to be taken, particularly 
if there is cholera infection in this country. 

During the last few years hippies and hitch -hikers have posed a serious problem in 

Bulgaria. Particularly when they are returning from Asia they are nearly always infected 

with parasites. In view of this the Ministry of Health has been forced to open posts for 

eliminating parasite infections. It is considered that WHO should regulate this or take 

other measures in regard to these persons. 

The Committee noted the arrangements made by the Government of Bulgaria to offer medical 

services of a high standard for travellers in transit through that country, but pointed out 

that such services cannot be imposed on travellers under the International Health Regulations, 

nor do the International Health Regulations apply in respect of diseases other than those 

subject to the Regulations. 

1 Off. Rec. W1d 11th Org., No. 56, p. 56; No. 72, p. 37; No. 95, Annex 1, 486, 

No. 193, p. 134. 
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Articles 97 and 24 

57. At its sixteenth meeting, the Committee requested that a report be prepared on the 
operation of these two articles, as the view had been expressed by a government that the 
provisions of Article 97 were in conflict with those of Article 24.1 

The difficulties referred to the Organization in the past years concerned the excessive 
measures taken by the Government of Saudi Arabia under Article 97 (Article 103 of the 1951 
Regulations). This question was examined by the Committee on several occasions and comments 
were included in its seventh, eighth, ninth and fifteenth reports (Off. Rec. Wld 11th Org., 
Nos. 102, 110, 118, 176). 

Article 97, paragraph 2, provides that agreements concluded between states concerning 
additional health measures to be applied to the categories of travellers mentioned in 
paragraph 1, should be communicated to the Organization. The Organization has been notified 
of the conclusion of an agreement between Pakistan and Saudi Arabia, between the United States 
of America and Mexico and between France and Italy. 

Article 98 

58. Bulgaria. The Government reports as follows: 

In 1971 there was a meeting with representatives of the Ministry of Health of Romania, 
as a result of which agreement was reached for rapid exchange of information in regard to 
quarantinable diseases. 

The Ministry of Health of Bulgaria and the Ministry of Health of Turkey have reached an 
a protocol out of appropriate measures for the prevention 

of cholera. The following measures are taken when this infection arises in either of the 
two countries and after it has been eliminated: 

(1) direct and rapid exchange of information between the two countries; 

(2) improvement of sanitary and epidemiological surveillance in restaurants and 
hotels where tourists of both countries stay; 

(3) appropriate measures to prohibit the further movements of persons from infected 
areas into the neighbouring country without prior clinical examination, microbiological 
investigations and a vaccination certificate; 

(4) as far as possible, arrangements for the movement of means of transport and 
containers from infected areas into the other country through uninfected areas or, if 

possible, arrangements for passage in transit through the infected area. 

59. Hong Kong. The Government reports that a special agreement was concluded with Macao 
to the effect that, whilst the two territories remain uninfected with cholera or smallpox, 
requirements for valid vaccination certificates for these two diseases may be dispensed with 
for travellers between Hong Kong and Macao and vice -versa. 

In case of infections, appropriate health documents will be required of travellers 
from the infected area depending on discovery of a case of cholera or smallpox or both. 

The date of implementation of such an agreement is 1 June 1972. 

60. The Government of the United States of America reports that Mexico, Australia and 
New Zealand were added to its list of areas exempt from all quarantine inspection requirements, 
and that negotiations are under way with each of these countries for a reciprocal agreement. 

1 Off. Rec. Wld 11th Org. No. 193, p. 142. 
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APPENDIX 2 (INTERNATIONAL HEALTH REGULATIONS) 

61. Netherlands. The Government reports the following (comments received from the Royal 

Netherlands Shipowners Association): 

"On 25 November 1971, the MS "Marne Lloyd" of one of our members experienced 

difficulties at Lourenço Marques with regard to the six months' period of validity of the 

international vaccination certificate against cholera. According to the health 

authorities of the port of Lourenço Marques this period of validity had been fixed at 

four months and, accordingly, 11 members of the crew, whose vaccinations were still valid 

for at least three to four weeks, were re- vaccinated against cholera. The WHO in 

Geneva has not been notified of this measure taken by the health service in Mozambique." 

APPENDICES 2 AND 4 (INTERNATIONAL HEALTH REGULATIONS) 

Approved stamps 

. 62. The Government of Bulgaria proposes that the approved stamps be standardized. 

The Committee) considered again the possibility of progress towards uniformity of 
approved stamps and the production of a catalogue of such stamps. The difficulties were 

recognized and no new arguments were brought forward to lead the Committee to consider that 

it could take any useful fresh initiative, although the desirability of greater uniformity 

within States, where possible, was recognized. 

APPENDIX 4 (INTERNATIONAL HEALTH REGULATIONS) 

The Committee considered the length of the validity of a certificate of vaccination in 

the light of evidence that immunity induced by vaccination might last longer than three 

years. 

It noted that, at the present critical stage of the eradication campaign, it would not 

be wise to confuse the situation by such an alteration and it accordingly recommended no 

change at present. 

The Committee noted the Expert Committee's statement that smallpox and yellow fever 

vaccines could be administered simultaneously if given at different sites, e.g. using 

opposite arms. 

OTHER MATTERS 

Contraindication to vaccination in relation to international travel 

63. Bulgaria. The Government is of the opinion that this question should be regulated, 

and that a list of contraindications in regard to various types of vaccinations be published 

and revised once a year. 

The Committee expressed its appreciation for the Second Report of the Expert Committee 

on Smallpox Eradication2 and noted the opinions expressed on the contraindications to 

smallpox vaccination which it approved. The Committee recommended that they be added to 

Annex VII of the International Health Regulations.3 

1 
See previous recommendations of the Committee: Off. Rec. Wld Hlth Org., No. 143, p. 58; 

No. 176, p. 137; No. 183, p. 135. 

2 
Wld 11th Org. techn. Rep. Ser., 1972, No. 493. 

See Appendix 5 of this report. 
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The Committee considered whether such contraindications, where applicable, should be 
included on the International Certificate with reasons certified by a physician, but were 

against such a recommendation on the ethical grounds of confidentiality and because there was 
no evidence that a physical's communication was not effective in these cases. The danger of 

abuse was recognized. 

The Committee noted the Expert Committee's opinion that all travellers to endemic 

countries should be vaccinated, and that those for whom vaccination would normally be contra- 

indicated, should, if possible, refrain from such travel. If such travel is essential, such 

people should be given vaccinia immune globulin. 

The Committee considered that an early publication of the approved list of contra- 
indications in the Weekly Epidemiological Record would be very useful. 

Exemption of smallpox vaccination requirements in favour of infants 

At its sixteenth session, the Committee noted that 29 health administrations did not 
require an international certificate of vaccination against smallpox in respect of young 

infants. The Committee then considered that a similar dispensation might be more widely 

adopted for young infants in international travel.' 

In accordance with this recommendation, health administrations were requested to inform 

the Organization of their decision when submitting the recapitulation of their requirements 

for 1972. 

Following this inquiry, the situation as shown in Vaccination Certificate Requirements 
for International Travel (1972) is as follows: 

1. Health administrations requiring smallpox vaccination from all arriving travellers 

Do not make an exemption 
in favour of infants 

Exempt infants 

under 3 months under 6 months under 1 year 

97 20 16 17 

53 

2. Health administrations requiring smallpox vaccination only from travellers arriving 
from infected areas 

Do not make an exemption 

in favour of infants 

Exempt infants 

under 3 months under 6 months under 1 year 

17 2 3 6 

V 
11 

1 Off. Rec. Wld 11th Org., No. 193, p. 137. 
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Communicable diseases not subject to the Regulations 

Venezuelan equine encephalitis 

64. United States of America. The Government reports as follows: 

In late June 1971 an outbreak of Venezuelan equine encephalitis began in the lower 
Rio Grande Valley to Texas. This outbreak represented an extension of a concurrent epizootic 
of VEE in Mexico. A total of 88 laboratory confirmed human cases was reported in Texas. 
None was fatal. VEE virus was isolated from specimens from 86 equines from Texas. Although 
morbidity and mortality data are incomplete, the number of equine cases is presumed to be 

far greater than the number indicated by the virus isolations. An epidemic strain of VEE 

was isolated from horses, mosquitos and wildlife hosts in Texas. 

Control procedures included ultra -low volume aerial spraying to reduce mosquito vectors 
in epizootic areas of Texas as well as other selected areas in Texas and Louisiana. In 

addition, an extensive equine vaccination programme utilizing an attenuated VEE vaccine was 
begun in Texas in mid June. The vaccination programme later included the four states 

adjacent to Texas and subsequently included 19 states by late summer. 

Extensive investigations and surveillance of human and equine cases, as well as studies 

of arthropod vectors and animal reservoirs, are still in progress or under evaluation. 

Potential problems of international transmission of disease agents and vectors arising from 
the use of containers 

65. At its sixteenth meeting, the Committee considered the question of potential health 
hazards arising from the increasing use of containers in international traffic. The Committee 

then recommended that the matter be kept under review and that States be encouraged to report 
to the Organization any problems they may encounter in this respect.1 

As a result of the inquiry made by the Director -General in his letter C.L.42 of 
17 November 1971, 21 governments report that container traffic has created no problems but 
that the question is being kept under surveillance. 

In Ceylon, where the service is not yet in operation, action has been taken for the 
training of staff with the assistance of WHO. 

The Government of Japan reports as follows: 

In view of the development of containerization in the field of maritime freight traffic, 
a special form was prepared for Container Load Plan to facilitate the container inspection 
procedures. This form is to be presented to the quarantine station concerned by the ship's 
operator, its agent or consignee prior to the arrival of containers, and if the containers 
are identified to be vanned at the infected area of the disease subject to the Regulations, 
then the inspection with the main focus to those containers can be made. 

Containers contaminated by quarantinable disease have not been found in our country up 
to now, because most of the containers arrived from non -infected areas, and even some 

containers coming from Viet -Nam received the pre -clearance treatment operated by the United 
States quarantine officers in advance of shipment. 

1 Off Rec. W1d 11th Org., No. 193, p. 138. 
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However, along with the wide containerization and in anticipation of increase of its 
operation in infected areas, some arrangement through bilateral or multilateral agreements 
to facilitate the control formalities in the importing countries by accepting the control 
certificates issued by the competent authorities of the exporting countries concerned, after 
checking at vanning, and/or developing of special technical design of containers enabling 
smooth operation of inspection or fumigation, where necessary, should be considered. 
Accordingly, we feel it desirable that WHO would be the core for developing and instituting 
such arrangements. 

The Government of Trinidad suggests that a non -persistent insecticide such as pyrethrum 
be used to spray out containers before they are closed for shipment full or empty. 

The Government of the United States of America reports as follows: 

In the United States, the Food and Drug Administration, the Department of Agriculture 
and the Department of Commerce all exercise responsibility in preventing potential health 
hazards arising from the use of containers. 

Carriers (ships, aircraft and other vehicles) transporting goods of any description to 
the United States are subject by statutes to inspection and to disinfection. Containers 

are considered carriers and are handled as such. However, unlike aircraft and vessels, 
containers raise special problems because when loaded there is difficulty of access for 

inspection at ports of entry. 

The Food and Drug Administration is concerned with the status of the containers in 

respect to their food additive status. Materials used in the construction of food transport 
or storage containers must be such that there is no migration of unsafe food additives from 
the container to the food. Manufacturers of packaging material must furnish FDA with data 
concerning safety in the intended use. 

In addition to the food additives aspect, a significant health hazard involved with 
vessel "containerization" is the containers' potential for providing insect and rodent 
harbourage. A new Interstate Quarantine Regulation dealing with insect and rodent control 
of containers is being planned. With this new regulation, a positive control of the sanitary 
construction of American containers can be achieved. 

Particular problems are encountered in relation to the sampling of containerized ship- 
ments in order that they meet United States responsibilities of ensuring that the products 

are in compliance with the requirements of the United States Food, Drug and Cosmetic Act. 

Most of these problems concern the sampling and examination of containerized import shipments 
subject to the Acts which FDA enforces without disrupting this technological and procedural 

innovation; overloaded laboratories in districts that have ports with container facilities 

due to the increase in the number of shipments that can be handled because of containerization; 

and receipt of prompt and specific notification of the containers arriving at container 

breakdown centres so that screening can be completed to determine which containers will be 

sampled or examined. 

Until recently, FDA has had to contend primarily with the examination and sampling of 

break -bulk cargo (i.e., the method of transporting cargo in individual units - sacks, boxes, 

cartons, etc.), and only to a lesser degree with containerized cargo. It is anticipated 

that by 1975 some 70% of the total moving liner cargo will be containerized. The advent of 

the 747E Jet Cargo liner, and the smaller DC -10, has made it feasible to ship relatively 

large containerized shipments by air. Proposed rate reductions for air freight will make 

this form of cargo handling competitive with ocean going freight. 
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To deal with the sampling of containerized imports and still not tie up cargo traffic, 
FDA will use the following approaches: 

(a) recommend immediate transportation rather than filing consumption entry at points 
of discharge of carrying vessels if the containerized cargo is consigned to an island 
destination. Under this arrangement, a consumption entry will be filed and FDA 
examination can be made at the consignee's premises at destination; 

(b) establish and maintain improved liaison with the management of containerization 
centres where containers are unloaded, stored before trans -shipping and "stripped" for 

inspection if required; 

(c) establish and maintain an "inspection station" at major container breakdown centres; 

(d) obtain notification of entries on a daily basis. Screen the "notifications" quickly 
to determine the workload arriving in containers at the centres and select the commodities 
to be covered; 

(e) if inspection or sampling of a particular container is indicated, it must not be 

waived because of hardship or inconvenience to the importer; 

(f) schedule periodic meetings with steamship or container firms and port authorities 

as soon as new problems arise so they can be solved quickly; 

(g) develop the use of mobile laboratories so that on the spot examination can be made 

at the breakdown centre, which will reduce waiting from time of sampling to analysis. 

Special study of health problems of United States travellers 

66. United States of America. The Government reports as follows: 

A study of health problems of United States travellers to Europe, undertaken in 1969- 

1970, was found to be both very rewarding and logistically feasible. In summary, it was 

found that the probability of developing specific health problems associated with travel to 

Europe was no greater than that for the general United States population. 

In the summer of 1971, a second study was initiated. This study will be completed in 

1972, after which appropriate health recommendations can be made to prospective travellers 

to specific areas of the world. 

Vessel sanitation 

67. United States of America. The Government reports as follows: 

On 1 November 1970, a Vessel Sanitation Programme was implemented for passenger and 

cruise vessels in order to minimize the threat of food and water -borne disease outbreaks on 

these vessels. 

Efforts are directed toward gaining the voluntary compliance of steamship companies, 

agents and shipboard personnel to improve sanitary practices and raise the overall level of 

sanitation, with particular emphasis on potable water. Results to date have been gratifying 

with almost 50% of foreign -flag passenger vessels arriving at United States ports of entry 

having qualified for a Certificate of Sanitation. 



WHO/IQ /73.153 
page 30 

CHOLERA SITUATION 

The Committee, taking note of the current cholera outbreak traceable to food served aboard 
aircraft,1 recommends that the Organization brings to the attention of both the transport 
industries and health administrations their responsibilities in assuring that food and drink 
served to international travellers is hygienically prepared, stored and served. 

The Committee further recommends that guides for sanitation aboard ships and aircraft be 

updated in the light of current practice, and instructional materials be prepared to assist 
health administrations in accomplishing the aims of this recommendation. It welcomes the 
work already done and proposed by WHO in this sphere. 

The Committee further recommends that health administrations report and investigate 
outbreaks of diseases associated with international travel, so that as many sources as 
possible of contamination can be identified. 

PREVENTIVE MEDICATION IN INTERNATIONAL TRAFFIC 

The Committee considered information placed before it on preventive medication. 

It considered that preventive medication would be justified for the categories of 
travellers referred to under Article 97 of the International Health Regulations, provided 
that the drug was effective in preventing the spread of the disease when administered orally 
as a single acceptable dose without adverse effects, and did not cause bacterial resistance. 

Even meeting the above conditions, medical surveillance would be essential. For 

practical purposes, the only disease subject to the Regulations which needs to be considered 
is cholera. 

The Committee noted that a variety of drugs has been used, including tetracycline, 
chloramphenicol, erythromycin, streptomycin, kanamycin, furosolidone and sulphamethoxine. 
Studies to date have not indicated that any of these drugs meet the criteria set out above. 

Further studies under carefully controlled conditions are indicated before current drugs 
be used as preventive medication for travellers under the provisions of Article 97. 

Groups of persons as designated in Article 97 are most difficult to maintain under 

medical surveillance, and, since this is essential, the Committee is of the opinion that the 

use of preventive medication would not be acceptable as an additional measure under Article 97. 

VECTOR CONTROL IN AIR AND SEAPORTS 

The Committee congratulated WHO for the valuable experimental work recently carried out 

on vector control at the international airport at Dar -es- Salaam. This showed the very great 

difficulties of carrying out the requirements of paragraph 1, Article 20. Nevertheless, 

the Committee considered that this Article should remain unamended so as to encourage the 

maintenance of anti -mosquito measures in the airport area, which is considered to be the first 

line of defence. 

The Committee recognized the continuing importance, however, of efficient aircraft 

disinsecting. 

The Committee welcomed the high quality of the WHO publication "Vector Control in 

International Health" which in an admirable layout covers the whole subject. 

1 Weekly Epidemiological Record, Nos, 44, 45, 46, 1972. 
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The Committee noted with concern the reports of resistance to anticoagulant poisons of 
some rat populations in Europe. It expressed concern over the threat of the possible spread 
of rats with this genetic trait to other parts of the world and recommended the continuing 
vigilance of WHO and all authorities and health administrations concerned. 

DISEASES UNDER SURVEILLANCE 

The Committee noted with approval the widespread and valuable activities of WHO in 

encouraging and assisting in the development of programmes of surveillance of communicable 
diseases of international importance. It commended especially the programme reviewing 
poliomyelitis surveillance in Europe which may serve as a basis for a guide of worldwide 
applicability. 

The Committee welcomed other activities of WHO in the field of training in surveillance 
and noted in particular the interregional courses in epidemiology held in Moscow -Alexandria, 
Prague -New Delhi and Paris -Bobo -Dioulasso, and also the interregional seminars on the 
surveillance of communicable diseases, the last of which was held in Nairobi in 1972. 

The Committee expressed the hope that these activities would be kept under constant 
review. 

The Committee recognized the valuable part played by the Weekly Epidemiological Record 
in providing up -to -date information on all diseases under surveillance by WHO. It under- 
lined the scope for further improvement in reporting from Member States and believed that 
this could be achieved by encouraging them to issue national epidemiological surveillance 
reports on communicable diseases at regular intervals. Such reports, given a wide 
distribution within the countries concerned, would provide a feedback to those who supplied 
the surveillance information as an effective and necessary encouragement to their essential 

activity. 

The Committee emphasized its view that the aim of successful surveillance is to obtain 
a rational basis for the planning of control measures. 

The Committee noted the decision of WHO to withdraw the draft document "A Technical 
Manual on Surveillance of Selected Communicable Diseases" following the comments made by the 

sixteenth session of the Committee.1 It welcomed the replacement of this manual by a series 

of technical guides published in the Weekly Epidemiological Record, which would ensure a wide 

audience and more flexibility in introducing changes dictated by experience. 

The Committee also welcomed the intention of WHO to evaluate the usefulness of these 
surveillance guides under field conditions. 

The Committee expressed appreciation for the work done by WHO and shortly to be published2 
in the Weekly Epidemiological Record indicating in a readily accessible way the current 

information on the present extent of the malarious areas of the world. This should be of 

considerable value to those responsible for providing advice on the chemoprophylaxis of 
malaria to travellers. 

The Committee noted that the list of ports and airports in malarious area, which were 

considered to be malaria -free, was of little use and could actually be misleading as a source 

of advice to travellers. It therefore recommends that the requirement to provide such lists 

contained in resolution WHA22.48 should be abandoned. 

The Committee congratulated the malaria group for its work in collating all the aspects 

of the control of this disease. 

1 Off. Rec. Wld 11th Org., No. 193, p. 139. 

2 
Weekly Epidemiological Record, No. 3, 1973. 
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INTERNATIONAL HEALTH REGULATIONS (1969) 

Consideration of certain reservations) 

Position of States and territories 

The Committee noted that two additional countries, Fiji and the Sultanate of Oman, 

became bound by the International Health Regulations in 1971. 

The Committee also noted that five Member States are bound by reservations accepted by 

the Twenty- fourth World Health Assembly for a period of three years from the date of entry - 

into -force of the Regulations (January 1971). 

The Committee considered each of the reservations and, although they are not justified 
epidemiologically, decided to recommend to the Twenty -sixth World Health Assembly that the 

reservations by Cuba, Egypt, India and Pakistan to Article 3, paragraph 1, and Article 4, 

paragraph 1, reserving the right to consider the whole territory of a country as infected with 

yellow fever, whenever yellow fever is notified under the articles, may be extended a further 

three years if the Member States so wish, realizing the problems which they cause to travellers. 

The Committee discussed the epidemiological soundness of the reservation to Article 7, 

paragraph 2(b) by which the Government of India reserves the right to regard an area as 

infected with yellow fever until there is definite evidence that yellow fever infection has 

been completely eradicated from that area. It was considered that it would be impossible to 

give categoric evidence of the elimination of yellow fever from an enzootic region. The 

Committee noted that there was no evidence of any administrative difficulty as a result of the 

reservation and it decided to recommend that the reservation be extended for a further period 

if the Member State concerned still desired it. 

The Committee considered the reservations made by the Governments of India and Pakistan 

to Article 43 concerning the right to disinsect on arrival an aircraft which on its voyage over 

an infected area has landed at a sanitary airport which is not itself an infected area, if 

an unprotected person from the surrounding infected area has boarded the aircraft, and if the 

aircraft reaches India or Pakistan within a period during which such a person is likely to 

spread yellow fever infection. It recommended that the reservation of the Government of 

Pakistan should include the statement that the reservation would not apply to aircraft fitted 

with an approved vapour disinsecting system which is compulsorily operated. 

The Committee recommended that these reservations could be extended if the Member States 

concerned so desired. 

The Committee considered the reservations made by the Governments of India and Pakistan 

to Article 44 whereby they reserve the right to apply the terms of Article 75 to the passengers 

and crew on board an aircraft landing in their territory who have come in transit through an 

airport situated in a yellow fever infected area, not equipped with a direct transit area. 

The Committee recommended that this reservation could be extended if the Member States 

concerned so wish. 

The Committee considered the reservation of the Government of Pakistan to Article 75, in 

which it requested that the words "six days" be replaced by the words "nine days ", and the 

reservations of the Governments of India and Pakistan to Article 94 whereby they have the right 

to require of persons on an international voyage arriving by air in their territories or landing 

there in transit but falling under the terms of paragraph 1 of Article 76, information on these 

movements during the last six and nine days respectively prior to disembarkation. The Committee 

1 See Appendix 1 of this report. 
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noted that 10 years ago two cases of yellow fever had occurred as a result of laboratory infection 

where the incubation periods had been 10 and 13 days, but it also noted that experience in 

recent years had shown that, for epidemiological purposes, the incubation period had rarely 

exceeded six days. 

The Committee recommended that the Director- General should write to the Member States 

concerned recording this observation and asking them to reconsider their position in the 

light of the Committee's opinion. 

ITEMS REFERRED TO THE COMMITTEE 

(a) The implications of the removal of cholera from the Internatónal Health Regulations 

The Committee considered the resolution of the Twenty- fourth World Нéalth Assembly 

(WHA24.26) which, inter alia, requested the Director -General to consider the implications of 

the removal of cholera from the International Health Regulations. 

The Committee noted the failure of the International Health Regulations to be an 

effective factor in the control of the disease. The vaёсinё, while of partial protection 

to persons exposed to the disease, is not effective as a defence against the importation of 

cholera. Consequently, the Regulations which distinguished between how to treat travellers 

with valid vaccination certificates and those who did not possess them were without a sound 

epidemiological basis. 

Some members of the Committee pointed out that a consultative committee had concluded 
it would be premature to remove cholera from the International Health Regulations. It was 

said that removal would have adverse effects, particularly in those countries without an 

adequate system of surveillance, and that WHO would suffer because'informáton on the 
occurrence of the disease would tend to be diminished. It was pointed out that, if cholera 

were moved to the group of "other diseases", the information, while still to be sent quickly, 

would only be required for "outbreaks" and not forindividual'cases. Ít might be psychologi- 

cally harmful to reduce the apparent importance of cholera, which could lessen the resources 

which might otherwise be available, particularly in developing countries, to make territories 

non- receptive to cholera. Cholera is still the fastest spreading and potentially killing 

diarrhoeal disease in such areas. 

Other members argued that inclusion in the Régulations had not produced any significant 

effect in preventing the introduction of the cholera vibrio into any country. The vaccine, 

while about 50% effective for six months in preventing clinical attacks of the disease, does 
not prevent inapparent infection which is the more important factor in the spread of the 

disease. 

The Committee then considered whether there was an alternative to the proposed removal 

of cholera from the International Health Regulations. The Committee recommended that the best 
course would be to revise Chapter II of Part 5 in such a way as to eliminate the references 

to vaccination and to re- emphasize the need for surveillance. It would still be necessary 

to prescribe limits to the measures which Member States could take, to avoid, as far as 

possible, the adoption of irrational requirements. 

The Committee considered the revised Chapter II and recommended its adoption to the 

Twenty -sixth World Health Assembly. It also recommended the elimination of Appendix 2 

(International Health Regulations) which was no longer necessary. 

Article 62 (unchanged) 

For the purposes of these Regulations, the incubation period of cholera is five days. 
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Article 63 (delete) 

Article 64 - amend as follows: 

1. If on arrival of a ship, aircraft, train, road vehicle or other means of transport a 

case of cholera is discovered, or a case has occurred on board without the measures described 

below having been taken, the health authority (a) may apply surveillance of suspects among 

passengers or crew for a period not t0, exceed five days reckoned from the date of disembar- 

kation; (b) shall be responsible for the supervision of the removal and safe disposal of 

any water, food (excluding cargo), human dejecta, waste water including bilge water, waste 

matter, and any other matter which is considered to be contaminated, and shall be responsible 

for the disinfection of water tanks and food handling equipment. 

2. Upon accomplishment of (b) the ship, aircraft, train, road vehicle or other means of 

transport shall be given free pratique. 

Articles 65 -69 (delete) 

Article 70 - amend as follows and renumber as Article 64 

Foodstuffs not intended for consumption or cargo on board ships, aircraft, trains, road 

vehicles or other means of transport in which a case of cholera has occurred during the 

journey, may not be subjected to bacteriological examination except by the health authorities 

of the country of final destination. 

Article 71 (retain unchanged) 

1. No person shall be required to submit to rectal swabbing. 

2. A person on an international voyage, who has come from an infected area within the 

incubation period of cholera and who has symptoms indicative of cholera, may be required to 

submit to stool examination. 

(b) Supply of primates 

The Committee welcomed the publication of the Technical Report Series, No. 470, which 

dealt with problems associated with the supply of primates for biological purposes. 

(c) International Air Transport Association 

The International Air Transport Association brought various points to the notice of the 

Committee, all of which were dealt with in earlier discussions. 



WHO /IQ /73.153 
page 35 

APPENDIX 1 

ANNEX I TO THE INTERNATIONAL HEALTH REGULATIONS (1969) 

POSITION OF STAТES AND TERRITORIESI UNDER THE INTERNATIONAL 
HEALTH REGULATIONS (1969) ON 1 JANUARY 1972 

Unless otherwise indicated, the States listed are bound without reservations 

Afghanistan Equatorial Guinea 
Albania Ethiopia 
Algeria Federal Republic of Germany 
Argentina Fiji 

*Australia Finland 

Austria France 

Bahrain Gabon 
Barbados +Gambia 
Belgium Ghana 

Bolivia Greece 

+Botswana Guatemala 
Brazil Guinea 

Bulgaria Guyana 

Burma Haiti 
Burundi +Holy See 

Byelorussian SSR Honduras 
Cameroon Hungary 
Canada Iceland 

Central African Republic * *India 
Ceylon Indonesia 

Chad Iran 

Chile Iraq 

China2 Ireland 

Colombia Israel 

Congo Italy 

Costa Rica Ivory Coast 

* *Cuba Jamaica 

Cyprus Japan 

Czechoslovakia Jordan 

Dahomey Kenya 

Denmark Khmer Republic 

* *Egypt Kuwait 

Dominican Republic Laos 

Ecuador Lebanon 

El Salvador Lesotho 

1 
Territories have been included in this list when their position under the Regulations 

differs from that of the State responsible for their international relations. 
2 

This entry refers to actions involving the authorities representing China in the 

United Nations at the time of those actions. 
* 

Not bound. 
** 

Bound with reservations. 

+ Position not defined. For the position of this State under previous Regulations, 

see third annotated edition (1966) of the International Sanitary Regulations, p. 65. 
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Appendix 1 

ANNEX I TO THE INTERNATIONAL HEALTH REGULATIONS (1969) 

POSITION OF STATES AND TERRITORIES1 UNDER THE INTERNATIONAL 
HEALTH REGULATIONS (1969) ON 1 JANUARY 1972 (CONTINUED) 

Unless otherwise indicated, the States listed are bound without reservations 

Liberia 

Libyan Arab Republic 

Liechtenstein 
Luxembourg 
Madagascar 
Malawi 
Malaysia 
Maldives 
Mali 
Malta 
Mauritania 
Mauritius 
Mexico 
Monaco 
Mongolia 
Morocco 

** *Nauru 

Nepal 

Netherlands 
** 
Surinam 

New Zealand 
Nicaragua 
Niger 
Nigeria 
Norway 
Oman 

* *Pakistan 
Panama 
Paraguay 
People's Democratic Republic of Yemen 

Peru 

Philippines 

Poland 

Portugal 

Qatar 

Republic of Korea 

Romania 

Rwanda 

Saudi Arabia 
Senegal 

Sierra Leone 
*Singapore 

Somalia 
++South Africa 

Spain 
Sudan 

+Swaziland 
Sweden 

Switzerland 

Syrian Arab Republic 
Thailand 
Togo 
Trinidad and Tobago 
Tunisia 
Turkey 
Uganda 
Ukrainian SSR 

Union of Soviet Socialist Republics 

United Kingdom of Great Britain and Northern 

Ireland 

United Republic of Tanzania 
United States of America 

Upper Volta 

Uruguay 
Venezuela 

Viet -Nam 

Western Samoa 

Yemen 

Yugoslavia 

Zaire 
Zambia 

1 Territories have been included in this list when their position under the Regulations 

differs from that of the state responsible for their international relations. 
* 
Not bound. 

ж* 

ж** 
Bound with reservations. 

Position not defined. 

Position not defined. For the position of this State under previous Regulations, 

see third annotated edition 

++ 
Not bound. For the 

annotated edition (1966) of 

(1966) of the International Sanitary Regulations, p. 65. 

position of this State under previous Regulations, see third 

the International Sanitary Regulations, p. 65. 
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ANNEX II TO THE I1R(1969) 

RESERVATIONS TO THE INTERNATIONAL HEALTH REGULATIONS (1969) 
CUBA 

Article 3, paragraph 1, and Article 4, paragraph 1 

The Government of Cuba reserves the right to consider the whole territory of a 

country as infected with yellow fever whenever yellow fever has been notified under Article 3, 

paragraph 1, or Article 4, paragraph 1. 

This reservation has been accepted for a period of three years from the date of entry - 

into -force of the Regulations. 

EGYPT 

Article 3, paragraph 1, and Article 4, paragraph 1 

The Government of the United Arab Republic reserves the right to consider the whole 

territory of a country as infected with yellow fever whenever yellow fever has been notified 

under Article 3, paragraph 1, or Article 4, paragraph 1. 

This reservation has been accepted for a period of three years from the date of entry - 

into -force of the Regulations. 

INDIA 

Article 3, paragraph 1, and Article 4, paragraph 1 

The Government of India reserves the right to consider the whole territory of a country 

as infected with yellow fever whenever yellow fever has been notified under Article 3, para- 

graph 1, or Article 4, paragraph 1. 

This reservation has been accepted for a period of three years from the date of entry - 

into -force of the Regulations. 

Article 7, paragraph 2(b) 

The Government of India reserves the right to continue to regard an area as infected 

with yellow fever until there is definite evidence that yellow -fever infection has been 
completely eradicated from that area. 

This reservation has been accepted for a period of three years from the date of entry - 
into -force of the Regulations. 

Article 43 

The Government of India reserves the right immediately to disinsect on arrival an 
aircraft which, on its voyage over infected territory, has landed at a sanitary airport 

which is not itself an infected area, if an unprotected person from the surrounding infected 

area has boarded the aircraft and if the aircraft reaches India within a period during which 
such a person is likely to spread yellow -fever infection. 

This reservation will not apply to aircraft fitted with an approved vapour disinsecting 

system which is compulsorily operated. 

This reservation has been accepted for a period of three years from the date of entry - 

into -force of the Regulations. 
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Article 44 

The Government of India reserves the right to apply the terms of Article 75 to the 

passengers and crew on board an aircraft landing in the territory of India who have come in 
transit through an airport situated in a yellow -fever infected area, not equipped with a 
direct transit area. 

Article 94 

The Government of India shall have the right to require of persons on an international 
voyage arriving by air in its territory or landing there in transit but falling under the 

terms of paragraph 1 of Article 76, information on their movements during the last six days 
prior to disembarkation. 

PAKISTAN 

Article 3, paragraph 1, and Article 4, paragraph 1 

The Government of Pakistan reserves the right to consider the whole territory of a 

country as infected with yellow fever whenever yellow fever has been notified under Article 3, 

paragraph 1, or Article 4, paragraph 1. 

This reservation has been accepted for a period of three years from the date of entry - 
into -force of the Regulations. 

Article 7, paragraph 2(b) 

The Government of Pakistan reserves the right to continue to regard an area as infected 

with yellow fever until there is definite evidence that yellow -fever infection has been 

completely eradicated from that area. 

This reservation has been accepted for a period of three years from the date of entry - 

into -force of the Regulations. 

Article 43 

The Government of Pakistan reserves the right to disinsect immediately on arrival an 

aircraft which, on its voyage over infected territory, has landed at a sanitary airport 

which is not itself an infected area. 

This reservation has been accepted for a period of three years from the date of entry - 

into -force of the Regulations. 

Article 44 

The Government of Pakistan reserves the right to apply the terms of Article 75 to the 

passengers and crew on board an aircraft landing in the territory of Pakistan who have come 

in transit through any airport situated in a yellow -fever infected area, not equipped with 

a direct transit area. 

Article 75 

The words "six days" shall be replaced by the words "nine days ". 

This reservation has been accepted for a period of three years from the date of entry - 

into -force of the Regulations. 
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Article 94 

The Government of Pakistan shall have the right to require of persons on an international 

voyage, arriving by air in its territory or landing there in transit but falling under the 

terms of paragraph 1 of Article 76, information on their movements during the last nine days 

prior to disembarkation. 

SURINAM 

Article 17, paragraph 2, and Article 58 

The health administration of Surinam shall have the right not to designate any port, 

which has been approved under paragraph 1 of Article 17 for the issue of Deratting 

Exemption Certificates, as having at its disposal the equipment and personnel necessary to 

derat ships for the issue of Deratting Certificates referred to in Article 54, and not to 

derat a ship falling under the provisions of sub -paragraph (a) or sub - paragraph (b) of 

paragraph 3, or paragraph 4 of Article 58. 



CASES OF DISEASES SUBJECT TO THE REGULATIONS DUE TO OR CARRIED BY INTERNATIONAL TRAFFIC 

1 JULY 1970 - 31 DECEMBER 1971 

Means of transport Date of arrival Place of arrival 

Aircraft 

Fishing vessel 

Ship 

Ship 

Freight vessel 

Fishing vessel 

Fishing vessel 

Aircraft 

1970 

2 September 

10 September 

11 September 

13 September 

14 September 

15 October 

20 October 

21 October 

1971 

16 February 

Accra (Ghana) 

Kan-Ion (Japan) 

Flintshire 

(Wales, UK) 

Kan-Ion (Japan) 

Kan-Ion (Japan) 

Osaka (Japan) 

Kan -Mon (Japan) 

Kan-Ion (Japan) 

Tananarive 
(Madagascar) 

i 

From Number of cases Remarks 

I - CHOLERA 

Conakry (Guinea) 

Pusan (Republic 

of Korea) 

Tunisia 

Chungmu (Republic 

of Korea) 

Chungmu (Republic 

of Korea) 

Pusan (Republic 

of Korea) 

Pusan (Republic 

of Korea) 

Pusan (Republic 

of Korea) 

Jeddah (Saudi 

Arabia) via Paris - 
Athens- Nairobi 

1 fatal case 

1 case (eltor 

Ogawa) 

1 case (eltor 

Ogawa) 

1 carrier (el- 

tor, Ogawa) 

1 carrier (el- 

tor, Ogawa) 

1 mild case 
(eltor, Ogawa) 

1 mild case 
(eltor, Inaba) 

1 mild case 

(eltor, Ogawa) 

1 case 

Transit passenger at Ghana 

airport; severely ill on 

arrival; was hospitalized 

in isolation. 

Crew member; case dis- 

covered on 11 September. 

Fifty-seven-year-old man 
who was on holiday in 

Tunisia from 28 August to 

11 September, had mild 

diarrhoea on 2 -3 September, 

and a severe attack on 

8 September. Cholera 

vibrio was isolated on 

22 September. 

Crew member. 

Crew member. 

Crew member; case dis- 

covered on 17 October. 

Crew member; case dis- 

covered on 21 October. 

Crew member; case dis- 

covered on 22 October„ 

Transit passenger en 

route to the Comoro Archi- 
pelago; was isolated in 
hospital. 



Means of transport Date of arrival Place of arrival From Number of cases Remarks 

I - CHOLERA (continued) 

1971 

Aircraft (charter) 20 August Bulltofta (Sweden) 

НAlsingborg 
Benidorm (Spain) 1 case 

Ogawa) 

(eltor, Fifty- six -year -old woman 

who had been staying in 

Benidorm for three weeks; 

was isolated on 22 August. 

8 September Borlange (Sweden) 

then Urea and 

Palma Nova 

(Majorca, Spain) 

1 case 

Ogawa) 

(eltor, Fifty -six -year -old woman; 

fell ill on 9 September. 
Aircraft Sorsele 

8 September Stockholm 1 case Sixty- four- year -old woman; 

was staying in the same 

hotel and during the same 
period in Palma Nova as 
above case (from Sorsele). 

Aircraft 11 September Huddersfield 
(UK) 

Sitges (Barcelona 
Province, Spain) 

1 case 

Ogawa) 

(eltor, Forty -year -old woman; fell 

ill on 7 September; diag- 

nosis confirmed on 

18 September. 

Aircraft 13 September 

• 

London, then 

Leeds (on 15 

September) (UK) 

Morocco, then 
Malaga and Gerona 
Province (Spain) 

1 case 

Ogawa) 

(eltor, Thirty-one-year-old man who 
had been in Morocco at the 

beginning of September; 
was in Malaga on 9 September 

and went to Gerona Province 

on 10 September; had 
diarrhoea on 11 September; 
diagnosis confirmed on 
18 September. 

Aircraft 11 September Toulouse 
(France) 

Barcelona (Spain) 1 case 

Ogawa) 

(eltor, Man aged 43 who was on 
holiday in Barcelona; was 
hospitalized on 12 September; 

diagnosis confirmed on 
13 September. 



Means of transport Date of arrival Place of arrival From Number of cases Remarks 

I - CHOLERA (continued) 

1971 

Hendaye (France) Spain 1 case (eltor, Twenty- nine -year -old 

woman who lived in Hendaye 

and made frequent trips 

to Spain. Onset of 

disease 6 September; 

diagnosis confirmed on 

Ogawa) 

13 September. 

Aircraft 11 September Deuil -la -Barre 

(Val d'Oise, 

France) 

Douala (Cameroon) 1 case (eltor, Man, aged 49, who was 

suffering from mild 
diarrhoea from 10 

Ogawa) 

September; confirmation 
made on 17 September. 

Aircraft 10 September Stafford (UK) 

via France 

Spain 1 case (eltor, Thirty -one -year -old 
woman who spent a camping 
holiday in the Province 
of Tarragona from 20 

Ogawa) 

August to 8 September; 
fell ill on 16 September; 

diagnosis confirmed on 

3D September. 

Train and aircraft Paris, 

28 September. 

West Berlin, 

1 October 

West Berlin Spain 
Barcelona- Paris, 
by train, Paris- 

Berlin, by air, 

1 case (eltor, A sixty -eight -year -old man 
who had diarrhoea while on 

holiday in Spain; isolated 

on 2 October; diagnosis 
confirmed bacteriologically 

on 4 October. 

Ogawa) 

2 September Tarifa (Cadix 

Province, Spain) 

Morocco 1 case British woman who 
developed clinical signs 
of cholera within hours 
of her arrival. 



Means of transport Date of arrival Place of arrival From Number of cases Remarks 

II - SMALLPDX 

1970 

Aircraft 26 August Copenhagen Kabul via Istanbul 1 fatal case Twenty- two -year -old 

Norwegian man; rash 

appeared on 29 August; 
diagnosis confirmed 
4 September; had been 

vaccinated in childhood; 

a revaccination in May 
1970 was said to have been 

successful. 

In 1971, cholera was reported in 

(1960): 

AFRICA: Algeria, Cameroon, Chad 

ASIA: Hebron District,1 Oman, 

the following, countries for the first time since the beginning of the present pandemic 

, Kenya, Madagascar,1 Mauritania, Morocco, Senegal, Uganda. 

Peoples Democratic Republic of Yemen, Yemen.. 

EUROPE: West Berlin, Portugal, Spain, Sweden. 

1 
One imported case. 
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ANNEX IV TO THE IHR (1969) 

WHO EPIDEMIOLOGICAL, INFORMATION SERVICE TO MEMBER STATES 

In order to make available to Member States as promptly as possible epidemiological 
information on diseases subject to the International Health Regulations and occasionally 
other communicable diseases of international importance, the Organization has established an 
automatic telex reply service. 

Epidemiological information of importance received each day at WHO headquarters is 

recorded on punch tape and fed into the machine for automatic transmission to any national 
health administration calling the appropriate telex number. As soon as the message is 

ended, the machine is ready to transmit to the next caller. 

Each Friday, important information received during the week and intended for publication 

in the Weekly Epidemiological Record is summarized and fed into the machine for automatic 

transmission. This enables national health administrations to obtain the information well 

before the Weekly Epidemiological Record reaches them. 

Details of the call procedure are published periodically in the Weekly Epidemiological 

Record. 

The Weekly Epidemiological Record 

The Weekly Epidemiological Record is published in English and French each Friday morning. 

One copy of this publication is sent to each national health administration by the fastest 

possible means. In addition, copies are despatched by airmail to all subscribers. 

The Weekly Epidemiological Record contains all the information that the Organization is 

required to provide under the International Health Regulations (1969), including the 

information already made available by the telex service mentioned above. It also contains 

epidemiological notes and brief reviews of communicable diseases of international importance. 
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DISINSECTING OF AIRCRAFT 

The Committee took note of expert reports which indicated that two new formulations of 

insecticides known as Resmethrine (NRDC 104) and Bioresmethrine (NRDC 107) are biologically 

effective, safe and have been shown to be acceptable to passengers and crew in the required 

concentrations. 

The Committee recommended that the two new formulations should be included in Annex VI of 

the International Health Regulations in addition to those already listed. These are: 

Resmethrine (NRDC 104) and Bioresmethrine (NRDC 107) without added solvents 2 %. 

The Committee expressed concern over reports that disinsecting was not always properly 

performed and it decided to ask the Director -General to communicate to the International Air 

Transport Association and other associations of aircraft operators the continuing need to 

ensure that the arrangements for disinsecting are thoroughly applied. 

The Committee noted with interest the report on disinsecting of aircraft against 

importation of anophelines and called attention to the cataloguing of vectors by the 

Organization reported the the Weekly Epidemiological Record No. 7, 1972. The considerations 

mentioned in both these reports should be taken into account in planning for the appropriate 

disinsecting of aircraft. 

The Committee took note of the relevant part of the resolution of the Western Pacific 

Regional Committee at its twenty -third session concerning disinsecting of aircraft: 

"2. NOTES that most of the countries and territories in the Region require aircraft 

disinsection on all international flights and will accept vapour disinsection should 
it be recommended by WHO." 

The Committee took note of the report on aircraft disinsecting with the dichlorvos 

vapour system, particularly commenting on the abundance of information that has been developed 

on the safety of the vapour disinsecting system, both as it relates to passengers and crew and 

to the aircraft. The Committee was informed that a final decision on the airworthiness 

aspects is expected from the International Civil Aviation Organization soon and long -term 

inhalation animal toxicity studies are due to be completed by the time of the Twenty -sixth 

World Health Assembly. Preliminary information on the airworthiness and on the toxicological 

studies are so favourable that the Committee recommends that if the results of these studies 

confirm the preliminary information, the vapour disinsecting system should be adopted by the 

earliest appropriate World Health Assembly without awaiting the next meeting of the Committee 

on International Surveillance of Communicable Diseases. Further, the Committee recommends 

that the vapour disinsecting system be installed as rapidly as possible with priority being 

given to its installation in multi -aisled aircraft, and that in all other aircraft properly 

applied "blocks away" disinsecting be accepted by health authorities. 
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ANNEX VII TO THE IHR (1969) 

VACCINATION AND REVACCINATION AGAINST SMALLPDX: DEFINITIONS AND TECHNIQUES 

The Committee recommended to retain paragraph 1, "Definitions ", and to include as paragraph 2, 
"Techniques", the point 10.1 of the Expert Committee Report on Smallpox Eradicationlas follows: 

Techniques of vaccination 

The preferred site for vaccination is the outer aspect of the upper arm over the insertion 
of the deltoid muscle. This area is usually easily accessible and the lesion that develops 
is less likely to become macerated by body moisture. Unless the selected site is obviously 
dirty, no treatment of the skin is needed: disinfectants inactivate vaccinia virus more 
effectively than they kill skin bacteria. Moreover, cleansing is liable to create slight 
abrasions that may become infected with vaccinia virus to form "satellite pocks ". If the 
area is obviously dirty, it should be gently wiped with a cloth or cotton wool moistened with 
water, and allowed to dry. 

Vaccine may be introduced by a variety of techniques, but only a few of these are 
satisfactory. The multiple -puncture and multiple- pressure methods and vaccination by jet 

injection give the highest percentage of successful vaccinations. 

The multiple -puncture technique, in which the bifurcated needle is used, is technically 
the easiest and is now almost universally applied in the endemic areas. A dry, sterile, 
bifurcated needle is dipped into the vaccine and, on withdrawal, a droplet of vaccine, 
sufficient for vaccination, may be seen between the two prongs of the needle. The needle is 

held perpendicular to the skin, the wrist of the vaccinator resting against the arm of the 

person to be vaccinated. Fifteen perpendicular (up and down) strokes of the needle are made 

rapidly in an area about 5 mm in diameter. The strokes must be sufficiently vigorous to 
induce a trace of blood at the vaccination site within 15 -30 seconds of vaccination. Even 

if a drop or two of blood sometimes appears, this does not reduce the proportion of successful 
vaccinations. 

In the multiple -pressure technique, a small drop of vaccine is placed on the skin. A 

sharp needle is held tangentially to the skin and pressure is applied several times with the 

side of the needle, not the point. Thirty strokes are completed in five to six seconds, 
using an up and down motion perpendicular to the skin. Sufficient pressure should be 

employed to induce a trace of blood at the vaccination site 15 -30 seconds after vaccination. 

By means of the jet injector, 0.1 ml of a specially prepared vaccine is injected into the 

superficial layers of the skin through a very small orifice and under high pressure. Correct 

deposition is indicated by the presence of an intradermal bleb after vaccination. Jet 

injectors differ in their characteristics and only a few are suitable for the administration 

of smallpox vaccine. 

The scratch method gives satisfactory results in persons being vaccinated for the first 

time but a smaller proportion of cutaneous responses in those being revaccinated. In 

endemic areas, the use of this method has been abandoned in favour of the multiple -puncture 

method. A small drop of vaccine is placed on the skin and a single linear scratch not more 

than 6 0m long is made through the vaccine. The scratch should be vigorous enough to cause 

a trace of blood to appear at the site within 30 seconds. The vaccine is rubbed into the 

scratch with the side of the needle. 

1 Wld 11th Org. techn. Rep. Ser., 1972, No. 493 
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A new paragraph 3 headed "Contraindications will consist of section 10.4 of the Expert 
Committee Report on Smallpox Eradication,' followed without separate heading by an extract 
of 10.5.1. 

3. Contraindications 

Specific contraindications are clearly recognized but their clinical importance varies 
inversely with the probability that any given individual will be infected by smallpox virus. 
Clinical decisions will therefore differ according to the epidemiological circumstances. 

Contraindications in endemic regions 

In endemic regions, the risk of acquiring smallpox far exceeds the danger of vaccination 
complications. Thus in endemic regions there are no recognized contraindications to 

vaccination. Whereas the eczematous individual is at increased risk from vaccination, the 

risks from smallpox as well as from accidental contact inoculation with vaccinia are greater. 
Thus eczema should not be considered as a contraindication to vaccination in endemic areas. 
Pregnancy also is not a contraindication: smallpox is more frequently fatal in pregnant 
than in non -pregnant women and, as mentioned earlier, the risk of complications following 
vaccination is small. 

Contraindications in non -endemic regions 

Among the principal complications of vaccination, postvaccinal encephalitis, generalized 
vaccinia, and autoinoculation are not associated with identifiable host factors and thus must 
be accepted as small but definite risks associated with the procedure. Other complications 
are substantially more frequent among persons with particular characteristics. Thus, in 

countries where the risk of acquiring smallpox is negligible, the hazards of vaccination may 
be reduced if persons with certain conditions are not vaccinated. The following are the 
most usual contraindications to smallpox vaccination in non -endemic regions: 

(a) Eczema. The risk of eczema vaccinatum after vaccination of eczematous subjects is 
unknown, but probably does not exceed 1%. If this complication does arise, the case -fatality 
rate is around 1% and the period of disability may be considerable. The risk of severe 
involvement is greatest in persons with generalized eczema and in eczematous contacts 
of recently vaccinated persons. Individuals with eczema or who have had extensive eczema in 

the past should avoid vaccination and close contact with recently vaccinated persons. No 

member of the family should be vaccinated unless the person with eczema can be excluded from 

the household until the vaccination site in the person vaccinated has healed. This 

precaution applies to families but not to other groups, such as schoolchildren and industrial 
workers, among whom transmission is less likely to occur. 

(b) Deficient immune response syndromes; leukaemia, lymphoma, Hodgkins disease, and 

related neoplastic diseases. Conditions of these types are associated with a greatly 

increased susceptibility to the often fatal progressive vaccinia. 

(c) Conditions necessitating the use of immunosuppressive drugs, glucocorticosteroids, or 

radiation therapy. The use of these drugs or procedures enhances susceptibility to many 

infectious agents, including vaccinia virus, and progressive vaccinia may follow vaccination. 

1 
Wld 11th Org. techo. Rep. Ser., 1972, No. 493 
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(d) Infancy. In non -endemic regions, vaccination is usually postponed to the second year of 
life as a higher incidence of complications has been observed among infants vaccinated between 
the sixth and twelfth months than among those vaccinated during the second year. Thus, the 

usual practice in Europe and North America is to vaccinate during the second year. Comparative 
data are not available on the frequency of complications among those vaccinated at six to 12 
months of age and those vaccinated at birth or within the first few months of life, when 
maternal antibody is present. This situation is perhaps comparable to the administration of 
vaccinia immune globulin at the time of vaccination.- Therefore, the first few months of 
life may be one of the safest periods for vaccination. 

(e) Pregnancy. Although foetal vaccinia is rare and other possible complications are not 
clearly documented, the usual practice regarding pregnant women is to avoid administering live 
virus vaccines and other procedures that might induce fever. Thus elective vaccination is 

normally postponed until after the end of the pregnancy. 

(f) A history of postvaccinal encephalitis or other vaccinal complications. Although 
there is no documentary evidence to that effect, it is generally believed that persons who 

have previously had complications attributed to vaccination should not be vaccinated again. 

(g) Other. Although skin diseases, infections, childhood exanthems (including chickenpox), 
and a variety of other conditions have been regarded by some as contraindications, none of 
these conditions appears to increase either the susceptibility to vaccinia virus or the 

likelihood of complications. 

Travellers for whom vaccination would normally be contraindicated should, if possible, 

refrain from travelling to infected countries. If it is essential for them to travel, they 

should be given vaccinia immune globulin at the time of vaccination. 

1 Nanning, W. (1962), Bull. W1d 11th Org., 27, 317. 
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ANNEX VIII TO THE IHR (1969) 

MODEL OF A CORRECTLY COMPLETED INTERNATIONAL CERTIFICATE OF VACCINATION 

The Committee recommends the alteration of the footnote relating to the signature. 
The present footnote should be deleted and replaced by: 

"The Certificate must be signed in his own hand by a medical practitioner or other 
person authorized by the national health administration. His official stamp is not an 
accepted substitute for his signature." 
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AMENDMENTS TO THE INTERNATIONAL HEALTH REGULATIONS (1969) 

PROPOSED BY THE COMMITTEE ON INTERNATIONAL SURVEILLANCE 
OF COMMUNICABLE DISEASES AT ITS SEVENTEENTH SESSION 

Article 1 

(a) Addition of the following definition: 

"Preventive medication" means mandatory administration of antimicrobial or antiparasitic 

drugs to international travellers for the purpose of preventing the spread of infection. 

(b) Redefinition of the term "airport ": 

"Airport" means any airport designated by the Member State in whose territory it is 

situated as an airport of entry and departure for international air traffic, where the 

formalities incident to customs, immigration, public health,' animal and plant quarantine 

and similar procedures are carried out. 

Article 19 

(a) Deletion of paragraph 1. 

(b) Deletion of the word "sanitary" in paragraph 2 (which would become paragraph 1). 

(c) Replacement of the word "shall" by "should ". 

The Article would then read as follows: 

1. Every airport should have at its disposal: 

(a) an organized medical service with adequate staff, equipment and premises; 

(b) facilities for the transport, isolation, and care of infected persons or suspects; 

(c) facilities for efficient disinfection and disinsecting, for the control of vectors and 

rodents, and for any other appropriate measure provided for by these Regulations; 

(d) a bacteriological laboratory, or facilities for dispatching suspected material to such 

a laboratory; 

(e) facilities within the airport for vaccination against smallpox, and facilities within 

the airport or available to it for vaccination against cholera and yellow fever. 

Article 21 

Deletion of subparagraphs 1(b) and 1(c). The Article would then read as follows: 

1. Each health administration shall send to the Organization: 

A list of the ports in its territory approved under Article 17 for the issue of: 

(i) Deratting Exemption Certificates only, and 

(ii) Deratting Certificates and Deratting Exemption Certificates; 

1 The public health facilities would include those listed in Articles 14 and 19. 



WHO /IQ/73.153 
page 51 

Appendix 7 

2. The health administration shall notify the Organization of any change which may occur 
from time to time in the lists required by paragraph 1 of this Article. 

3. The Organization shall send promptly to all health administrations the information 
received in accordance with this Article. 

Article 22 

Deletion of the word "sanitary" when it appears in the phrase "sanitary airport ". The 
Article would then read as follows: 

1. The Organization shall, at the request of the health administration concerned, arrange 
to certify, after any appropriate investigation, that an airport in its territory fulfils 
the conditions required by the Regulations. 

2. The Organization shall, at the request of the health administration concerned, and after 
appropriate investigation, certify that a direct transit area at an airport in a yellow fever 
infected area in its territory fulfils the conditions required by the Regulations. 

3. These certifications shall be subject to periodic review by the Organization, in 

cooperation with the health administration concerned, to ensure that the required conditions 
are fulfilled. 

4. In the list which the Organization is required to publish under Article 21, it shall 

indicate those airports certified under the provisions of this Article. 

Article 43 

Deletion of the word "sanitary" when it appears in the phrase "sanitary airport ". The 

Article would then read as follows: 

An aircraft shall not be considered as having come from an infected area if it has landed 

only in such an area at any airport which is not itself an infected area. 

Article 63 

Deletion of this Article. 

Article 64 

Amendment of this Article which would then read as follows: 

1. If on arrival of a ship, aircraft, train, road vehicle or other means of transport a 

case of cholera is discovered, or a case has occurred on board without the measures described 
below having been taken, the health authority (a) may apply surveillance of suspects among 

passengers or crew for a period not to exceed five days reckoned from the date of disembar- 

kation; (b) shall be responsible for the supervision of the removal and safe disposal of 

any water, food (excluding cargo), human dejecta, waste water including bilge water, waste 

matter, and any other matter which is considered to be contaminated, and shall be responsible 

for the disinfection of water tanks and food handling equipment. 

2. Upon accomplishment of (b) the ship, aircraft, train, road vehicle or other means of 

transport shall be given free pratique. 
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Articles 65, 66, 67, 68, 69 

Deletion of these Articles. 

Article 70 

Amendment of this Article which would then read as follows: 

Foodstuffs not intended for consumption or cargo on board ships, aircraft, trains, road 

vehicles or other means of transport in which a case of cholera has occurred during the 

journey, may not be subjected to bacteriological examination except by the health authorities 

of the country of final destination. 

Article 71 

No change. 

Article 80 

Deletion of the word "sanitary" when it appears in the phrase "sanitary airport ". 

The Article would then read as follows: 

A State shall not prohibit the landing of an aircraft at any airport in its territory 

if the measures provided for in paragraph 2 of Article 74 are applied, but, in an area 

where the vector of yellow fever is present, aircraft coming from an infected area may land 

only at airports specified by the State for that purpose. 

Article 92а 

Amendment of paragraph 3. The Article would then read as follows: 

1. The certificates specified in Appendices 1, 2, 3 and 4 shall be printed in English and 

in French. An official language of the territory of issue may be added. 

2. The certificates referred to in paragraph 1 of this Article shall be completed in English 

or in French. Completion in another language in addition is not excluded. 

3. International certificates of vaccination must be signed in his own hand by a medical 

practitioner or other person authorized by the national health administration: his official 

stamp is not an accepted substitute. 

4. International certificates of vaccination are individual certificates and shall in no 

circumstances be used collectively. Separate certificates shall be issued for children. 

5• No departure shall be made from the models of the certificates specified in Appendices 2, 

3 and 4, and no photograph shall be included. 

6. A parent or guardian shall sign the international certificate of vaccination when the 

child is unable to write. The signature of an illiterate shall be indicated in the usual 

manner by his mark and the indication by another that this is the mark of the person concerned. 

7. If a vaccinator is of the opinion that vaccination is contraindicated on medical grounds 

he shall provide the person with reasons, written in English or French, underlying that 

opinion, which health authorities should take into account. 
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Appendix 2 

Deletion. 

Annex IV 

New Annex IV which would then read as follows: 

WHO EPIDEMIOLOGICAL INFORMATION SERVICE TO MEMBER STATES 

In order to make available to Member States as promptly as possible epidemiological 
information on diseases subject to the International Health Regulations and occasionally 
other communicable diseases of international importance, the Organization has established an 
automatic telex reply service. 

Epidemiological information of importance received each day at WHO headquarters is 

recorded on punch tape and fed into the machine for automatic transmission to any national 

health administration calling the appropriate telex number. As soon as the message is 
ended, the machine is ready to transmit to the next caller. 

Each Friday, important information received during the week and intended for publication 

in the Weekly Epidemiological Record is summarized and fed into the machine for automatic 
transmission. This enables national health administrations to obtain the information well 
before the Weekly Epidemiological Record reaches them. 

Details of the call procedure are published periodically in the Weekly Epidemiological 
Record. 

The Weekly Epidemiological Record 

The Weekly Epidemiological Record is published in English and French each Friday morning. 

One copy of this publication is sent to each national health administration by the fastest 

possible means. In addition, copies are despatched by airmail to all subscribers. 

The Weekly Epidemiological Record contains all the information that the Organization is 
required to provide under the International Health Regulations (1969), including the 
information already made available by the telex service mentioned above. It also contains 

epidemiological notes and brief reviews of communicable diseases of international importance. 

Annex VI 

Addition of two new formulations: Resmethrine (NRDC 104) and Bioresmethrine (NRDC 107) 

to be inserted after "Alternative aerosol formulations" and before "Disinsecting procedures ". 

Annex VII 

(a) Replacement of paragraph "2. Techniques" by a new paragraph as follows: 

2. Techniques of vaccination 

The preferred site for vaccination is the outer aspect of the upper arm over the insertion 

of the deltoid muscle. This area is usually easily accessible and the lesion that develops 

is less likely to become macerated by body moisture. Unless the selected site is obviously 

dirty, no treatment of the skin is needed: disinfectants inactivate vaccinia virus more 

effectively than they kill skin bacteria. Moreover, cleansing is liable to create slight 
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abrasions that may become infected with vaccinia virus to form "satellite pocks ". If the 
area is obviously dirty, it should be gently wiped with a cloth or cotton wool moistened 
with water, and allowed to dry. 

Vaccine may be introduced by a variety of techniques, but only a few of these are 
satisfactory. The multiple -puncture and multiple- pressure methods and vaccination by jet 
injection give the highest percentage of successful vaccinations. 

The multiple -puncture technique, in which the bifurcated needle is used, is technically 
the easiest and is now almost universally applied in the endemic areas. A dry, sterile, 

bifurcated needle is dipped into the vaccine and, on withdrawal, a droplet of vaccine, 
sufficient for vaccination, may be seen between the two prongs of the needle. The needle 

is held perpendicular to the skin, the wrist of the vaccinator resting against the arm of 
the person to be vaccinated. Fifteen perpendicular (up and down) strokes of the needle are 

made rapidly in an area about 5 mm in diameter. The strokes must be sufficiently vigorous 
to induce a trace of blood at the vaccination site within 15 -30 seconds of vaccination. 

Even if a drop or two of blood sometimes appears, this does not reduce the proportion of 
successful vaccinations. 

In the multiple -pressure technique, a small drop of vaccine is placed on the skin. 

A sharp needle is held tangentially to the skin and pressure is applied several times with 

the side of the needle, not the point. Thirty strokes are completed in five to six seconds, 

using an up and down motion perpendicular to the skin. Sufficient pressure should be 

employed to induce a trace of blood at the vaccination site 15 -30 seconds after vaccination. 

By means of the jet injector, 0.1 ml of a specially prepared vaccine is injected into 

the superficial layers of the skin through a very small orifice and under high pressure. 

Correct deposition is indicated by the presence of an intradermal bleb after vaccination. 

Jet injectors differ in their characteristics and only a few are suitable for the adminis- 

tration of smallpox vaccine. 

The scratch method gives satisfactory results in persons being vaccinated for the first 

time but a smaller proportion of cutaneous responses in those being revaccinated. In 

endemic areas, the use of this method has been abandoned in favour of the multiple -puncture 

method. A small drop of vaccine is placed on the skin and a single linear scratch not more 

than 6 mm long is made through the vaccine. The scratch should be vigorous enough to 

cause a trace of blood to appear at the site within 30 seconds. The vaccine is rubbed into 

the scratch with the side of the needle. 

(b) Addition of a third paragraph entitled Contraindications, as follows: 

3. Contraindications 

Specific contraindications are clearly recognized but their clinical importance varies 

inversely with the probability that any given individual will be infected by smallpox virus. 

Clinical decisions will therefore differ according to the epidemiological circumstances. 

Contraindications in endemic regions 

In endemic regions, the risk of acquiring smallpox far exceeds the danger of vaccination 

complications. Thus in endemic regions there are no recognized contraindications to 

vaccination. Whereas the eczematous individual is at increased risk from vaccination, the 

risks from smallpox as well as from accidental contact inoculation with vaccinia are greater. 

Thus eczema should not be considered as a contraindication to vaccination in endemic areas. 

Pregnancy also is not a contraindication: smallpox is more frequently fatal in pregnant 

than in non -pregnant women and, as mentioned earlier, the risk of complications following 

vaccination is small. 
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Contraindications in non -endemic regions 

Among the principal complications of vaccination, postvaccinal encephalitis, generalized 

vaccinia, and autoinoculation are not associated with identifiable host factors and thus 

must be accepted as small but definite risks associated with the procedure. Other compli- 

cations are substantially more frequent among persons with particular characteristics. 

Thus, in countries where the risk of acquiring smallpox is negligible, the hazards of 

vaccination may be reduced if persons with certain conditions are not vaccinated. The 

following are the most usual contraindications to smallpox vaccination in non -endemic regions: 

(a) Eczema. The risk of eczema vaccinatum after vaccination of eczematous subjects is 

unknown, but probably does not exceed 1 %. If this complication does arise, the case - 

fatality rate is around 1% and the period of disability may be considerable. The risk of 

severe involvement is greatest in persons with generalized eczema and in eczematous contacts 

of recently vaccinated persons. Individuals with eczema or who have had extensive eczema 

in the past should avoid vaccination and close contact with recently vaccinated persons. No 

member of the family should be vaccinated unless the person with eczema can be excluded from 

the household until the vaccination site in the person vaccinated has healed. This precaution 

applies to families but not to other groups, such as schoolchildren and industrial workers, 

among whom transmission is less likely to occur. 

(b) Deficient immune response syndromes; leukaemia, lymphoma, Hodgkins disease, and 

related neoplastic diseases. Conditions of these types are associated with a greatly 

increased susceptibility to the often fatal progressive vaccinia. 

(c) Conditions necessitating the use of immunosuppressive drugs, glucocorticosteroids, or 
radiation therapy. The use of these drugs or procedures enhances susceptibility to many 

infectious agents, including vaccinia virus, and progressive vaccinia may follow vaccination. 

(d) Infancy. In non -endemic regions, vaccination is usually postponed to the second year 
of life as a higher incidence of complications has been observed among infants vaccinated 

between the sixth and twelfth months than among those vaccinated during the second year. 

Thus, the usual practice in Europe and North America is to vaccinate during the second year. 

Comparative data are not available on the frequency of complications among those vaccinated 

at six to 12 months of age and those vaccinated at birth or within the first few months of 

life, when maternal antibody is present. This situation is perhaps comparable to the 

administration of vaccinia immune globulin at the time of vaccination.1 Therefore, the first 

few months of life may be one of the safest periods for vaccination. 

(e) Pregnancy. Although foetal vaccinia is rare and other possible complications are not 

clearly documented, the usual practice regarding pregnant women is to avoid administering 

live virus vaccines and other procedures that might induce fever. Thus elective vaccination 

is normally postponed until after the end of the pregnancy. 

(f) A history of postvaccinal encephalitis or other vaccinal complications. Although there 

is no documentary evidence to that effect, it is generally believed that persons who have 

previously had complications attributed to vaccination should not be vaccinated again. 

1 Nanning, W. (1962), Bull. W1d 11th Org., 27, 317. 
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(g) Other. Although skin diseases, infections, childhood exanthems (including chickenpox), 

and a variety of other conditions have been regarded by some as contraindications, none of 

these conditions appears to increase either the susceptibility to vaccinia virus or the 

likelihood of complications. 

Travellers for whom vaccination would normally be contraindicated should, if possible, 

refrain from travelling to infected countries. If it is essential for them to travel, they 

should be given vaccinia immune globulin at the time of vaccination. 

Annex VIII 

Amendment of the footnote which should then read as follows: 

"The Certificate must be signed in his own hand by a medical practitioner or other 

person authorized by the national health administration. His official stamp is not an 

accepted substitute for his signature," 


