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1. PROPOSED r~";GHAJVlI'JE AND Bl'DJE'r EBrTIllATES FOR 1967 FOR THE 
EASTERN ;IJl"DI'l'E,ffihNFJiN REGION": Item 9 of the Agenda 
(Document FJ1jRClS/5) 

The REGIONAl, DTIlEC'I0R introduced the draft programme and budget 

estimatE's for 1967 (docJK'>nt EM!HC15/3), The introductory section (pages vi 

to xii) explain~_"d l](Yfl che docun:en·c haC: been prepared arJ.d the meanings of the 

different COlUllE1S,. The bcdget was sUllitllarized by main subjects: regional 

office, regione.J. "dvi,38rs :md HHO Representati v<fs; and country and inter-country 

projects. '1'h",,'e "ere 'Cohree &'1.'lexes. The first contained projects under the 

Malaria Accelerated PrOBr&~~e, which were financed outside the regular budget, 

subject to the avail"biEty of voluntary funds. The second contained projects 

under the Com,,,unity Water Supply Programme, which were financed in the same 

VoTay as the !n8.1aria projects. The third contained additional projects, i.e. 

projects ,qhich governments had requested and which could be financed only if 

any additional funds became available; they could not be included either in 

the regular buuGet 01' in i:nA Category 1. 

The main item for consideration by the Committee was the regular programme 

and budget pr0poeals for ),967, for which the regional office looked to the 

Committee fu~ t,-uida:.1oe and aciv1ce. The 1967 Expanded Programme of Technical 

Assista'1ae estim3.tes wer8 very tentative and·' contained programmes whioh he 

though" "he gDy"r: :.' '. ".:0U:.C'. :,ish to include in their 1967/68 biennium 

5ubmisslons. TiJ:)se projects wouJ.d be prepared by the governments as part of 

their co· ordinatecl overall national programmes and would be submitted to the 

Technical Assist&'1ce Boac'u hy M~.y 1966. Meanwhile, the Regional Office would 

consult with govern::;er,ts a'1d ma'<e any necessary revisions in the projects. 

The EP1'A 1965 and 1966 estimates uovered projects already approved and 

modified in accordance with government requests. For practical purposes and 

in accordance with II'HO' s policy, Funds-in-Trust projects were included under 

the EFTA colUlnn .1.1cho~~'l they were reimbursed by governments and not financed by 

by EFTA. Since the preparation of the progra11llle and budget estimates a request 

had been received from Libya for additional Funds-in-Trust progranune of 

approximately $30G,000. 

The Committee would be (Joncerned chiefly with the column concerning regular 

projects propo"ed for 1967, The figure of $4,614,000 was a tentative alloca-

tion for 1967 because it r,ad to be submitted to the Director-General of WHO 

for transmission to the Executive Board and the World Health Assembly. Assuming 

approval by the Assembly, the allocation for 1967 would show an increase of 

$380,000, or 8.97 per cent, over the allocation for 1966, 95 per cent of the 

increase being lor· l.leiQ pro B'l'QIllJI1eS , taking into account the needs of countries. 



EM/RCl5A/Prog.Min.l 
page 5 

There had been an increase in the allocation for each country in the Region, 

though not a uniform one since funds were allocated according to needs rather 

than size or population. However, the largest increase was for Pakistan, 

the country with the largest population. There was no change in the Regional 

Office and WHO Representatives, and only minor changes in the Regional Advisers: 

it was p~posed to suppress the post of adviser on communicable eye diseases 

because countries could now deal with their own projects, with the help of 

short-term consultants or ad hoc advice from the Regional Office. It was 

proposed instead to appoint a second nursing adviser to meet the growing number 

of nursing projects. 

The inter-country programme was an extremely important part of the regional 

programme. The budgetary allocation had been increased in order to meet the 

wishes expressed in previous regional committees. The programme was becoming 

increasingly useful as the needs of some of the countries lessened. 

With regard to country programmes, he suggested that the Committee might 

feel it was unnecessary to discuss them in detail, since he and his colleagues 

were available to discuss any problems with individual representatives during 

the session. The 1966 programme could still be modified if necessary but 

within the allocated budget. 

In conclusion, he emphasized that he would value advice and guidance from 

the Committee on the programme and budget in general and on the inter-country 

programme in particular. 

Dr. AL-WAHBI (Iraq) asked if the Regional Director would consider the 

possibility of increasing the number of translators at the Degional Office as 

a further step in the use of the Arabic language. 

Mr. BIJ3I (Kuwait) endorsed the suggestion of the representative of Iraq. 

The REGIONAL DIRECTOR thanked the representative. of Iraq for his suggestion, 

which would certainly be borne in mind. The work of translation into Arabic 

was increasing, and excellent work was being done by the existing translators, 

one of whom was helping with interpretation at the current session. 

The CHAIRMAN, in the absence of further comments, invited the Committee 

to consider the following draft resolution: 

The Sub-Committee, 

Having examined the proposed Programme and Budget Estimates for 
1967 as submitted by the Regional Director in document EMjRC15/3: 
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Appreciating that the proposals for 1967 under the Technical 
Assistance Programme are tentative in nature until formally in
cluded by governments in their consolidated request to the Tech
nical Assistance Boccrci, except to the extent already forming part 
of approved continuing projects, 

1. FINDS that the programme proposals ensure a suitable balance 
between the major subject headings as well as between country and 
inter-country projects; 

2. NOTES with satisfaction the continued support to the 
control of Communicable Diseases including Malaria Eradic
ation activities, the further strengthening of Public Health 
Administration, Environmental Health and Education and Train
ing, while due regard having been given to newer fields; 

3. ENDORSES the proposed programme and budget for 1967 under 
the Regular fudget of the World Health Organization, and; 

4. THANKS UNICEF for its assistance to the health programmes 
in the Region and welcomes its valuable support also in 1967 
and future years. 

Dr. HAMZA (Sudan), moved the adoption of the draft resolution. 

Decision: The draft resolution was unanimously adopted. 

2. TECHNICAL MATTERS: Item 10 of the Agenda 

(a) Epidemiological Aspects of Malaria Eradication in the 
Eastern Mediterranean Region (Document EM/RC15/4) 

The CHAIRMAN invited Dr. Lepes to introduce the item. 

Dr. LEPES (Public Health Administrator for Malaria Eradication), said that 

document EMjRC15j4 was a critical analysis, concentrating on failures and 

difficulties rather than on achievements. Nevertheless, progress in the 

Region had been steady and WOUld, it was hoped, be maintained. Although 

the basic facts concerning malaria were now well known even to the pUblic, 

the transmission cycle is not as that simple. OVer the past eighty or ninety 

years, a solid foundation of knowledge and experience had been built up,but 

far more needed to be !mown. Eradication had already been shown to be feasible 

by application of synthetic insecticides and it had been thought that it would. 

be simple to ensure that all female mosquitoes which might be carrying malaria 

parasites could be.destroyed. But the situation in countries ~Jch as Iran. 

Iraq, Israel, Lebanon, Jordan 2~d Syria showed that the problem was much more 

complex. Between 1958 and 1959, eradication campaigns had been started in 

many countries, and some of them had already reached the consolidation and 

maintenance phases. Some setbacks had been experienced during the past few 

years due to operational or technical difficulties. 
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The first technical difficulty in the Region had been encountered in Iran 

in the form of resistance to insecticides. Similar problems had arisen 

later in southern Iraq. In many cases, the difficulty had been caused by 

incomplete coverage with insecticides. 

In view of the specific characteristics of the malaria endcmo-epidemics 

in countries of the Eastern Mediterranean Region namely its instability but 

at the same time ability to develop explosive epidemics, operational failures 

could be easily followed by flo.re ups of malari:c. Nevertheless, progress had 

been experienced particularly in epidemiological activities. Regular case 

detection in form of active and passive method of detection h'td improved 

quantitatively and qualitatively while ad h££ methods of detection like, mass 

blood examination and epidemiological investigation were being preoctised in 

extent as they deserved. 

Epidemiological activities were vital to ",11 types of malaria programmes, 

even at the pilot stage. It was gratifying to note that the number of 

epidemiologists in malaria services of the countries of the Region was in

creasing and that even sub-professional staff were taking part in epidemio

logical activities. 

In spite of the good progress of malaria eradication campaigns made during 

the past four years, certain points concerning epidemiological activities were 

essential for the smooth continuity of theso programmes. In the conclusions 

and recommendations of the dooument under consideration, all these points wore 

well stressed in detail. 

Dr. MOFIDI (Iran), referring to the comments on the re-establishment of 

transmission in his country (page 5 of document EM/RC15/4), said that although 

a stage had beon reached where spraying had been interrupted, the movement of 

population from the southern to the northern part of the country had made it 

advisable to reinstitute spraying as a precautionary measure to reduce the 

anopheline population. There were at present twelve million people in the 

consolidation phase, 690,000 in the early attack phase and over 2 million in 

problem areas. Several insecticides had been tested at research centres and 

one of the most effective was Malathion, with which large-scale trials were now 

under way. A start had been made in the use of DDVP in villages in southern 

Iran; after satisfactory trials, a large-scale project for the use of medicated 

salt among the tribal population had been started; and a combination of medi

cated salt and spraying had produced excellent results in the reduction of 

parasite rate in the stablo population. The latter ~ethod was very costly 

but had helped to interrupt transmission in southern Iran. 
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Dr. SHAWARBY (United Arab Republic) described his country's malaria 

eradication programme. During 1959 and 1960 a plan of operation had been 

prepared by the liOverrunen" authorities with the help of a WHO team. A 

regional malaria training centre had been set up to train the staff of the 

malaria control department and also staff from nearly all the EMR countries. 

Under the supervision of regional centres, the malaria control department was 

also responsible for two national training centres for sub-professional staff 

and for microscopists. However, the detection of DLD resistance and high 

DDT tolerance had necessitated further research for a solution. 

The Expert Committee on Malaria had stressed the importance of sound 

rural health development before embarking on malaria eradication. Thus 

the government authorities of his country had had to decide between two 

projects: malaria eradication, costing L.Eg.24 million; and rural health 

to provide all the villages in the country with rural health units at a rate 

of 1 unit per 5,000 population, costing L.Eg.12 million. The choice had 

naturally fallen on the rural health project, which had now achieved mere 

than 60 per cent coverage and was expected to be completed between 1967 and 

1968. 

Nevertheless the Government had never lost sight of the importance of 

the malaria problem. A malaria control service had been set up as an extension 

of the control programme of house-spraying, larviciding and drug distribution 

to cover all the malarious areas, and the number of reported cases of the 

disease had been reduced from about 100,000 in 1959 to less than 15,000 in 

1964. 

Research had continued actively to counteract the DLD-DDT double resistance 

of the vector. Small-scale trials of BCH and Malathion had proved effective 

in 1963 and an extensive trial in the most malarious area of the country was 

being conducted over a population of 150,000. The preliminary results of an 

entomological evaluation had been favourable to Malathion; but the parasito

logical results were not conclusive because of the very low incidence of malaria. 

In 1964, out of a population of 153,035, 58,364 blood films had been collected 

before, during and after the peak malaria season with an overall malaria 

prevalence of 6.2 per thousand. In 1965, the same popUlation had been 

subjected to surveillance by active and passive detection tWice monthly 

during March,. April, June and July. During that period, about 140,454 

people had been inspected - about 91 per cent coverage of the population; 

12,091 blood films had been collected with a positive rate of 7.9 per cent 

and an incidence of 0.68 per cent. 
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The malaria eradication programme had been included in the second 

5-year plan and a sum of L.Eg.5 million had been provisionally approved 

pending final approval of the whole plan. It was hoped that the prepa-

ratory phase would start as soon as the plan had been approved. 

With regard to the first paragraph on page 5 of the report, which 

mentioned a country as having reached the maintenance phase, he felt that 

more information should be given on the scope of activities and the spread 

of infected areas, in order to give an idea of the stages that had led up to 

the achievement of the maintenance phase. 

Dr. NABILSI (Jordan), referred to a problem that had arisen in the Jordan 

valley the year before. After years of control and spraying, experts had 

pronounced that spraying could be stopped. But there had been a recurrence 

of malaria which had disrupted the eradication programme. The experts had 

met again and decided that spraying had been stopped too soon and should be 

resumed. He would like to know when, in the opinion of the Secretariat 

representative, spraying could be finally stopped. 

Jordan encouraged rapid reproduction of mosquitoes. 

The summer climate in 

Dr. ANOUTI (Lebanon), said his country had a special malaria problem. 

The Lebanon was one of the first countries to eradicate malaria and was now 

free from the disease. But his Government was still obliged to report the 

few imported cases that were detected each year. With two million Lebanese 

nationals living abroad, some of them in infected areas, there was always the 

danger that nationals re-visiting or returning to the country might import the 

disease. The Government had established some measure of border control, but 

it was impossible to insist on blood tests for all returning nationals from 

malarious areas. A more serious problem was caused by the people who crossed 

the border irregularly for work and who had caused the 1963 outbreak. 

He would like to ask the Secretariat representative whether he thought 

that malaria-free countries were justified in setting up border control centres. 

Dr. PANOS (Cyprus), said that Cyprus had been free from malaria since 1951, 

apart from a few imported cases. The usual control measures had been carried 

out to deal with cases imported by air and sea travel. In 1963 and 1964, how-

ever, there had been a serious re-introduction of mosquitoes starting in the 

north-west part of the island. Intensive efforts had been made to curb the 

spread of anopheline mosquitoes; larviciding had been started again and there 

had been careful examination of patients, both in the hospitals and with the help 

of private doctors. His country had been greatly helped by the United Nations 

medical services and ~ntensive efforts were being made to train national staff 

to help in checking potential caGes. His country would welcome advice on 
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Dr. HAMDANI (Pakistan), said he wondered why no mention had been made 

of Pakistan's imposing malaria eradication programme which was now expanding 

greatly. 

Dr. BAHRI (Tunisia), said that the Secretariat representative had not 

mentioned larviciding, which was one of the most important methods in me,laria 

eradication. He would like to know whe,t progress W'l.S being made in this field 

insisting on the importance of biological control of mosquitoes larvae by 

gambusia affinis. 

Dr. AL-WAHBI (Iraq), said that his country was one of the first to launch 

a malaria eradication programme in pursuance of the resolution adopted by the 

Eighth World Health Assembly in 195~ The programme had started in 1957, with 

the aim of spraying an area of 235,000 square kilometres embracing 14,300 

villages and 4 1/2 million people. A year later, 1.7 million people were 

considered as satisfactorily protected; in 1959 2.8 million people were 

considered as safe for exclusion from spraying and 0.5 million were under 

active surveillance; and in lS60 2.8 million were in the attack phase under 

active surveillance and residual spraying, with 1.7 million in the consolidation 

phase with active surveillance only. In 1961 malaria had flared up again in 

southern Iraq and the population in the attack phase had declined progressively 

to 0.4 million in 1963. In 1964, as a result of renewed transmission and the 

dislocation of operational activities through unforeseen administrative problems, 

the operational plan had been revised: the northern region had been returned 

to the attack phase, the southern region had been moved to the late attack 

phase and the central region had been placed under active surveillance with 

focal spraying. In 1965 it had been decided that all three regions should 

receive total coverage protection. The central region had, therefore, been 

placed in the late attack phase and spraying operations had been confined to 

rural areas embracing only 1.2 million of the population. 

The Representative of Iran had mentioned a new method of combatting 

malaria which was said to be rather expensive. Iraq like many other countries, 

had spent large sums of money on malaria eradication. After eight years on a 

programme which it had been thought would produce successful results after five 

or six years, it was difficult to obtain additional funds from the financial 

authorities. From the public health point of view, it would be useful if an 

analysis could be made of the relative benefits and value for money spent on 

the active and passive methods of surveillance. 

In order not to delay proceedings, he would hand in his more detailed 

comments to the Secretariat. 
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Mr. ABRAR (Somalia), said that malaria was a serious problem in his 

country and one of the major causes of death. In recent years there had 

been much discussion of the possibilities of cooperation between countries 

in malaria eradication; he hoped that WHO would find it possible to organize 

a border meeting between Ethiopia, Somalia and Kenya on the lines of the meetings 

between countries in the Middle East. 

He \ms greatly interested in a statement of the Iranian Representative 

and particularly his reference to m~dicated s~lt. It would bE useful if the 

Regional Office could investigate the possibility of wide-scale application. 

Dr. MOFIDI (Iran), said he would be glad to discuss the possibilities 

of the wide-scale use of the measures he had described. He emphasized that 

they could only be used in combination with other measures. The problem 0 f 

high cost could perhaps be solved if activities were coordinated with those 

of the general health services. The value of such coordination had been 

demonstrated in the recent outbre~~ of cholera, when the network of malaria 

services had gone into operation at 24 hours' notice, and within a week newly

trained staff had taken over the entire task of anti-cholera vaccination. 

The whole exercise was an excellent example of the value of integrated health 

services. 

Ato YO~~S TSEGHE (Ethiopia), pres6nted thE papEr, copies of which h~d 

already becon circulated, "Epidemiologic'll Aspects of Mal?ri'l in Ethiopia", 9. 

comprehensive r~port prepared by the Impcri~l Ministry of Public H&alth to 

enlighten tn&mbers of Sub-Committee A md others p~icip~.ting in the deliberations. 

The CHAIRMAN thanked all the representatives who expressed their views 

and observations which gave a new light on the malaria eradication programmes 

in the Region. 

Dr. LEPES, upon the request of the Chairman, gave further enlightenment 

to the representatives on their queries 'lnd observ:ctions. He commended the United 

Arab Republic for the effective control and remedial measures undertaken by 

its health se~Tices in the rural areas,and Iran for the success on certain 

research studies conducted in established pilot projects. He elaborated 

on the use of l~iciding measures to control the population of mosquitoes 

in some areas. He confirmed the statement by the Representative from Cyprus 

that after an effective mosquito eradication campaign carried out from 1949 

to 1952, malaria had disappeared. Vigilance could not be over-emphasized 
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in the eradication programmes, citing the experience of some countries like 

the Netherlands, United Kingdom and France that detected about an average of 

50 cases per year. In Lebanon, for example, where vigilance was exercised, 

reintroduction of n~laria was avoided. However, in Jordan, the premature 

withdrawal of larviciding and residual spraying operations resulted in the 

reestablishment of focal transmission to such an extent that attack measures 

had to be re-introduced. It had been observed that three years of spraying 

were necessary to eliminate the established focus. The experience in Iran 

and Iraq 11as that passive case detection revealed relatively more positive 

cases than active case detection; but still active case detection had con

tinued to be the most powerful and indispensable method of detection of 

parasite carriers. 

The role played by the health services in covering the rural areas 

had been of great significance in malaria eradication campaigns. Recog-

nit ion had also been given to the coordination of malaria eradication activi

ties between neighbouring countries, particularly along both sides of the 

borders; like the fruitful malaria meeting held in Beirut, Lebanon this 

year. One problem that had required careful attention and study had been 

the renewal of transmission in areas already freed from malaria caused by 

seasonal movement of population. He concluded by assuring the Sub-Committee 

that the general statements he had given would have fulfilled the views and 

observations of the Representative. 

The CHAIRMAN then invited the Sub-Committee to consider the following 

draft resolution: 

The Sub-Committee, 

Having studied the document submitted by the Regional 
Director (document EMjRC15j4) on the Epidemiological Aspects 
of Malaria Eradication in the Eastern Mediterranean Region; 

Having also read with attention the information provided 
in the Regional Director's Annual Report (document FJIljRCl5j2) 
on malaria eradication programmes; 

Further considering the recommendations included in the 
Reportl of the WHO Inter-Regional Conference on Malaria in 
the Eastern Mediterranean and European Regions, held at Tripoli, 
Libya, 28 November - 5 December 1964, and emphasizing the 
importance of such international and inter-regional meetings 
which permit specialists engaged in malaria activities to 
meet together and exchange views; 

1 Document PAjl'2 65 
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Noting with satisfaction the progress made in the malaria 
eradication and pre-eradication programmes of the Region and 
particularly the improvements witnessed in the surveillance 
operations of "he aavanced eradication programmes; 

Noting the technical problems encountered in some of the 
eradication programmes which have hindered thcir advancement; 

Recognizing the important role that rural health services 
should play in malaria eradication and pre-eradication programmes; 

Realizing the danger of reintroduction of malaria into 
already freed areas either from within the country or from 
abroad, 

1. URGES governments to continue to provide the required 
support to malaria eradication and pre-eradication programmes; 

2. URGES governments undertaking malaria eradication pro
grammes to accelerate the development of rural hcalth 
services towards the timely taking-over of vigilance 
responsibilities as the eradication programmes advance 
to the maintenance phase, and governments undertaking 
malaria pre-eradication programmes to give priority to 
the development of rural health services in order to 
prepare the country for an early commencement of the 
eradication programme, and urges the international and 
bilateral agencies to provide the maximum possible assist
ance to such developments; 

3. EMPHASIZES the need for special studies in problem areas, 
aiming at a solution to the technical problems by applying 
newer insecticides or using supplementary attack measures 
to achieve interruption of transmission, and requests the 
Regional Director to provide the necessary assistance in 
these studies; 

4. STRESSES thc importance of retaining the achievements 
reached in the maintenance phase areas and urges govern
ments to take appropriate measures for the prevention of 
reintroduction of the disease; 

5. STRESSES the importance of inter-service coordination 
and the importance of training health personnel in malaria 
eradication and malaria personnel in other health aspects, 
and reiterates the need for inter-country coordination of 
planning and operational activities of Member states, es
pecially in border areas; 

6. ENDORSES the recommendations taken at the WHO Inter
Regional Conference on Malaria held in Tripoli, Libya, 
November/December 1964, and calls upon governments to 
implement these recommendations. 

Decision: The resolution was adopted unanimously (EM/RCl5A/R.5) 
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(b) Statistical Data Required for National Health Planning 
(Document EMjRC15 h ) 

Mr. NIElSEN (Adviser on liltal and Health Statistics), at the invitation 

of the Chairman, introduced document EM/RC15/5. He stated that statistical 

data had an increasingly important role in planning for promotion of health 

on a national scale. stress Has given to decision-making in health planning, 

which for the present, had been based on the scientific and practical knowledge 

of the extent of the problem, and of the effect health activities would bring 

in the realization of human, scientific and social values. Detailed statisti-

cal data on demographic characteristics, health conditions, manpower and its 

distribution, health facilities and living conditions, and basic information 

concerning the health services rendered to the population, are essential to 

design realistic health plans. Such information, if not available, would 

constitute a delay in the programming. In countries where a population census 

did not exist, it would be necessary to base the planning process on estimates, 

and later adjust the health plans according to precise population data when they 

would become available. The need for establishing or strengthening a health 

statistical service in each country was pointed out. 

He called the attention of the Sub-Committee to the technical discussions 

on health statistics to be taken up in the forthcoming Ninetheenth World Health 

Assembly; copies of the suggested outline to be used by countries in discussing 

"The Collection and Use of Health Stat.istics in National and Local Health Services", 

had been distributed to all the representatives. It would be appreciated to 

receive the replies not later than November this year, to give adequate time to 

prepare the document. 

The CHAIRMAN thanked Mr. Nielsen for the concise expose. 

Dr. SAMII (Iran), thanked the Regional Office for the excellent technical 

report, recognizing the proper emphasis placed on the importance of health statis-

tics. In Iran, there had been a department of health statistics in operation 

for several years. It had proved to .be very useful in providing necessary 

information such as the number of auxiliary personnel, the total number of 

hospital beds and health centres, and patient statistics. The availability of 

health statistics had been found to be very valuable in the evaluation of the 

health programme. 

Dr. AI-WAHBI (Iraq), congratulated Mr. Nielsen for the concise and perfect 

way the paper was presented. He said that in every country where there would 

be national health planning, a special department on health statistics would be 

an integral part. He raised the question whether the statistical department 
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should be merged with the national health planning department, i.e., would the 

statistical department be dissolved and merged with the national health planning. 

He opined that t ffi statist ical department should keep its own identity; a new 

statistical section should be created instead within the national health 

planning department, to perform the funr.tion of cOllecting information fran 

the main statistical division. The next point he brought out was the need 

for more training of the lower statistician group whose duties consisted of 

gathering data. and infonnation fran the villages which is the base of the 

vital statistics work. He believed that there had been few people trained 

to collect this data. The World H<ealth Organization could assist in organizing 

and coord:L'1ating by region, the training of the lcwer strata of statisticians. 

Dr. HAHZA (Sudan), thanked Nr. Nielsen forthe very infonnative present

ation. He agreed with Dr. Al-"Jahbi regarding the training of statistical 

clerks. He reported that in Sudan tffi WHO adviser had been conducting a 

statistical training class and ab out 15 auxiliaries would be graduated each 

year. Likewise, tffi Organization would contribute further in the statistical 

area by offering more fellowships in the field of statistics. 

Ato YOHANNES TSEnHE (Ethiopia), commented that the paper that was just 

presented had made it clear that intelligent planning was impossible without 

exact statistical data. Being aware of this tffi Imperial Ministry of Health 

with the assistance of the United Nations, established a "lational Statistics 

Bureau. The obstacles that had been encountered in the organization of the 

statistical bureau had incl1rled tffi lack of tradition in statistics, the 

lack of sufficiently-qualified pers ermel in the field, and the lack of 

sufficient faith in the subject. Three factors, namely, human resources, 

economic resources, and socio-political possibilities had been considered 

by the member government s in the Region to be essential in either long-term 

or even ~ ~ consideration of policy. Further, in any worthwhile health 

plannin::: programme, the n·:)ed for data concerning population, birth rates, 

mortality rates, morbidity rates and financial and socia-political aspects 

is a requisite. 

Accordingly, the Imperial IUnistry of Public Health had been making every 

effort to set up the rtewly-organized statistical bureau in accordance with 

internat ional standards. He expressed the desire of the Government to reach 

the high level of exact statistics to be able to provide sufficient data to 

the National Health Planning project. 
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Dr. EL KADI (United.Arab Republic), said that there had been in UAR a 

general department far planning, and one of the sub-departments is the statis

tical section which had employed five statistical specialists who collected 

the necessary information for the preparation of the first five-year health 

plan, and would be engaged likewise in supplying information for the preparation 

of the second five-year plan. 

The CHAIRl'JAN thanked the several representatives who participated and 

enlightened their colleagues with their respective accomplishments. 

Mr. NIELSEN expressed his tha nks to all the representatives who had 

spoken on the subject and shared their individual views ane observations. 

To the query presented regarding the role of statistics in the overall health 

planning -"Should the statistician be able to participate in the evaluation 

of health programmes?", he replied that the statistician, because of his 

technical ability, would be able to undertake this evaluation. The statistical 

units had played a vital role in assisting the organization and in the imple

mentation of national· health plans, and in supplying and in interpreting needed 

statistical material to fulfil various health proj ects. It had been admit ted 

that there had always been a scarcity of statistical personnel especially in 

the lower and middle levels. The health planners had been confronted with 

this problem and efforts had been exerted to seek a solution, i.e •• to train 

and teach '!lore personnel. in the statistical fielC. WHO could help in this 

aspect by assisting the govern'!lents in designing statistical courses and in 

providing consultants tc teach the subject as well as in granting fellowships. 

The CHAIRNAN congratulated Hr. Nielsen for his wonderful presentation. 

He stated that the more statistics, tp.e more health planning there would be. 

The Chairman, noting there were no further remarks, invited the Sub-Committee 

to consider the following draft resolution: 

The Sub-Committee, 

HaVing studied the document (EI'i/RC15/5) on Statistical 
Data Required for National Health Planning; 

Noting with satisfaction that most governments of the 
Bastern Mediterranean Region, in pursuance of the resolution 
of .the Seventh Regional Committee (EM/RC7A/R.20), September 
1957, have prepared national health plans for specific periods 
on·a lang-term basis; 
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Considering that planning for socio-economic development 
including health is likely to assume increasing importance in 
the future to ensure effective utilization of human and material 
resources and orderly development of health services; 

Being aware of the fact that realistic planning for health 
purposes cannot be undertaken without reliable data on demography, 
vital and health statistics, health conditions, health establish
ments, health personnel, health services provided and financial 
and manpower resources; 

Reiterating the resolution on vital and health statistics 
.approved by the Twelfth Regional Committee (EM/RC12/R.7), 
October 1962, 

1. URGES Member States to pursue their efforts for: 

(a) improving the collection and processing 
of statistical information on the prevailing 
health conditions, available medical manpower 
and financial resources, utilization of health 
services and services provided by health insti
tutions in their countries, and training of 
statistical personnel; 

(b) making provisions in their development plans 
for improving/establishing statistical and health 
programming and evaluation units as a part of the 
central health organization; 

2. RECOMMENDS that the Regional Director continue assistance 
to Member States for promoting health statistics and health 
planning by means of education and training in the Subjects, 
meeting;> of health statisticians, preparation of manuals on 
health statistics and their uses, and when requested to advise 
on development of statistics and planning organization. 

Decision: The resolution was adopted unanimously (EMjRC15A/R.6) 

(c) Problems of Cholera Control in the Eastern Mediterranean Region 
with Special Reference to El Tor Type (Document EM/RC15/8) 

Dr. A.M. KAMAL (WHO Consultant), presented briefly the paper on cholera. 

He stated that cholera had been known to be the oldest disease in the history 

of pestilences. Cholera began in Asia ages ago, hence it has been termed as 

an Asian disease. Its world incidence could be divided into four arbitrary 

periods, namely: the first period existed prior to 1817 aurin~ which-·it was 

confined to the East; the second period, 1817 to 1923 - during this 

period there were six pandemics which began in India and spread allover the 

world; the third period, 1923 - 1960, in addition to the East, the disease 

occurred also in some parts of the ~1iddle East; and the fourth period, 1961 

to date, during which outbreaks of cholera caused by V. El Tor, had spread 

from Celebes and invaded nearly all the South-Easth Asian countries, India, 

Pakistan, Afghanistan, Thailand and lately Iran, reaching northwards USSR 

Province contiguous to Afghanistan. 
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study of the pandemic spreads of this disease showed that the infection 

originated, in all of them, in pre-partition India. After 1923, there were 

no pandemics, but there were three epidemic extensions of the disease to two 

countries of the Eastern Mediterranean Region, namely Iraq and Iran. B:>th 

countries were invaded during 1927 and 1931, and Iran was invaded again in 

1939. After 1939 cholera was not reported outside the Indian sub-continent 

except twice, in 1947 in UAR (Egypt) and in 1948 in Syria. 

Figure I of the report shows the areas that have been epidemically infeet

ed with cholera since 1865 up till 1960. 

The recorded deaths from cholera, allover the world, during the period 

1901-1960 came up to about 15,640,000 with a yearly average of 260,600 deaths. 

During the period 1961-1964 the total recorded deaths reached the figure of 

67,860, giving a yearly average of 16,970. 

The consensus of opinion of all epidemiologists is that the G~es

Brahmaputra Delta, i.e., Bengal, is the endemic home of cholera, the so-called 

"fons et origo mali" of the disease. Thus, during the period 1901-1960, 93 per 

cent of the cases recorded allover the world occurred in that area. 

1961 to 1964 inclusive, this percentage reached the figure of 97. 

From 

The relationship of the countries of this r.egion to cholera is noteworthy 

from more than one aspect. First it was in UAR (Egypt) that the two accepted 

aetiological agents were isolated, the V. cholerae by Koch,and the V. El Tor 

by Gottslich and it was also in UAR that the isotonic theory of hydration and 

replacement of the lost electrolytes in the treatment of the disease was first 

instituted. Secondly, records show that the countries of this region .have. been 

always invaded by the disease, every -time it embarked on an excursion north-

westwards. Thus from 1817 till 1939 inclusive, Iran had been invaded six times, 

Saudi Arabia and UAR five times, Syria and Tunisia four times, Ethiopia .and 

Sudan three times, Somalia and Iraq at least once if not twice. Thirdly, not 

a few of the scientists in this Region participated in the research investigations 

of this disease, like Mansour, Abdel Rahman and Hussein in Pakistan .and Shousha, 

Gohar, El Ramli, and Abdoosh in UAR. 

As regards the aetiological agent, it--isrecarded in history that as far 

back as 1849, both Snow and Budd expressed the opinion that cholera is "infectious". 

Later on in 1866-67, Leyden, Klob, and BMlberger claimed (separately) that they 

saw vibrio·s in the dejecta of cholera patients. However, it was to Koch that 

went the credit o·f finding, isolating, and proving that cholera was caused by a 

specific vibrio, which he called V. coma. With the universal acceptance of this 
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vibrio as the agent of cholera, extensive scientific and laboratory studies 

were carried out to delineate its characteristic specifications to differentiate 

it from other vibl':ws. By tue time these specifications were internationally 

agreed upon, Gottslich in 1905 suddenly threw a spanner into the works in the 

form of six strains of vibrio she isolated from the corpses of returned Mecca 

pilgrims at El Tor quarantine station. The victims showed no signs or evidence 

of choleraic disease. This worker, when announcing this in 1906, clai~d that 

the vibrios he isolated conformed positively with all the accepted tests of 

V. cholerae including agglutination with anti-o-serum. 

Later on, however, it was found that Gottslich's strains were haemolytic in 

contra-distinction from the non-haemolytic V. cholerae and they henceforth were 

designated as V. El Tor and considered to be of no menace to man, thus leaving 

V. cholerae, of Koch, as the sole aetiological agent of cholera. 

V. El Tor did not waste time to show that it was able to cause disease 

cholera-like in nature. Fbr in September 1947. an outbreak of a cholera-like 

disease. with V. El Tor as a causative agent, occurred in South--VIest Celebes 

and for about eight months there were recorded 48 cases in that territory. 

A~ther similar outbreak happened in the same area between October 1939 and 

19lH1 with 65 cases. The symptomatology of the disease was the same as classical 

cholera. but due to the sporadic nature of the cases and to other epidemiolo

gical factors, the disease was named "paracholera" and was not entered in the 

list of the quarantinable diseases. That territory, as far as official records 

go, remained free from this disease, yet, beginning January 1957, a series of 

outbreaks of paracholera disease with V. El Tor as a causative agent, began to 

appear in the same territory, invading more that one area in Celebes. 

there was a gap of freedom from this infection. 

Again, 

But in January 1961 an El Tor parach01era outbreak took place in the same 

territory and from there it spread invading most of the Western Pacific Islands 

and many countries in South and South-East Asia. 

This pandemic-like spread of this disease did put the health authoritlesof 

the different countries in a non-enviable position, as although the disease had 

all the characteristics of classical·cholera, they were unable to stipulate any 

anti-measures as it was not acknowledged as a quarantinable disease. 

This prompted the World Health Organization to convene a Study Group to 

study and report on the problem. The end result was that the Fifteenth World 

Health AsSembly passed in 1962 a decision to the effect that El Tor infections 

should be regarded as essentially identical to classical cholera and treated 

as such. 
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futh V. cholerae and V. El Tor are agglutinable (AG) and the question has 

been, and is still, raised about the relationship of the non-agglutinable vibrios 

to cholera. Especially so as some workers have reported their inability to 

find V. cholerae in the stools of cases in outbreaks of disease non-differentiable 

from classical cholera. Other workers reported their success in converting 

true agglutinable V. cholerae into non-agglutinable strains and revert these 

back to the original strains. 

This was a problem that must wait for confirmation by fUrther study 

although an expert like Felsenfeld avowed that it was fallacious to wholly 

deny the pathogenicity of non-agglutinable vibrios. 

As mentioned the 

periods of cholera occurrence 

beginning, the first three of the four arbitrary 

ended in 1960 and the fourth began with 1961 and 

we still live with it. This last period could rightly be called the period of 

the first pandemic of cholera El Tor. In January 1961, the disease flared up 

in Sulawesi and from there started the pandemic excursion the world was con-

fronted with at the present time. The dissemination of infection to the 

different islands and territories of the Southern Pacific region had been 

accentuated by the big activity of sea traffic between those areas. 

This factor, coupled with the known illegal movement of goods and displaeed 

persons between those countries, had given difficulty to epidemiological sur~ 

veillance, hence the spread. 

As to the symptomatology of cholera El Tor, the noted difference between 

it and that of classic cholera, was that the milder cases were proportionately 

higher in the former disease. This increased the dangerous aspect of El Tor 

cholera, as cases might slip by mal-diagnosed. 

Food poisoning and acute gastro-enteritis were common and ready diagnosis 

of any acute syndrome of vomiting and diarrhoea, but under the present threat 

of cholera invasion, physicians had to be on the alert, and deal with such ca~es 

with mOre detail as regards the character and timing of these two symptoms, and 

with the slightest suspicion had to resort to bacteriological testing for veri

fication. It was always wise to suspect and no harm came forth from such an 

action. The 1947 epidemic of cholera in UAR (Egypt), was decided upon on sus

pected epidemiological grounds days before· it was proved bacteriologically. 

As regards treatment, it was now settled on the principle of fluid replace

ment by.isotonic saline, with bicarbonate of soda and potassium whenever needed. 

The volume of saline therapy had to be gauged by. the specific gravity of plasma 

or of whole blood if no equipment for separation of the plasma was available. 
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Antibiotics had been tried and it was reported that terramycin when admi

nistered intravenously with the saline and by mouth gave good results, not only 

in lessening the volume of stool within 24-48 hours, but also in clearing the 

stool from the vibrios. There were also one or two reports of eradicating 

the carrier state by administering this antibiotic. There was even a recorded 

incident of preventing the disease in few technicians who drank by mistake an 

emulsion of cholera vibrios. 

Bacteriophage had been tried, but its therapeutic benefit had not been 

proved. 

When cholera was suspected, resort to the laboratory for verification of 

the diagnosis was pertinent. The same rule must be applied to the first few 

cases in locales that have been invaded by the disease. Samples from the vomit 

and stool had to be taken from the cases, at least the early ones, and rectal 

swabs were to be used when searching for carriers either among the convalescents 

and contacts, or among the population when cases ceased to appear. 

For differentiation between V. cholerae and V. El Tor, no one test was to 

be relied upon. There were at least five acknowledged tests which had to be 

carried out. The test that laboratory experience showed its reliability is 

MuYerjee's phage IV susceptibility of V. cholerae, V. El Tor giving a negative 

result. Other tests for differentiating these two vibrlos and the non-

agglutinables were given in table form on page zr of the document. 

As regards the epidemiology of cholera, although it shared the same 

characteristics with other enteric infections, yet cholera stood alone among 

this group of diseases endowed with the attribute of pandemicity. Another 

difference was found in its endemiCity. Thus the endemicity of most enteric 

infections was maintained and proportioned by the reservoir of infection in 

the chronic carriers, cholera endemicity was intimately related to certain 

physical and topographical characteristics of the area where the disease resided. 

It was an established fact that the two most important "vectors", or disse-

minators of cholera infection, were man and water. This did not preclude other 

vectors as food and flies etc. Movement of population was of the utmost import-

ance and restriction of this movement from an infected locale was pertinent in 

preventing the spread of the disease. During the 1947 epidemic in UAR, Upper 

Egypt was separated completely for ten days by stopping passenger trains and 

the roads were guarded. Were it not for those who smuggled themselves via 

untrodden paths, Upper Egypt would have remained free from infection. However, 

comparison of the morbidity rates of the infected areas of both sections of the 
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country were very marked and proof enough of the effect of restricting the 

movement of the population. The rate for Lower Egypt was 127 per 100,000 

while that of Upper Egypt did not exceed 10 per 100,000. 

Figure II in the document showed how when cholera flared up in West Bengal 

in 1958, it spread to nearly every state in India by the pilgrims returning from 

that area. 

The imPortance of water as a vehicle of infection needed no comment. 

As regards carriers, it was the contact carrier that was the one that 

could act as disseminator of infection. 

In the document were the records of the percentages of carriers among 

the contacts of cases and the percentages of those who developed the disease 

among those carriers. This last observation was proof enough of the infecti-

vity of this type of vibrio carriers. The role of convalescent carriers, 

however, was debatable as sources of infection, the non-existence of return 

cases pointed Scomewhat to their non-infectivity, though this was a matter that 

deserved more study. 

A very important tool for epidemiological invesigations had been introduced 

by Mukerjee. 

V. cholerae. 

This worker succeeded in developing a system of phage-typing of 

Through the application of phage-typing epidemiologists would 

be able to obtain information as to the sources of origin and lines of spread 

of the disease. The success and benefit from such stUdies prompted the World 

Health Organization to sponsor the establishment of a central reference labora

tory in India for phage-typing of all vibrios isolated from cases in outbreaks 

whenever and wherever they occurred. 

For discussing the anti-cholera measures, it had been found to deal with 

them under three separate periods, the preparative period, the invasion period, 

and the post-epidemic period. The first meant measures to be taken contre 

the threat of invasion. The second meant control of the infection once it 

was imported and the third was the period during which steps were taken to 

assure the eradication of the infection. 

All these measures were detailed in pages 33-35 of the document. 
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With regard to vaccination, the consensus of opinion reached by a group 

of experts, most of whom had worked in the Far East, was that vaccination 

against cholera afforded 50 per cent protection. Tests had shown that 

vaccines prepared from EI Tor vibrio gave a higher level of antibodies in the 

blood stream than vaccines prepared from the true cholera vibriQ and some people 

were therefore of the opinion that it was preferable to have a vaccine prepared 

from a mixture of the two vibrios. Experiments had been carried out in the 

Philippines under the sponsorship of IfHO but the results were not yet available. 

However, from figures cited in the June issue of the ~ Chronicle, it was 

evident that there was little difference in the potency of the two vaccines. 

The REGIONAL DIRECTOR said that the steps taken by the Regional Office to 

deal with the problem of cholera included an advanced training course, to start 

in Teheran on 2 October and continue until 11 October 1965, on the bacteriology 

of the disease and of the EI Tor vibrio. Teheran had been chosen as the venue 

for the course since the national authorities there had established an elaborate 

reference laboratory and 1fH0 had provided experts in bacteriology to assist the 

course. Arrangements were also being made for a travelling seminar, composed 

of public health administrators, to visit various countries where cholera, 

especially of the EI Tor type, had been endemic for some time. As the disease 

had only occurred in one country in the Region, it was felt that it would be 

advisable, in order to prevent it spreading further, for public health adminis

trators within the Region to visit some of the countries in the Far East where 

El Tor cholera had occurred. To that end, negotiations were under way with the 

Regional Offices for the Western Pacific and South-East Asia with a view to 

arranging the programme and, as soon as it was finalized, governments would 

be invited to participate. 

Dr. SAMII (Iran), wished to emphasize two points: in the first place, 

regarding Dr. Kamal's remarks on the preparatory period, the necessary steps 

were not always taken by governments as speedily as required. In Iran, how-

ever, the outbreak of cholera in the Eastern provinces had been notified within 

hours of the identification of the El Tor vibrio despite the economic and other 

difficulties thus caused to his Government. It was to be hoped that, in similar 

instances, other countries would do likewise. Secondly, certain countries, both 

within and outside the Region, had imposed somewhat excess~ve regulations, creat

ing difficulties for all concerned with the control of cholera in the Region. 

He thanked neighbouring countries and the IfHO Regional Office for the 

assistance they had rendered in helping the Government of Iran to combat the 

disease. 
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Dr. MIJFIDI (Iran), said that, in 1960, the threat of cholera, which had 

occurred in Afghanistan, had been ~verted in Iran by mass vaccination. In 

July 1965, suspected cases of the disease were reported in the Eastern provinces 

of the country and, upon clinical nnd epidemiological eXL~ination, proved to be 

of the El Tor type. WHO was 1uly notified of the outbreak. Even before 

laboratory confirmation of the disease was obtained, ~ll travel facilities 

to and from the Eastern provinces were suspended and a b3rricade was thrown 

up . from the Caspian Sea to the Gulf of Oman. Measures were ta..1<:en to contain 

the disease by means of quarantine &~d a scientific advisory council Was formed 

to recommend action to the national cholera control council - a body composed 

of senior·representatives of the various ministries concerned as well as of 

members of the armed forces and of national and voluntary health organizations. 

All hospitals in the Eastern provinces were l!Dbilized for the exclusive use of 

cholera cases and a central reference laboratory was established in Teheran. 

In that connexion, the assistance rendered by WHO with the assignment of a short-

term consultant to assist in the early stages was much appreciated. Within 

one week, the entire. health corps, comprising 1,428 medical workers, WB$ moved 

into the infected area. Within four weeks, the production of cholera vaccine 

was increased from 8e,000 to 1,200,000 doses. Thanks were due to the Govern-

ments of Pakistan and of the United States of America, as well as to WHO itself, 

all of which had responded to an international appeal for vaccine. In order to 

arrest the spread of the disease, chloramphenicol was administered to that part 

of the population inhabiting the non-infected areas but, once the emergency had 

passed, its administration was limited to people moving from one area to another, 

such as pilgrims. Emphasis was now being laid upon tracing contacts and carriers 

as well as upon all aspects of environmental health. The health education of 

the population was being pursued by all available meens and research had started 

on the various aspects of cholera. Up to 16 September 1965, 2,702 cases of 

cholera had been reported in Iran, with 333 deaths. Most of the victims were 

cases which had not been reported in time or had reached hospital too late for 

proper care. 

The prompt notification of the outbreak of cholera by the Iranian authori

ties had caused considerable disturbance to the economic md commercial life of 

the country but the Government of Iran considered that it was its moral obliga-

tion to report the disease immediately. Thanks to the meaSl.!1'es taken. it had 

proved possible to check cholera in Iran once again and thus to prevent it from 

spreading westward. Moreover, the large number of intestinal disorders which 
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had hitherto occurred in the coUntry had decreased considerably as a result of 

the introduction of better sanitary methods into the rural areas following the 

outbreak. It was for that reason that the Iranian delegation had proposed a 

"crash" programme at the regional level on environmental health, to last at 

least five years. It was to be hoped that the campaign which had been under-

taken in Iran would contribute to a greater awareness on the part of the public 

of basic health and preventive measures .throughout the country. 

Dr. AL-WAHBI (Iraq), said that in Iraq, there had been a number of epidemics 

of the classical type of cholera, the last occurring in 1931. In the recent 

outbreak of El Tor cholera, the health authorities of Iraq had cooperated fully 

with those of the neighbouring countries in the precautions taken which, although 

they might be considered excessive, were nevertheless fully justified if the 

epidemic were to be arrested. 

He sought clarification on two points: In the first place, Dr. Kamal had 

stated that vaccination against cholera could be regarded as 50 per cent effect

ive and he had recommended that two injections should be given in order to 

guarantee a higher degree of immunity. However, the International Sanitary 

Regulations required only one vaccination, except in the case of pilgrims 

travelling to Mecca. In accordance with those regulations, several million 

people on both sides of the Iranian border had been vaccinated once; it was 

doubtful whether the marginal increase in immunity which would result from a 

second injection would justify the extra expense and effort entailed -not to 

mention the effect upon public opinion. Secondly, Dr. Kamal, in a reference 

to page 36 of the document before the Sub-Committee, had said that he Was of 

the opinion that a vaccine prepared from the El Tor vibrio would provide greater 

illlllllIlity than a vaccine prepared from the classical type of cholera. However, 

in a report received in Iraq from WHO some three weeks previously, the contrary 

had been stated. 

Dr. AL-AIMANI (Kuwait), said that the outbreak of cholera in the Eastern 

province of Iran had first been reported by the Soviet Tass News Agency and 

the authorities in Kuwait immediately took steps to deal with any possible 

developments in the situation. In accordance with the provisions of the Inter-

national Sanitary Regulations, the health and quarantine .authorities at all 

borders, airports and ports were notified, as well as the various departments 

and organizations concerned. An ad !!2£ meeting, composed of senior officials 

from the various ministries, was held at the Ministry of Health and, after re

viewing the situation, it decided to suspend travel between Iran and Kuwait and 
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to prohibit the import of foodstuffs. An order was placed by cable for cholera 

vaccine to be supplied from abroad and the entire population of Kuwait and the 

other Arabian Gulf Amirates was then vaccinated. Vaccination was first carried 

out upon those members of the population most likely to be exposed to infection. 

The health section of the Municipality arranged for the disinfection of all im

ported vegetables and fruit and 2. special health programme was implemented for 

the health education of the population, with special emphasis on El Tor cholera, 

its symptoms, preventive measures to be taken and the need for vaccinRtion. 

During the whole period, the authorities of Kuwait had been in constant touch 

with WHO and other informative sources. No further precautionary measures 

were taken after 12 August 1965, since it was considered that those already 

implemented were sufficient. 

'tlith regard to the situation in Bahrein, one case of cholera had been 

reported on 11 August 1965, but 80 per cent of the population had already 

been vaccinated against the disease. A mass vaccination programme was, however, 

immediately initiated. Health centres were provided with sufficient quantities 

of vaccine, technical and administrative staff and medical equipment. Within 

three days, two-thirds of the population had received a first dose and, four 

days later, the remainder of the population had been vaccinated. As the danger 

of cholera diminished in the infected areas of Iran, Bahrein was declared free 

from the disease and no further case had occurred since 11 August 1965. The 

Kuwait public health authorities therefore decided to abolish restrictions on 

travel and transport between Kuwait, Iran and Bahrein as well as import res-

trictions on foodstuffs, apart from vegotables cilld fresh fruit. Travellers 

arriving from infected areas were still required to present valid international 

vaccination certificates against the disease. The remaining restrictions would 

continue to be applied until such time as WHO considered that there was no longer 

any danger of cholera spreading throughout the Region. 

Dr. H!lMZA (Sudan), wished to know ~lhether, in his reference to the measures 

which should be taken to prevent the disease from spreading, Dr. Kamal had had in 

mind all countries in the Region or merely those sharing common borders with 

the infected area. 

Dr. BAHRI (Tunisia) asked whether 2illti-cholera bacteriophages had been 

revealed arid, if so, whether they had been used in outbreaks of the disea.se. 

He also wished to know whether oral vaccination against cholera was likely to 

produce resistant strains. 
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Dr. ANOUTI (Leb[>'110n), said that the importation of food from cholera

infected areas had been banned in Lebanon, but he wondered whether a res

triction was necessary where such cereals as rice were concerned, since it 

was well known that the cholera germ did not thrive on dry foodstuffs. He 

wished to know, therefore, whether it would be possible to establish a set of 

rules for accepting or refusing different types of food. 

Dr. NABILSI (Jordan), asked whether an international vaccination certi

ficate could justifiably be required of people corning from cholera-free areas. 

Dr. KAMAL (WHO Consultant), replyj.ng to the question raised by the Repre

sentative of Iraq regarding the number of injections to be given, said that in 

routine mass vaccination one injection was sufficient. However, for certain 

sectors of the population who would be more exPosed to infection, two inject

ions would provide a greater degree of immunity and had been given against such 

diseases as smallpox. It was, of course, also a matter of the time and re

sources available. As far as the relative value of vaccines prepared from 

the EI Tor vibrio and from the true cholera vibrio were concerned, from his 

reading it was apparent that the El Tor vibrio was a far better immunological 

agent. 

Dr. Mofidi, who hc.d given f'. lucid account of the activities of the 

health administration in Iran, had also referred to the notification of sus

pected cases and it should be emphasized that the work being carried out in 

that direction provided an excellent means for preventing the disease from 

spreading. 

With regard to the point raised by the Representative of the Sudan, as to 

whether precautionary measures should be taken in all countries of the Region 

or only in those neighbouring the infected area, it should be pointed out that 

in the south-East Asian pandemics the vibrio had passed from one region to 

another, even across oceans. It was therefore safer for all eountries in 

the Region to take at least partial precautionary measures, particularly since 

there was the added danger that certain mild cases of EI Tor cholera might 

easily be mistaken for gastro-enteritis. 

The Representative of Lebanon had spoken of the viability of the cholera 

organism in rice. From research carried out in 1947, it was apparent that 

the vibrio could not live on dried foodstuffs for more than three days but it 

would be worthwhile if further laboratory tests could be earried out in that 

connexion. 



EM/RC15A/Prog .Min.l 
page 28 

In-reply to the Representative of Tunisia who had referred to the use of 

bacteriophages, he said that the conclusions reached from work carried out 

to date showed -ena" more experiments were needed before it could be proved 

that they had any effect as a preventive or curative measure. As far as oral 

vaccines were concerned, ~. ~rukerjee in his research had discovered a virulent 

water El Tor vibrio with mild pathogenicity which had immunized animals, but it 

was not known how far it "lOuld be successful with human beings. One of the 

disadvantages of such vibrios was the many kinds of mutation and the whole 

question was still at the experimental stage. 

The REGIONAL DIRECTOR, referring to the pOint raised by the Representative 

of Jordan regarding the imposition of regulations over and above those included 

in the International Sanitary Regulations, said that although WHO did not 

approve such additional regulations, some countries especially where there were 

massive congregations involved (such as pilgrimage) considered such impositions 

prudent as long as prompt notification of cases was not carried out by all 

countries. However,experience had shown that these additional excessive 

restrictions were soon withdrawn, after their attention was drawn to the 

International Sanitary Regulations. 

~. GRUNDY (Assistant Director-General), said that the Division of 

Communicable Diseases considered that in the recent outbreaks of cholera there 

had been certain gaps in international cooperation which, it was hoped, would 

be filled in the future. Both the Regional Office and Headquarters were at 

the disposal of any country which needed advice, whether it was in danger of 

invasion by disease or actually suffering from an epidemic. As far as the 

application of the International Sanitary Regulations were concerned, it was 

felt that to exceed their provisions might give rise to complications for 

neighbouring countries. In that connexion, therefore, the DiVision of 

Communicable Diseases wished it to be known that the Regional Office and the 

technical departments at Headquarters were always at the disposal of individual 

countries to give any advice required. 

~. MOFIDI (Iran), considered that the point raised by the Representative 

of Iraq with regard to the need for one or two injections and the respective 

potency of the two vaccines was well taken. Recent data obtained from expe-

riments carried out in the Philippines and Pakistan had shoWn that the vaccine 

prepared from the El Tor vibrio gave better results and contained a much larger 

number of bacteria. In view of the latter fact, therefore, a second injection 

would not always be necessary and it would be useful if in the more inaccessible 

areas vaccination could be administered by only one injection. 
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The CHAIRMAN invited the Sub-Committee's consideration oft he following 

draft resolution: 

The Sub-Committee, 

Having studied with interest the report of the Regional 
Director on the situation of cholera El Tor in the Eastern 
Mediterranean Region, (Document E~1/RC15/8) 

1. ENDORSES the programme proposed by the Regional Director 
with regard to: 

(a) the organization of an advanced training 
course on the bacteriological diagnosis of the 
classical and El Tor cholera; and 

(b) the sponsoring of an inter-regional seminar 
on the epidemiology and bacteriology of cholera, 
including the El Tor type, with the participation 
of the Eastern Mediterranean Regional countries and 
countries from other concerned Regions of the Orga
nization; 

2. REQUESTS the Regional Director to continue to provide assistance 
to the countries of the Region in their programmes for the control 
and eradication of cholera, as rp.quested. 

Dr. AL-ArMANI (Kuwait), proposed the insertion of the following paragraph: 

"PRAISES the efforts of the Government of Iran in combating 
and limiting the spread of cholera;" 

as operative paragraph (1) in the draft resolution. 

Decision: The draft resolution as amended by the proposal of 
the Representative of Kuwait, was adopted. 

The meeting rose at 2.10 p.m. 


