
All direct assistance to countries 
from WHO including many activi
ties mentioned earlier in this issue 
is done through six Regional Offices 
- Brazzaville, Copenhagen, Wash
ington where the Pan American 
Sanitary Bureau acts as the Region
al Office of WH 0, New Delhi, 
Alexandria and Manila. The pro
jects selected for description in the 
pages that follow represent a small 
cross-section of WH 0 country pro
jects. 

Six projects 
from 
among1,200 
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________ AFRICA 

Malaria 
on Mauritius 
Probably in the nineteenth century malaria 
was introduced into the island of Mauritius 
and there were a number of serious epidemics 
before the first public health measures were 
started. In 1949 an active campaign to control 
malaria began, and houses were for the first 
time sprayed with DDT that adhered to 
walls and roofs, killing any mosquitos that 
happened to come to rest. By 1951 the 
Anopheles funestus mosquito, which was 
responsible for the spread of most of the 
malaria on the island, had practically dis
appeared. 
But that was not enough. There were still 
mosquitos to transmit malaria- a few re
maining Anopheles funestus, and others of the 
Anopheles gambiae complex and of the salt
water Anopheles merus family-and there 
were still victims of malaria. As long as both 
existed, even in temporarily reduced numbers, 
there was always the danger of a serious flare
up of the disease that could come about with
out any warning. In 1958 a WHO-assisted 
survey of the situation was carried out and a 
full-scale programme to eradicate malaria 

completely from Mauritius went into action 
in 1960 with help from the Organization. 
Teams of malaria workers began the system
atic spraying of the island at regular inter
vals. Only parts of the high central plateau 
where mosquitos never go were left unsprayed. 
A case-detection system was set up in order 
to find every single malaria patient on the 
island. The total numbers of cases, and the 
number of primary cases (that is cases that 
resulted from local transmission and were not 
imported by travellers from abroad) during 
the years 1961 to 1965 were as follows: 

Year Total cases Primary cases 
1961 955 719 
1962 226 180 
1963 30 10 
1964 20 3 
1965 14 2 
1966 12 

When a WHO-assisted team went to Mau
ritius in November 1965, it confirmed the 
satisfactory progress of the programme. If 
the good rate of progress continues, the assess
ment team thought that Mauritius might be 
expected to reach the stage where it could be 
certified as having eradicated malaria in 1968. 
Routine spraying operations for malaria 
eradication were suspended at the end of 
December 1965. Only focal spraying, speci-

A village in the interior of Mauritius © Roger Viollet 
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fically directed to places where mosquitos are 
known or suspected to be present, is conti
nued whenever it is necessary. But the hunt 
for human victims of malaria continues. 
During 1966, as many as 81,697 blood 
samples were examined by laboratory tech
nicians. Among them, twelve cases of malaria 
were found-eight of them imported, two 
relapses and two unexplained. 
By May 1966 the malaria eradication pro
gramme was so far advanced that house to 
house visits by surveillance agents were being 
carried out only once a month, instead of 
fortnightly as before, at least in parts of the 
island where there had been no new local case 
for three years and where spraying operations 
had been suspended for two to three years. In 
1966 the malaria eradication teams also check
ed on conditions in the smaller islands that 
depend on Mauritius - Rodrigues, Agaloga, 
the Cargados group and the Chagos Archipe
lago. The absence of Anopheles-malaria
bearing mosquitos-on Rodrigues was con
firmed and surveys are still going on in the 
other islands. 

Airlines cooperate 
The Government's share in the campaign was 
decisive; in addition to providing supplies 
and manpower, it gave legislative support 
and a full-time national malariologist has 
recently been appointed. The -international 
airlines serving the island have co-operated 
in introducing a system by which travellers 
arriving on Mauritius are given a card ex
plaining the malaria eradication programme, 
showing them the risk of accidental importa
tion of the disease and asking their co-opera
tion, for example, by getting in touch with a 
doctor immediately should they feel any signs 
of fever or illness after arriving on the island. 
(The same type of card has been used in other 
areas where malaria has been eradicated or is 
well under control.) The Government has 
also made a serious effort to assure the collab
oration of doctors and other health workers 
in detecting and reporting any cases of 
malaria that may crop up, alerting them to the 
necessity of doing blood-smear tests for 
diagnosis in any doubtful cases. As the pro
gramme of malaria eradication comes close 
to the stage of complete success, plans are 
being made to integrate most of the forty
eight malaria surveillance agents into the 
general health services of the island. 



The Island of Mauritius lies in the Indian Ocean at 20° South latitude, .about 1400 miles from 
the East Mrican coast and 500 miles east of Madagascar. It has an area of 720 square miles 
and a coast line of about 150 miles and a population of some 700,000 people. Most of 
the island is planted in sugar cane, but part of the central plateau, which rises to about 750 
metres above sea level, is wooded or covered with bush growth. © Roger Viollet 
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_______________ EUROPE 

Genetics course 
for teachers 
The importance of genetics as a basic bio
medical science and its significance in prac
tical health work was stressed by the WHO 
Expert Committee on Human Genetics when 
it met in 1962. Ensuring the best possible 
teaching in genetics for all medical students 
was also emphasised and the Committee 
noted that the task is difficult because of the 
world-wide shortage of trained geneticists. 
To help fill the gap, WHO has organized 
courses in human genetics for teachers in 
medical schools. The participants are all 
qualified, experienced teachers in other 
branches of medicine and are responsible for 
the planning of genetics as part of under
graduate medical training. The major objec
tive of the programme has been to give 
paediatricians, ophthalmologists, patholo
gists and other clinical specialists the addi
tional background they need in order to 
develop such specialized teaching. 
Three WHO courses in 1962, 1964 and 1966 
have so far been organized in Copenhagen in 

collaboration with the University and with of these courses on a national scale is to 
support from the Danish Special Contri- stimulate a broader interest in genetics among 
bution to the United Nations Development , the staff and authorities of medical schools 
Programme. Thirty-four teachers, coming 
from thirty-two medical schools in all six 
WHO regions have attended the courses. 
Applications for admissions have come from 
many more countries, but the number of 
fellows has been limited to ensure efficient 
instruction. The three courses in Copenhagen 
were given in English, but many requests 
have been made for similar courses in French. 
Each course has lasted three months. Instruc
tion methods included lectures, group dis
cussions, seminars and laboratory work. The 
curriculum comprised population genetics, 
cytogenetics (the study of the role of cellular 
constituents, chromosomes and genes, in 
heredity), human biochemical genetics and 
methods of study in human genetics. Experts 
from specialized centres and institutes from 
different parts of the world assisted with the 
instruction, which enabled fellows to learn 
about specific work being carried out else
where. 
The Copenhagen courses have been followed 
up in a number of ways. In some countries 
-Hungary and Turkey, for example-former 
fellows have organized intensive courses in 
human genetics with WHO support. The aim 

and universities, to provide the medical 
profession as a whole with information on the 
subject, and to develop an understanding of 
the importance of genetics in modern medi
cine. WHO has provided visiting lecturers, 
and these courses have been the starting point 
for the development of work on population 
and clinical genetics in the countries con
cerned. WHO has also given grants to former 
fellows and their collaborators for further 
education or practical training. 
Since the start of these activities, five years 
ago, some twenty countries have developed 
and expanded their work in the field of 
genetics. The subject has been introduced 
into the curriculum of a number of medical 
schools as a direct result of the programme. 
Some of these schools are in the European 
Region, at Cracow and Poznan in Poland or 
Ljubljana in Yugoslavia, for instance; others 
are situated in Bangkok, Manila, Teheran and 
Taipei. 

_____________ AMERICAS 

Better food 
Putting together of karyograms, which represent the chromosomes in a cell. for the children 
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In many countries of South and Central 
America and on some of the Caribbean Is
lands, nutrition problems are one of the 
major concerns of national public health 
officials. Children are particularly exposed 
and in some areas diarrhoeal ailments and 
malnutrition are among the leading causes of 
infant mortality which is, in any case, much 
higher than in the developed countries. In 
Sweden, for example, 9 children per 1,000 
die in the first two years of life and only 4 per 
1,000 in the first five . Figures for Latin 
America are considerably higher, in some 
places as much as ten times. 
When such high figures are analysed more 
closely, specialists have noted that in many 
cases malnutrition becomes a real problem 
beginning in the second year of the life. In 
their first year, infants are breast fed. Even 
if the mothers are themselves not partic
ularly well nourished, the milk will usually be 
sufficient for the babies. But in the next year, 



after weaning, trouble begins. For many 
babies there is no transitional period. From 
mother 's milk they are immediately shunted 
on to the adult diet, which may consist essen
tially of manioc gruel, or thick bean stews 
highly seasoned with pimento to hide the 
lack of meat. In terms of sheer quantity there 
may indeed be enough to eat, but, even for 
adults, such diets are woefully deficient in 
minerals, vitamins and proteins. In many 
cases, animal proteins are almost entirely 
lacking. Children are incapable of digesting 
such adult food without any transition and 
even what they can digest does not give them 
the substances they need in order to grow. 
What makes the situation particularly poign
ant is the fact that in many areas where 
children are afflicted by grave malnutrition, 
the major factor is lack of education. What is 
most needed is someone who can show the 
mothers - who have never known any but the 
traditional methods - how to feed their 
children in order to keep them alive and 
healthy. 
The task is often a double one. Children al
ready touched by severe malnutrition must 
be put on a special diet - usually for a period 
of several months-to bring them back to 
health. At the same time the mothers should 
be taught how to keep them healthy and how 
to feed other children in the family to prevent 
them from becoming malnourished. To carry 
out this double programme, nutrition centres, 
nutritional advisory services and nutrition 
programmes have been set up in a number of 
countries of the region with assistance from 
the Pan American Sanitary Bureau, which 
acts as the WHO Regional Office for the 
Americas. 
Two examples are the co-ordinated applied 
nutrition programme that began functioning 
in the Republic of Panama in 1963 and the 
Recuperation Centre for Malnourished 
Children at Fond-Parisien, Haiti. 
In Panama, the basic plan was prepared by the 
Ministries of Public Health, Education and 
Agriculture with assistance from F AO, 
UNICEF and WHO. The Panamanian , 
Government supplies the personnel and facili
ties needed to carry out the programme, 
UNICEF provides stipends for the training of 
personnel, equipment and materials, and 
FAO and WHO provide technical advisory 
services and participate in the training of 
local personnel. 

Cooking, hygiene and nutrition are taught at 
school. The children become pioneers of health 
in the home. The picture was taken in Paraguay. 

The co-ordinated programme concentrates on 
rural areas and includes the combined efforts 
of health centres, agricultural extension 
agencies and schools. 
In the health centres, mothers who attend the 
various services are given nutritional edu
cation and, when necessary, children are 
given food supplements. 
The school programme is based on culti
vating school vegetable gardens and serves a 
double purpose. The gardens are models for 
the villages, showing what can be grown in 
the area and how a garden can best be 
exploited. They are also used for growing 
vegetables for the school lunches: the children 
get a good meal at noon and, in their classes, 
are taught food preparation and the rudi
ments of nutrition. The agricultural extension 
agents help plan and work the gardens. 

Parents sometimes help in the maintenance 
work and in some communities mothers come 
to the school to help prepare lunches under 
the teachers ' supervision. 
The first pilot project covered the four central 
provinces and was an outstanding success. 
Even before its first year was over, the school 
garden programme had stimulated the plant
ing of numerous home vegetable gardens 
whose produce was largely used for family 
consumption but which also, occasionally, 
yielded a small cash supplement to family 
income. 
A different approach to the problem of 
nutrition in the .region is illustrated by the 
Recuperation Centre for Undernourished 
Children at Fond-Parisien, Haiti, which was 
established to help undernourished pre
school children and educate their mothers. 
Some years ago, the regional adviser for 
nutrition problems of the PASB/WHO 
Regional Office, had suggested the creation 
of such day-care centres to give intensive 
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In Haiti, the Centres for the Recuperation of Malnourished Children give badly-needed food and 
teach mothers the rudiments of nutrition and proper food preparation. Mothers take turns helping 
to cook the meals and learning to make the best use of the resources available. 

help to cases which were urgent but did not 
require hospitalization. Such recuperation 
centres are much less expensive to establish 
and run than hospitals and give better oppor
tunities for educating the mothers. 
Fond-Parisien is in impoverished village in a 
once-fertile plain near the border of the 
Dominican Republic. The torrential rains of 
Hurricane Hazel in 1954 destroyed the irri
gation system and covered what was rich 
soil with barren run-off from the hills. A study 
of the population of Fond-Parisien showed 
that the average daily diet- of children and 
adults together- came to 1,359 calories, 
with 32 grammes of proteins, including only 
4 grammes of animal protein. The average 
expenditure for food was US$ 0.08 per day. 
According to the same study, 84 % of the child
ren between 1 and 4 years were malnourished. 
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The Recuperation Centre was installed in an 
existing house of the village. Furniture, dishes, 
cooking utensils, kitchen equipment and 
sanitary facilities are all of the type usual in 
the area. There is neither running water nor 
electricity. The food given the children is all 
made from raw materials commonly found in 
the region. Personnel is kept to a minimum
one social service auxiliary directs the centre 
and is assisted by one young servant-and 
most of the work is done, under supervision, 
by the children's mothers, who come by turns 
to the centre, where they learn to feed their 
children correctly. 
The children, thirty-four at a time, are 
admitted to the centre for four months. They 
come early in the morning, six days a week, 
and stay until the end of the afternoon, 
taking all meals except supper there. For the 

first group, whose average age on admission 
was exactly three years, the stay in the centre 
brought significant increases in weight, 
height, albumin content, serum proteins, 
etc. The first group of children was 
chosen from among the neediest in the needy 
village. In future groups, priority will be 
given to children of mothers who have not 
yet had nutritional training. 
The equipment was deliberately kept simple 
to make the centre as nearly like local condi
tions as was compatible with the needs it was 
to serve. The total installation costs came to 
US$496.67 and the total operating costs for 
a month (for the recuperation of 34 children) 
were US$212.00. The expenditure for food 
for one child per day is US$0.09 and the total 
cost for recuperating a malnourished child
and educating his mother- is about US$25.00. 
This centre is one example of a type that has 
been established, with WHO assistance, in a 
number of other countries in the region 
including Guatemala and Mexico. In Colom
bia the dispersion of the population in rural 
areas where recuperation centres are most 
urgently needed has made it necessary for 
most of them to accept children overnight as 
well as for day care. In Haiti itself, other 
recuperation centres for malnourished 
children have been opened in the last two years 
and the results in helping the children at the 
crucial pre-school age - when they are most 
difficult to reach by a public service- seem 
to be encouraging. 

____ SOUTH EAST ASIA 

Kabul, 
the Public 
Health Institute 
When the Government of Afghanistan was 
preparing the plans for its health develop
ment programme, it decided that the establish
ment of an Institute of Public Health should 
be given an important place. That was in 
1956. The purpose of the Institute as decided 
at the outset was to identify and define the 
epidemiological patterns for the different 
diseases, study causes of death and help to 
train the staff needed for developing health 
programmes throughout the country. 



The plans for the Institute were discussed with 
WHO advisors and by the. end of 1962 the 
buildings were ready and the Institute could 
begin to function. Since 1963, WHO has 
assigned a public health officer, a microbio
logist, a laboratory technician, a statistician
epidemiologist and a sanitary engineer to 
work there. UNICEF has provided laboratory 
equipment and supplies, teaching equipment, 
library books, periodicals and transport. 
Over the past five years, WHO has awarded 
thirteen fellowships to members of the 
Institute staff: four to study public health 
institutes in other countries, four in epidem
iology and health statistics, four in labora
tory services and one for the medical librarian. 
Besides the work for which the Institute was 
originally established, it now houses a health 
education section and a school for sanitarians. 
A blood bank was established with aid from 
the Federal Republic of Germany and WHO 
helped in coordinating its work with that of 
the Institute. 
The microbiology department has worked out 
methods of identifying pathogenic agents 
that cause outbreaks of diseases in Afghani
stan. In the 1965 cholera epidemic, for instance, 
it isolated the El Tor strain and has done similar 
work for outbreaks of salmonellosis and shi
gellosis. The section has begun a study of tuber
culosis cultures in assocation with the Chaman 
Tuberculosis Centre and is working on a survey 
of resistance to anti-tuberculosis durgs. 

Broadening the scope 

In order to draw valid conclusions m any 
epidemiological study, researchers need accu
rate, comparable raw statistics to work on. 
At the Public Health Institute in Kabul, the 
epidemiological and statistical departments 
had to begin at the very beginning. They 
devised a system for the notification of com
municable diseases that would be practicable 
under local conditions. They designed a 
feasible system of hospital records and they 
worked on improving the statistical accuracy 
of hospital reports to the central authorities. 
A WHO sanitary engineer helped establish 
the curriculum for sanitarians given at the 
Institute, and also gave instruction to civil 
engineering students at the University of 
Kabul, in cooperation with the Central 
Authority for Housing and Town Planning. 
The Institute also conducts orientation courses 
in public health for doctors and for auxiliary 

Two nurses on their rounds in a village near Kabul. 

personnel of the rural health services, courses 
for laboratory assistants and technicians, and 
refresher courses for vaccinators. 
In time, the Institute is to become a central 
reference laboratory for Afghanistan, and to 
this end, it is helping to develop local and pro
vincial laboratories throughout the country. 
The Institute is just beginning to make an 
impact on the overall health programme of 
the country. As its workers gain experience 
and more national staff are trained to work in 
the different sections and laboratories, it will 
be able to broaden the scope of its activities 
especially in the epidemiological study of 
communicable diseases. Its activities are 
closely related to the work being done in 
several other projects assisted by WHO, 
covering rural health services, provincial 
maternal and child health services, environ
mental health, malaria eradication, tuber
culosis and other communicable diseases, 
and health education . 

_EASTERN MEDITERRANEAN 

A 
medical school 
for Tunisia 
When the Government of Tunisia requested 
advice on the establishment of the country's 
first medical school, a faculty within the 
framework of the University of Tunis, WHO 
began by providing a consultative group in 
1961. This group made a first assessment of 
the medical needs of the country and of the 
resources available. It recommended that the 
government rapidly establish a faculty of 
medicine and made suggestions on how it 
should be planned to meet the conditions 
prevailing in the country. Two years later a 
second consultative group visited Tunisia and 
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found that there had been good progress: 
existing buildings had been adapted to 
provide laboratory and classroom space and 
the planning of additional hospitals to enlarge 
clinical teaching facilities was well advanced. 
The committee again made suggestions con
cerning both the academic programme and 
the physical facilities . 
WHO consultants collaborated with the 
members of the new faculty in planning the 
curriculum, which is based on the French 
system but with adaptations to meet the 
special needs of the country. WHO was also 
consulted in planning the fellowship program
me and the overall organization of the courses 
of study. Three professors in basic sciences 
were provided by WHO as well as a fourth to 
teach social and preventive medicine. All four 
are now at work in Tunis. The first students 
were admitted in the autumn of 1964; from 
the first fifty, the number of students in each 
successive class will gradually rise to a maxi
mum of about 200 per year. The laboratory 
space necessary for the basic medical and 
scientific studies has now been made available. 
By the time the first student~ arrive at their 
clinical years, the new, specialized hospitals 
will be finished and the adaptation of older 
ones for teaching purposes will be completed. 
Instruction at the Faculte de Medecine in 
Tunis is in French. The clinical studies begin 
early and by means of practical field work 
the students are quickly brought in contact 
with the health needs of both the rural and the 
urban community. 
The first graduates will qualify in 1971 and 
all will be required to serve in the national 
health service. Some of them will assist the 
Faculty of Medicine but most will be assigned 
to hospitals or health centres throughout the 
country where they will eventually take the 
place of foreign doctors. Plans have been 
made for some of the early graduates to take 
post-graduate training in Tunisia or abroad. 

Investment returns 

Obviously it will be at least a decade before 
there is any return on the enormous invest
ment- of money, materials and human re
sources-that has been made by Tunisia in 
establishing the Faculty of Medicine. But 
by that time the country will have built up a 
competent body of professional personnel to 
meet the needs of the population. It will then 
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become possible to develop a complete net
work of rural health centres supported by 
hospitals which have already been established 
in carefully chosen localities. 

____ WESTERN PACIFIC 

Tapwater 
for Tonga 
In August 1964, the Director of WHO's 
Regional Office for the Western Pacific 
received a letter from the Deputy Premier of 
the Kingdom of Tonga, a group of coral is
lands in the South Pacific that have been 
described as the most idyllic in that idyllic 
part of the world. The Deputy Premier was . 
passing on to the Regional Director the text 
of a resolution adopted by the Association of 
District and Town Officers of Tonga: 
"We, the members of the Association of the 
District and Town Officers of the Kingdom of 
Tonga, at a meeting on 27 February 1964, 
hereby resolve to request the Honourable 
Premier of the Kingdom to express our 
feelings of gratitude and appreciation to the 
United Nations Children's Fund and the 
World Health Organization for their assis
tance in the provision of water supplies to the 
people in the villages of the Kingdom. We 
would like it to be known: 
(a) that before this assistance, we and our 
children suffered from intestinal ailments and 
high temperatures rather frequently, which 
were diagnosed by doctors as typhoid 
fever, dysenteries and other infections due, 
they said, to poor water and unhealthy 
conditions in our homes. Our children were 
also suffering constantly from skin infections 
due, primarily, to lack of water. Our-life in 
the village then was apathetic; but one which 
we more or less accepted as part of our 
existence; 
(b) that since these water supplies were 
installed in some of our villages and schools, 
our health and that of our children has im
proved, that the common ailments such as 
typhoid, the dysenteries and other infections 
and skin diseases have become a thing of 
the past. There is more happiness and laughter 
in our villages and in schools the .children 
look happier and healthier; 

(c) that a number of our schools and villages 
are now enjoying these benefits; but there are 
many more of us who pray that they may also 
receive the benefits due to the abundance of 
safer water supply." 
Many of the islands of the Kingdom, includ
ing the principal island of Tongatapu, are of 
coral. As a result, the soil is very permeable 
and, although Tongapatu gets a considerable 
amount of rain throughout the year, there 
are no springs, ponds, lakes or streams. The 
inhabitants of Tonga have dug wells for a 
long time, but the water from them is nearly 
always unpleasantly brackish. Rainwater has 
generally been used for drinking and other 
purposes. The traditional storage places were 
simple holes dug in the ground, lined with 
tamped clay and leaves, but in recent years 
concrete cisterns have been built on rooftops. 
Between rainfalls, the cisterns frequently run 
dry and then the people have nothing to 
drink but coconut juice. 
The recurrent water shortage and the fre
quency of water-borne diseases decided the 
Tongans to ask for WHO assistance in esta
blishing a better water supply system. The 
assistance was given in the form of the assign
ment of an anthropologist from April 1958 
to June 1960 and a sanitary engineer from 
November 1958 to March 1965. 
The anthropologist's job was to study the 
structure of Tongan society, the attitudes and 
customs of the people, to see how they might 
be expected to react to the installation of 
modern water supplies. His report was illumi
nating. One might have thought that the best 
method would be for the village people to 
construct and operate the water supply 
services themselves. But the anthropologist 
discovered that the Tongans traditionally look 
to their chiefs and, to the government to 
provide leadership and skilled labour in 
public works. He recommended that the 
villagers be asked to contribute their labour 
without pay and to make a cash contribution 
for the materials, but that the Government 
should initiate and organize the work. In 
making his investigations, the anthropologist 
also discovered that the people were generally 
unconcerned about whether or not the water 
was safe to drink, whether or not it might 
bring illness to them. What mattered to them 
was convenience of the supply and, if possible, 
that it should taste good. 
When the engineer arrived, his first task was 



to find the best physically feasible system for 
providing water to the villages. He began by 
studying the rainfall and then, since there was 
no surface water, the underground water. 
The relatively uniform distribution of the 
rainfall and its relative abundance suggested 
that it might be possible to develop under
ground resources. 
When the engineer carried out a preliminary 
test of his theory, he discovered that there 
was a lens of fresh water floating on top of the 
salt water within the permeable substrata of 
the island. And yet the wells that did exist on 
the island gave brackish, salty water, usually 
drinkable but with a rather nasty taste. The 
engineer investigated and decided that this 
state of affairs was due to one of three causes : 
either the well was too close to the seashore, 
or it was dug too deep and drew its water 
from the lower, salt-water strata, or else it was 
overpumped. Working on this hypothesis, the 
engineer was able to turn one of the bad wells 
into a good one by the simple expedient of 
filling the bottom with nine metres of broken 
concrete and stones, leaving only three metres 
of water. The fears that the well would not 
give enough water after the partial filling were 
unfounded; there was plenty of water to be 
drawn from it, and only one-tenth as salty 
as before. 
The Government decided, on the strength of 
this experience, and with the advice of the 
WHO staff, to try to construct a pilot water 
system in the villages of Houma and Vaotu'u 
drawing the water from a large-diameter well 

The water shortage is over . . . 

Priming the new pump . .. 

of the proper depth. The village people dug 
their well entirely by hand, sixty feet down 
and mostly through hard coral. The exca
vation was stopped about four feet above 
mean sea level so that some fresh water 
would remain at the bottom to serve as a 
barrier to salt water even if the well were 
pumped empty. Then an elevated tank with a 
capacity of 10,000 gallons was erected and 
about 12,000 feet of pipe laid to serve thirty
three public taps. Each tap serves an average 
of 46 people and no house is more than about 
150 feet from a tap. 
When the pipes were laid, the villagers were 
encouraged to complete the installation by 
establishing private connections to their own 
houses at their own expense. Many of them 
did so, especially after the copra had been 
cut and there was some cash in hand. 
The pilot scheme in Houma and Vaotu'u was 
completed in March 1961. It was an immediate 
success and has continued to work well. The 
water has never had a salinity of more than 
50 milligrams of chlorides per litre-which is 
perfectly acceptable to the palate-and has 
consistently been of good bacteriological 
quality. 
Once the pilot scheme was completed, other 
villages asked for help to build their water 
systems and the Government decided to 
construct them wherever it was physically and 
economically feasible. An extension of the 
WHO sanitary engineer's term of work in 
Tonga under the Expanded Technical Assis
tance Programme was granted and in 1962 
UNICEF contributed US$80,000 worth of 

materials for twenty village water systems and 
for the contruction of sanitary facilities in the 
village schools. By 1963 most of the twenty 
schemes were completed and UNICEF agreed 
to provide the materials for eighteen more, 
to a value of US$50,000. By the end of 1966, 
47 villages had their piped water supplies and 
five more had hand-pumped wells to give 
them good water. Sanitary facilities had been 
installed in 27 village schools. In twelve 
villages every household unit is provided with 
water-seal latrines and many others are headed 
toward the same goal. The programme is 
expected to be finished in 1968. 
To make the well water flow through the 
pipes to the taps, some method of pumping 
had to be devised. At first it was thought that 
small electric motors would be necessary but 
it was soon realized that windmills would do 
the job very nicely. Since the wind is free, the 
costlier electric power is used only in cases of 
emergency. 
Now the Kingdom of Tonga has gone a step 
further. The Tonga Water Board, which will 
be responsible for the running, maintenance 
and development of all the water systems in 
the Kingdom, is expected to be created by act 
of the Legislative Assembly during the current 
session. And just as Houma and Vaotu'u were 
models for the water systems of the whole 
Kingdom, Tonga itself has become a sort of 
model for the South Pacific. A number of 
other island communities, faced with much 
the same problem, have watched what has 
happened on Tonga with much interest and 
will soon be following the same road. 
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