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1 GENERAL INFORMATION

The Eastern Mediterranean Region (EMR), stretching over an area exceeding 14 million
square kilometers, consists of twenty-four Member Countries encompassing: Tunisia in the
west, Cyprus and Syria in the north, Somalia in the south and Pakistan in the east. The
population amounts to some 260 million, which, owing to vast deserts, extensive wasteiand
and high mountainous complexes, are more or less unevenly distributed along rivers,
coastal belts and circumscript fertile or semi-fertile areas. Hence the overall density
of population varies from 1 (Libyan Arab Republiic) to 373 (Bahrain) per square kilometer.
Though this is one of the mcst homogeneous regions as far as religion and language are
concerned —— the vast majority being Moslems and Arabic-speaking, sharing similar cul tural
and social habits and traditions -- yet it is an area of the highest diversity and

contrasts of demographic, geographic and socio-economic features. Only in the recent past
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have wo witnessed an astonishingly rapid change in the economic and social structure
of some of the countries in the Region, whose rich natural resourdes (oil) have placed
them among the richest in the world, On the other hand, there are alsc five of the
twenty-five economically least fortunate countries of the world in this Region, with a
national income of barely fifty to a hundred dollars yearly per capita. Likewise,
there is one of the highest physician/population ratio in the world (1 to 360), as
well as the lowest (1 to 73 000).

Deoapite the recent unparallelled economic upsurge, almost all the countries are
equally confronted with some handicaps common to all develcping countries: most of
them lack skilled manpower and have a large proportion of illiterates (80% - 95%),
though their health problems are rapidly changing in some of them. New health hazards
have creeped in as a consequence of rapid industrial development, such as environmental
pollution, heart diseass and mental health problems, But there is still malnutrition,
and widespread comminicable diseases are rampant, not to speak of such areas where
there is absolutely no health care of any sort,

The estimates of birth rates (46 per thousand) and death rates ( 17 per
thousand) are among the highest in the world, and infant mortality still records
extremely high figures reaching up to almost 200 per thousand., Many of the member
countries show the highest natural population increase (3,5% yearly), and some
countries have an average annual rate of net increase as high as 12,5%,

11 EXTENT OF THE TUBERCULOSIS PROBLEM

The magnitude of the tuberculosis problem in a country is usually measursd by
two moat relevant indices:

(a) The proportion of infected population in a given age groap - age—specific
prevalence of tuberculosis infection as demonstrated by tuberculin testing.

(b) The proportion of persons excreting tubercle bacilli among the population,
obtained by bacteriological examination,

Other indices, such as rates of X-ray positive findings indicating active
tuberculosis, specific mortality rates, etc,, are for well-known reasons, of less

importance,
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It would be extremely difficult to give a reliable picture of the present extent of the
tuberculosis problem in the Region, for generally no reliable statistics are available.

Even in countries where notification of tuberculosis is compulsory and a well-established
reporting system is supplying relevant health statistics, the data collected refloct only
the capacities and capabilities of health services to detect tuberculosis cases and suspects
rather than the existing epidemiological situation,

However, the data obtained from epidemiclogical surveys, carried ocut with WHO assistance
or by national teams as well as during tuberculin testing of selected population groups at
different points of time do furnish a certain 1néight into the distribution of tuberculosis
in the Region, They reveal considerable contrasts and identify three distinct groups:

{a) Low prevalence countries comprising Cyprus, Israel, Lebanon and Syria, with an
annual infection rate below 1% and sputum positive rates below 0,1%, Even during the ITC
campaign carried out in 1949-51, these countries showed the lowest prevalence rates of
infection not only in the Eastern Mediterranean Region but also as compared with some
European countries,

(b) Moderate or relatively high prevalence countries, vix, Egypt, Iraq, Jordan, Oman,
Pakistan, Tunisia and a few others, with 0.1% - 0,3% bacteriological positive rates and
5% to 20% infection rates among children of 5-9 years of age, showing a constant though
moderate decrease of tuberculosis.

{c) High prevalence countries including Ethiopia, Somalia, Sudan and Yemen, with
unusually high bacteriological positive rates of 0.4% or more and extremely high proportion
of infected children of 5-9 years o!_age smounting to 20%-30%, without indication that
their tuberculosis problems are diminishing. |

There are also countries such as Kuwait, @ibyan Arab Republic, Qatar, etc, with an
originally high prevalence of tuberculosis buﬁ thelr epidemiological situation is rapidly

improving owing to an unusual intensification icf health services in the recent past,
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1. Tuberculosis infection

Among the various epidemiological indices, the most sensitive, simple to establish and
easy to compare is the prevalence of infection among children. Infected chiidren in fact
mirror the existing open cases in the'community, provided that no BCG vaccination has been
widely applied,

During the WHO/UNICEF-assisted vaccination campaigns, carried out in 1949-55, valuable
data were collected from most of the countries in the Region. Lafer on surﬁays were carried
out by national services in areas not included in BCG vaccination campaighs (see table 1),
 Some partial results clearly point out the fact that the risk of infection is decreasing,

as may be seén from the following table,

Proportion of infected children by age and year
in some countries of EMR

Age
Count Year
¥y 0-4 5-09 10 - 14
‘ ) 1955 - 1960 10 19 39
Afghanistan 1966 - 1972 5 11 22
1952 9 25 .37
Egypt
1974 2,6 9,4 20,5
Lebanon 1956 2.5 4.6 12
1964 - 1973 1.8 3.7 9.7
Libya 1959 5.6 21.9 29.1
1969 - 1971 - 7.5 -
Pakistan ‘1961 4.8 23,1 47.7
1974 - 1975 1.5 12,0 37.2
1952 5.0 16,0 29,0
Syria
1972 1.5 4,0 9.0
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However, this t;end has not been observed in some other countries like Somalia, Sudan
and Yemen,

Tuberculin survey carried out by National teams smong selected, non-vaccinated groups
of children of 5-9 years of age during the past ten years (1965-1975) revealed the following

percentage of infection:

Lebanon 2,7% Iraq 11%
Syria 4.0% Afghanistan 11%
Bahrain 7.0% Pakistan 12%
Libya 1.5% Ethiopia 16%
Saudi Arabia 7.5% Sudan 18%
Egypt 9.4% Yemon 28%
Jordan 10.5% Somalia 35%

2. Prevalence and incidence of tuberculosis

Since comprehensive tuberculosis prevalence surveys, including X-rayY and bacteriological
examinations, have not besn carried cut in the Region for the last 10-15 years, no reliable
data are available on the prevalence of bacterioclogical positive cases nor on X-ray suspects,.

Estimates indicate that prevalence of bacteriological positive cases ranges from 0.05%
{Cyprus) to almost 1% (Somalia) and those radioclogically positive, from 0.4% (Kuwait) to
6% (Somalia).

Incidence trends in some countries also indicate an obvious decrease in the disease:

Year Euwait Libya
new cAses new cases

rate per 100 000 rate per 100 000

1965 257 -
1966 251 210
1967 208 230
1968 174 180
1968 140 100
1970 127 130
1971 -

8 8

1972 -
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The need for further epidemiological surveys is felt in alioat all countries, Such
surveys would not only spotlight the present tuberculosis problems and the progress achieved,
but also provide useful data for current programme policies in the frnnn of a broader and a
more systematic analytical approach.

III NATIONAL TUBERCULOSIS CONTROL SERVICES,

In the absence of reliable data, a questionnaire was sent to responsible tuberculosis
officers in twenty-two member countries of the Region in order to form an idea of the present
situation in tuberculosis control in the Region. Twenty countries so,tgr responded to the
enquiry, After consolidation and evaluation of compiled information (see tables 3-7) the
.most important findings were summed up as follows:

1. National Tuberculosis Control Programme

The basic concept of a national tuberculosis control prograsme has been adopted in almost
all member countries and is being increasingly applied under widely varying and, in some
countriea, rapidly ohanging socio~economic conditions through specialized or general haalth
services, Only a few countries remain which have yet not developed their strategy

in tuberculosis control.

2, Integration
Although a more or less developed network of basic health services is operating at

various levels of efficiency in all of the twenty-two interrogated countries, only nine of

them claim to have integrated tuberculosis activities into the routine work of these servicer
In ten others tuberculosis control measures are being executed through specialized tuberculosis
services while in three smaller ones the fype of the programme has yet to be properly esta-
blished. Countries such as Afghanistan, Democratic Yemen, Ethiopia, Iran, Jordan, Pakiskan,
Somalia and Sudan recorded moderate to substantial achievements in integration of tuberculosis
activities into the Basic Health Services; though some of them have not yet succeeded in
establishing full-fledged programmes they have at least started to apply the basic principle

underlying integration.
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In Ethiopia, 67% of the general hospitals, 83% of the exlisting rural health centres
and 27% of dispensaries are participating in integrated tuberculosis activities and thereby

contribute with 55% to the present extent of tuberculosis control, In Somalia 75% of

districts have developed tuberculosis control activities, and although the overall output is

still modest, 70% of new cases are being detected just in the integrated Basic Health Services

Participation of BHS in case~finding, Somalia
(Percentage of all detected new cases by year)

1972 69% in TB centres and 31% in BHS
1973 48% 1" 1] ” " 52% L1} (1]
1974 30% 1" " " L1} 70% L1} ”

In Afghanistan 41 out of the 105 Basic Health Centres were involved in tuberculosis
activities in 1974, In Pakistan, nuclel of integrated activities or even fairly developed
rural programmes have been established in 30 out of the 62 existing districts,

However, the scope and intensity of such endeavours depend largely on the state of
development of the basic health services and their ability to undertake additional reponsi-
bilities as well as on the attitude and orientation of those responsible for implementation
of this policy.

it is obvious that the taesk of integration, uphill as it is, demands continued strenuous
efforts on the part of all concerned in order to ensure it a permanent place in the national
tuberculosis programme,

3. Administration and supervision

Aﬂmini;tration of tuberaulosis contreol is mostly with central tuberculosis offices
attached to ministries of health (fourteen countries) or less frequently with public health
departments (eight countries). Their responsibility inveolves organigzation, planning of
programmes and their implementation, management, co-ordination, follow-up and evaluation

and training of health workers,
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Supervision, which has been established in seventeen countries through central public
health departments, tuberculosis institutions, or other authorities, remains, however, one
of the weakest points of programme implementation. The "managerial team” techniques of
supervision has, so far, not materialised for various reasons.

4, Specialized institutions and perscnnel

Attempts to eostablish national tuberculosis institutes responsible for jimplementing
tuberculosis programmes did not genherally succeed due to various constraints, except in
Iran, Iraq and recently in Afghanistan, Instead, directorates of tuberculcsis controcl were
set up and attached to Ministries of Health or leading tuberculosis centres, On the other
hand, training and demonstration centres were established and are operating in the majority of
countries, The number of specialized tuberculosis/chest centres or clinics varies conside-
rably from country to country, one centre covering an average of 600 000 inhabitants, imn
the Region, rdng:l.ng from 140 000 inhabitants in the Libyan Arab Republic to 1 per 8.7
milliion inhabitants in Ethiopia, Similarly the number of tuberculosias beds, though not
an essential item for tuberculosis control, is relatively the highest in Kuwait (1 per 1 500
inhabitants) and Somalia (1 per 1 600 inhabitants) whereas it is the lowest in Afghanistan
(1 per 273 000 inhabitants). The most favourable physician/population rate in tuberculosis
services has besen noted in the Libyan Arab Republic (1 per 33 000 population) and the worst’
in Ethiopia (1 per 4 million population),

It should be noted that some of the developing countrios are vexed with the problem of
permanent exodus of skilled personnel (doctors and para-medicals) who are migrating to other
countries for better jobs and thus jeopardizing tuberculosis control and the functioning of
health services, particularly in rural areas of their own country,

9. Legislation
Compulsory notification of tuberculocsis cases has been introduced only in nine countries,

representing 22% of the whole population. Paid sick-leave is permissable to workers and
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other health insured persons in eleven countries while financial assistance is provided
to the non-insured in five countries. (see table4 ),

BCG vaccination i3 free of charge in all countries and so are diagnostic and treatment
services in government tuberculosis clinics, Ambulatory treatment is charged only in one
country while hospitalization has to be paid partlyby tuberculosis patients in three
countiries and partly in several others,

6. Recording, reporting and assesament

Recording and reporting system is in operation in eighteen countries, In some of
them, however, it is working on a limited acale, i.e., collecting selected information
pertaining to certain activities only, such as bacteriological work in Iraq, BCG vaccination
and MMR investigation, as in Kuwalt, etc. Efforta are being made to improve national
recording and reporting systems in specialized services and to incorporate simple clements
of tuberculosis activities in the overall system of general health services, particularly
in Afghsnistan, Ethiopia, Jordsn, Pakistan and Somalia, A unjiforms quarterly reporting
form on tuberculosis activities has been finalized at WHO/EMRO and recommended for use in
the naticnal tuberculosis programmes throughout the Region. These would ensure better
uniform monitoring and assessment of tuberculosis activities,

IV  TUBERCULOSIS CONTROL ACTIVITIES
1. BCG vaccination

It is gratifying to note that BCG vaccination occupies a dominant place in tuberculosis
control in all countries of the Region, with the exception of one. The strategy of
vaccination programmes is constantly shifting from the sporadic and irregularly conducted
nass campaigns towards integrated vaccination programmes, presently operating at different
levels of development in eighteen of the twenty integrated countries, often in addition to
mass campaigns, Also combined BCG/smallpox vaccination programmes have been introduced in
eight countries for their operational and economical advantages, and are being applied on

an increasing scale, particularly in Afghanistan, Ethiopia, Somalia and Sudan, Apart fyom
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the tuberculosis services, cother health institutions are alsc participating in BCG vaccina-
tion programmes in almost all countries — maternity wards and MCH centres (14), school
services (14), basic health services (il1) and others.

The methodology being used is direct vaccination without prior tuberculin test, Only
four countries in the Region (Iran, Kuwait, Saudi Arabia and Cyprus) practise tuberculin
testing before vaccination,

There has been a manifest desire on the part of all those responl_iblertor tuberculosis
control to use only high quality vaccine. Since liquid waccines are unstable, difficult
to transport and‘highly susceptible to light as well as heat, thua giving poor protection
under field cohd:ltions, freeze~dried vaccines have been generally introduced. Three
countries are, however, producing and applying their own liquid BCG vaccine,

The production of freeze-dried BCG vaccine in the Region is still at the experimental
stage under WHO ns;lstmco in Cairo and Teheran, Because of the difficulties involved in
producing BCG vuccino .o! high quality, the initiative by some member countries to establish
"their own" BCG production centres has been strongly discouraged, Emphasis has been laid
on regular cheocking of the quality of BCG wvaccine applied in BCG mass wvaccination programmes
by the International Reference Centre for BCG Quality Control in Copenhagen, But only a
few countries have responded positively.

As for the target groups, new~borns and pre~school children are included in vaccination
programmes of fourteen countries, while schocl-going children are being wvaccinated in almost
all countries, The strategy of vaccination varies from country to country. Aﬁor having
conducted an intensive mass campaign, some countries are now concentrating the maintenance
phase on school-entering children, while others are trying to cover unvaccinated children
and the new geheration through integrated services,

However, a factor which still remains to be overcome is the proper BCG coverage of the
eligible population, particul#rl_y the youngest lot. In a good number of countries this
coverage does not exceed 2%-3% of new-borns and 10%15% of pre-school children., However,

the coverage of achool-goingchildren 1s usually satisfactory, reashing 50% - 90%.
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2, Case-finding

Systematic mass X-ray screening for the purpose of detection of infectious sowrces is
definitely a method of the past, Only two countries are conducting mass mobile MMR screen-
ing for case-~finding purposes on a very limited scale.

Bacteriological procedures are unanimously considered to be the priority procedures in
case~finding. Special emphasis is being placed on direct microscopy exmination as an
efficient, cheap, simple and diagnosis-proving method to identify the moat important sources
of infection among coughing patients reporting themselves to various health institutions.

To meet this need, an efficient and reliable network of laboratory services at all
levels is indispensable, and should be established im consonance with the strengthening of
rural services and overall development of health facilities. Where such services already
exist and are involved in tuberculosis control it has been observed that their output could
be increased manifold by systematic selection of patients for sputum examination, This
requires firstly the oft-missing collaboration of doctors in general health services,
secondly training and corientation of microscopists to remove the doctors’ mistruat of these
methods, and thirdly regular supervision of peripheral laboratories by highly skilled
technictians. Microscopy examination of sputum is still not available to the majority of
the population in many countries as evident from the fact that only eleven countries have
introduced this method in the basic health services, and that on a limited scale.

Examination of sputum by culture — important for improving diagnosis and follow-up
of treatment — as woll as drug sensibility testing of tubercle bacilli is currently beyond
the reach of several countries of the Region (Democratic Yemen, Qatar,
sensibility testing is not available in Jordan and Somalia). There is also
need for improving the quality of work in most of the central laboratories, demonstrated
by thp often surprisingly low yield of positive cultures (5% - 10%) in addition to positive
microscopy findings, as compared to European or other countries where 50% - 70% contribution
from cultures could be expected, Another noteworthy problem is that peripheral health

institutions have not been able to take proper advantage of the services of central bacte—-
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riological laboratories owing to considerable difficulties in forwarding sputus.

To sum up, further efforts in stremgthening the laboratory network at all stages are
necessary to bring case-finding to a satisfactory level.

It should be kept in mind that even the best case-~finding programme is uselaess, unless
an efficient treatment programme is organized to neutralize the discovered sources of
infection,

3. Treatment

The spectacular technical progress made in the past twenty years has made it possible
to cure nearly all tuberculosis patients, i,e. to neutralize them as spreaders of infection,
Therefore treatment is at the same time a most effective preventive method too.

Proper organization of ambulatory treatment in many countries has still a long way to
go in order to minimize the existing rates of defaulters and irregularities in drug intake,
which lead to treatment fallures and drug resistance,

Efforts are being made in a number of countries to improve ambulatory treatment and
regularity of drug intake by systematic motivation of patients (motivation rooms in
tuberculosis clinics). At present, there is practically no treatment supervision due to
lack of manpower,

As for treatment regimens applied, the standard combination of STM + INH + PAS, followed
by INH + PAS is predominant in most countries (17), while combination of INH with Thiacetazon
is much rarer (7 countries)., On the other hand an increasing number of countries apply
the so-called "second line” drugs in primary ambulatory tresatment, using combinations with
Myambutol or Rifampycin,

The fully supervised intermittent, twice-weekly chemotherapy regime tried under pro-
gramme conditions in a few countries of the Region proved disappointing and organizationally
extremely difficult,

The new realistic outlook to shorten treatment to nine or even six months with
INH/RIF/STR/PZ might not be economically feasible in the majority of the countries in the

Region, although the more fortunate ones may take advantage of it.
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There was no tendency in the Region to increase the number of hospital beds for
tuberculosis control. The allotment varies from as high as 1 bed per 1 500 inhabitants
(Kuwait) to ) bed per 273 000 inhabitants (Afghanistan). Recommendations that hospital
treatment should not be expanded even in countries experiencing a considerable shortage of
beds are being attended to promptly but no co-ordinated efforts have been made to extend
and organize ambulatory treatment, On the other hand the excess in tuberculosis beds in
some countries due to the decreasing tuberculosis problem (Lebanon, Libyan Arab Republic)
i5 compensated up to 50% by treatment of chronic lung-diseased patients, Al though the
average hospital treatment of tuberculosis patients has been shortenaed to 1 to 2 months

"in four countries, it ias still unnecessarily long in the majority of countries, averaging
3 to 6 months in eleven countries and 7 te 18 months in four,

It is also obvious that priorities of treatment are not being adhered to. Only two
member countries are strictly pursuing treatment of bactericlogical proven cases, though
sputum negative suspects are being treated in all other countries too, Taking into account
that the proportion of cases/suspects is often 1:4 or 1:6, an unnecessary lot of addition-
ally treated suspects lays considerable burden on the scarce services and meagre resources
in many countries.

Although not quite strictly relevant to the scope of this paper, it would be worthwhile
mentioning some additional important problems for consideration:

- staff in speclialized or general health services is decreasing in some countries
owing to the great drain on manpower, There is also a rapidly decreasing interest among
doctors for specialization in tuberculosis.

=+ Training is insufficient and inadequate and the situation is aggravated by frequent
transfer of trained personnel to non-tuberculosis activities,

; Programme implementation is often suffering owing to total absence of supervision
at all levels or because of managerial difficulties in programme implementation,

Managerial teams have yet to be established,
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= Investment policy, Many governments have stopped investwent into construction
and consolidation of tuberculosis clinic networks without undarta.kins_- proper compensation
on the side of development of integrated rural programmes,

- International assistance is cfiticuly decreasing (assistance in drugs, equipment,

technical advice, etc.} to somwe countries still needing such assistance.
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POPULATION AND VITAL STATISTICS
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gg" Rgﬁﬂ - EPU Egé ms\g\,w o‘aahélﬁg i
EBS |o%C8 REH (4FS RES 285 HES (A% |
. | 4
AFGHANISTAN 647 | 18 204 28 ‘ 49.2% 1 23.6° 2.3, 18 92
BAHRAIN 0.6 232 3 43 18.5 3.4 138 |50M TLF
CYFRUS 9 695 70 119.1 9.1 . 1.0, 333 5
DEM. YEMEN 267 | 1597 5 6 | 49.5° 203" 3.0 | 152} 6.3
EGYPT 1001 ;35619 ' 36 341 |14 2,51 116 |[52M, TOF |
ETHIOPIA 1222 {26076 | 21 |45,1% i 22.9% 1.9 18 g5 |
FTAI 22 201 g 9 %-u ] 9.9 - 51-6 - I
IRAN 1648 32215 ' 20 b |1k 30 139 (67T M 87TF
. TRAQ 435 (10765 25 |49.0% [13.6° | 31| & |[e3m mr |
| ISRAEL 21 | 325 157 | 27.8 | 7.2 2.9 | =213 -
| JORDAN 98 | 2646 | 27 (a3 Jw3.7 | 32| 9 ;-
KUWAIT 18 860 48 | 45.5 5.2 9.8 44,1 36 M, 58 F
LEBANON 10 | 3055 | 294 | 24,5 9 3.0 59 | 31
LIBYA 1759 | 2257 1 45,2 113.6% | 3.7 72.7| 53 M, %4 F
OMAN 212 T 3 (49.% 1185 | 3.0 | 13 |-
PAKISTAN 804 | 66 Tu9 83 | s50.3* | 16.2° 3.4 | 136 | -
QATAR 22 170 8 |a9.9* |18.5* | 12.5 42 |90
S. ARABIA 2140 | 8 443 4 |{u9,5* | 20.5% 2.8 | 152 |95
SOMALIA 637 | 3 003 5 | y7.4% | 21.8° 23 | 1717 |95
SUDAN 2 506 | 17 324 7 |49 21 2.7 96 | 87
SYRIA 185 | 71 38 {473 | 13.2% 3.3 93 |3 M TBF
TUNISIA 163 | 5 641 3% | 35.2 ) 13.9° 2.2 | 120 |62M 8 F
UAE 83 310 y 459.9% (18,5 | 11.5 | 18 |73 M 91 F
YEMEN 195 | 6 096 32 | 49,5% {20.3" 2.7 | 152 |90

*According to "Basic Country Information" , WHO EMRO Health Statistics Unit,
circulated 10 Jamary 1975

a'UN estimates.
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(latest avallable data)*

HEALTH ESTABLISHMENTS AND PERSONNEL

National

Physicians Hospital beds Government
Country No. 32? g:;. ::dxi;::.ries No. gﬂ? ﬁ;. %:e:gogp. ! %gjzzgitﬁre
AFGHANISTAN . 937 19 000 1 542 "3 322 5 300 83 2.1
BAHRAIN 148 1 570 1 038 1025 206 - 15.3
CYPRUS 562 1 150 1658 © 3488 186 868 5.0
DEM. YEMEN 138 11 600 1107 | 248 660 ., 96 5.0
EGYPT 23 501] 1 500 B 426 . 76 611 460 202 3.5
ETHIOPIA 350 : 73 000 3817 | 8415 3000 i) 5.9
. FTAI 37 2 270 332 | 10488 191 - 15.6
IRAN 107053 3 100 15 920 42 000 700 4oy 4,5
- IRAQ 4130 2525 9 425 21 767  AT8 294 5.6
! ISRAEL | 8453, 364 18 854 , 17369 170 2 04 2.9
; JORDAN + 678 2 500 2 396 : 1 892 1 300 334 2.3
| KUWATT ' 1100 818 3 941 4151 207 & 375 7.1
| LEBANON | 2300’ 1 330 2 806 10 750 . 285 521 4.1
LIBYA | 1736 1300 6 750 978 230 1850 11.8
| OMAN . 122 9 000 260 8l9 875 | - 4.0
| PAKISTAN | 14 061 4 300 g ok3 | 3mmor 2000 | 102 -
QATAR 105 1 600 292 - . 250 | - -
S. ARABIA 2 600 3 000 T 994! 850 578 2.5
SOMALTA 193 15 500 1 097 5 087i 590 62 7.4
SUDAN 1279 ;13 000 13 986 - ;980 125 2,0
SYRIA 1914 3 500 3 400" 6854|105 | 295 1.4
TUNISIA 847 6 300 8 174 - bo | 365 8.0
UAE 211| 1 500 874 - 210 | - 1.8
YEMEN 245 | 24 900 710 3 975 | 3 975 101 5.2

E——

* According to "Basic Country Information", WHO EMRO Health Statisties Unit,
circulated 10 Jamuary 1975 :
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TABLE III

SUMMARY TABLES ON CQUNTRIES IN WHO EMR
(latest available data)*

TUBERCULOSIS SERVICES AND PERSONNEL

Physiclans & Medical ,

Country specialists auxiliaries TB beds TB © BCV vac-

{incomplete) elinics cinations
One per One per .
No. No. pop. No. No. pop. No, No.

AFGHANISTAN 18 1 016 000 79 67 273 000 22 641 587

BAHRAIN 2 116 000 27 80 2 900 1 5 803

CYPRUS - - - 115 6 000 - -

DEM. YEMEN 2 748 000 6 20 74 800 2 & 758

EGYPT 350 110 000 2 305 8120 3 140 88 2 172 479

ETHIOPIA 7 3 725 000 32 808 220 000 3 | 316 212

FTAI - - - 106 1 900 - 5 380

IRAN 281 114 000 621 2 725 11 800 27 -

IRAQ 57 188 800 132 3203 1150 17 121 292

ISRAEL - - - 273 11 000 - : (fn 419)1

JORDAN 11 240 000 33 116 22 000 6 - “

KUWATT 22 . 39 000 149 574 1500 7 43 578

LEBANON - Q- - 1220 2500 4 -

LIBYA 6 | 32700 229 518 4 350 16 1 033 477°

OMAN - - - 0 - 2 -

PAKISTAN - - : - 3 223 20 700 33 1 234 288

QATAR - , - | 6 63 |2 700 - -

S. ARABTA 57 148 000 ! 164 "1 104 7 600 7 95 278

SOMALIA 2 ; 1 501 000 17 19771 1500 2 570 079

SUDAN 19 911 000 - {1793 9 660 7 |-

SYRIA 19 376 000 91 | g32| 7660 12 225 004

TUNISTA | 39 144 600 . 1855 3 o050 |-

UAE - - - | . - - -

YEMEN ] 18 338 000 31 | 267! 22 800 1 31 776

*
According to "Basic Country Information", WHO EMRO Health Statisties Unit,
circulated 10 January 1975

1
Mass Campaign Dec.

1971 - June 1973

2Mass Campaign 1970 - 1973
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TARLE 1
RESULTS OF TUBERCULIN TESTING, EMR
PERCENTAGE OF TUBERCULIN POSITIVES AMONG
NON-VACCINATED CHILDREN ACCORDING TO AGE
Country AGE (years) Date Source
0 -4 5 =9 10 - 14 {year)
Afghanistan 8 20 42 1950/54 ( WHO
10 19 39 1955/60 E UNICEF
10 21 34 1961/65 ( National
5 11 21 1966/T2 EOthera
Bahrain 2 T 16 1969 Nat.servioer
Cyprus - 4,3 12 1955 WHO/UNICEF
Democratic - 36 52 1952 WHO/UNICEF
Egypt 9 25 37 1952 ITC/UNICEF
2.6 9.4 20.5 1974 Gharabli,
National
Ethiopia 11 26 s 1953/55 WHO/UNICEF
12 26 61 1965 WHO
6 16 33 1965 WHO
| Iraq 18.5 - 42,2 - 1952/55 WHO/UNICEF
2,7 12.5 24,3 1961 WHO,
2,0 11 - 1968/67 National
Iran 13.5 29 35 1958 WHO
Jordan 5 13 21 1949/51 UNICER
8 10.5 16 1970 National
Kuwait 1:6 10;7 24 1963 National
Lebanon 2,5 4, 12 1956 WHO /UNICEF
1.8 3.7 9.7 1964/73 National
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Table 2
TABLE 2
BCG VACCINATION
(in 1974 or latest available data)
Country No.vaccinated % covered in ups . Remarks
0 1-4 5=l 15~
Afghanistan 276 985 6.6 3.1 2.5 .. + 364 600 vaoci
(+ 364 600) nated without
indication of
age group
Democratic i
Yemen 6 T% 6.7 0.1" 0.2 (R} J|_
E‘bhiopiﬂ. 316 212 5.4 2.8 1-8 -8
Irag 121 292 10.8 1.2 1.2 .o
Mass campalgn
Jordan (East) 611 99 38.0 67.0 83.0 o Dec.Tl-June T3
K‘I.mﬂ,it 4} 578 2.7 6.9 9.“' .e
Libya 1 033 477 26.0 33.6 TT.5 .e Mass campalgn
4 yrs,1970-73
Pakistan 1 234 288 1.5 3.5 2.8 R
Somalia 570 079 22.3 ¥7.0 27.4 ve Mass campaign
Aug,T4Feb.T5
Syria 225 094 0.0 0.0 10.1 .r In 1974 after
M.C.1966/72

2 to be evaluated with regaxd to different vacoination policies

«s not evaluated
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Table 3
TABLE 3
SUMMARY OF REFLIES TO QUESTIONNAIRE
ON NATIONAL TUBERCULOSIS CONTROL SERVICES
1. National Tuberoculosis Control Programme
Type of Adminis- Specialised institutions Personnel in TB
Country programe tration services
it e T v

¥ ] g Em ] [] . - -

- += Q — + o |d n 0

|5 [Egla8ly [dsiE (2258, (29 [nolia] 5.8

& (5 ) o

[+ "] | 5 G 5 Qs a8 lo o ] o n (] [3]

518 LAESE [BO kS8 |8ak By 1 BUg® 137 | 58

& |5 [8°18°° lep |8 ln " |n¥" ng [#°7% 1 |
Afghanistan NN VU O S R B T B W % . |18]62] 9| 8
Bahrain + . M + - . » 1 Tl - 2 23 3 1

1

Cyprus + . . N T . b 115 . 24 1 5
Democ, Yemen . + . « | + . 1l 1 —-56-- R 2 4 2 ?
Egypt VR A I I U T I I 15% 55~ | 250 [000| 155 150
Ethiopia . + . . |+ . 2 1 _}}‘&5_ —33'(47' 7 |18 8 6
Iran . + . I At . 1 ? % . 2811 2941 1831 144
Irag + . . + |+ 1 . | 17 21300 260 57 |55 | 35 42
Jordan A DO O Y P DO R 1—;.,— . |11 ]| 6 |18 9
Kuwait N e K 9
Lebanon + . . . + . a u —8:;'6'—- . ? ? ks ?
Oman x . » + . + . . 2 . '_%T ? ? ? ?
Pakistan PU DU D P D P E R B ﬁ&— -% 2 | 2 | 2 ?
Qatax' - + . . + » . . _6;:_ . ? 4 l 1
Saudi Arabia + . . + |. . 1 i 85(]5 }20 57 116 |19 29
Somalia S E T O PO PO O -2 5;0 "TK;T? 2 12]1 4
Smm - + [3 + . - l . —FW_ m} 19 ? ? 2
Syria . + . . + . . 2 10 %— . 19 60 15 16
Tunisia X + . . + 1. 1 41 1 |7 59-‘,9 — |39 7] ?
U.A.E. . - + . + - . » ——l% . 7 ? ? ?
Yemen . . + . + . . . _—2&_ ""im" 18 13 11 7

% Completed with data avallable in EMRO/WHO
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Table 4

WHO EMRO

TABLE 4

EVALUATION OF QUESTIONNAIRE

ON NATTONAL TUBERCULOSIS CONTROL SERVICES

1.

Tiaining in

National Tuberculosis Control Programme (cont.)

UMM TIESY

uolstazedng

it

Reeord -
rt

JRepo

peonpoI3 U
30N

uoTiwtado ur

-of

SII0

Soq3U8D HOW

oprstibate

nﬂuom-ﬂ@mu

*AISS* U TH" SRy

Leglisiation

1i RS
*dsoy saag

jusiilesad], quy
\ *uBeTq daad

aA®aT
AOTE PTed

UoT1edTITIOU
Lxosnduwon

£5I1US80
gI=uoN

8aJqUS0 g

Faaqueo

/ueq/uteag

*3SUT°GT°38N

Country

Afgh.anlstan
Bahrain
Cyprus

Democratic Yemen

Egypt

Ethiopia
Iran

Iraq

Jordan

Kuwait

Lebanon

Libya

Oman X

Pakistan

Qatar

Saudi Arabia

Somalia
Sudan

Syria

Tunisia =
U.ALE,

Yemen

Completed with data available in WHO/ENMRO
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Table 5
TAELE 5
EVAIUDATION OF QUESTIONNAIRE
ON NATIONAL TUBERCULOSIS CONTROL SERVICES
2. Epidemiology and 4. Case finding
Epidemiological Diagnosis and case finding
information Number of
MMR Spatum « Microscopy Lnbora tories
o
n Q
@ [ 1] +2 ] g by b
Country & 5 ® @ ] @ % “ S
— bt P~ 21 H o @0 P & 3
W ow L W =3 =} + [ I+ -
— n - | on . M @ o )
AR EMNEEIRRE |5, 184 |E3 |3
T2 = Ry | o'y B =L Pl — S
+2 E 4] o0 T | T =5 LI ] 8 Q
o Aa 20| §5 2 g 4 o g & -E N n
o " S - E € 5 w 10 o o @ b
= B @ ' S| 3 3 ¥ 8 g o c ©
H Y 0 o > W 0 4 = zZ 0 a Y o8 E § - o G4
Afghanistan 11.¢ 0.3 1.7 . . ‘e + + + . 1 1
Bahrain 7.0 . . + . .e . . + . 1 1l
Cyprus . <0.1 { 0.4 + 2 2 500 . + + . 1 .
Dem. Yemen . Cc.3 1.5 + . .e + + + + . .
Egypt 9.4 0.2 ] 1.0 + o) o . + + . 12 12
Ethiopia 16.0 0.4 [ 5.0 + 1 6 Bhiy + + + 3 1
Iran . . . + ? | 207 354 + + 15 15
Iraq 11.0 . . + 21 | 250 000 . . + . 4 1
Jordan 10.5 0.3 | 1.5 + 2 L 843 + + + + 1 .
Kuwait . 0.1 | 0.5 + 4 ? . + + . 1l 1
-|Lebanon 2.7 <0.1 | 0.4 + 1 ? . + + . 4 4
Libya 7.5 0.2 | 1.8 + e 42 692 . . + . 2 2
Oman* 6.5 . . 2 . + . 1 1
Pakistan 12.0 0.4 2.5 + 1 .e + " 5 5
Qatar . . . + . .s . . + . . .
Saudi Arabia 9.3 . . + 5 13 199 . . + . 1 1l
Somalia 35.0 1.0 6.0 + 0 .e + + . 1l .
Sudan 18.0 0.6 t 2.5 | + . .o + |+ . 1 1
Syria 4.0 0.1 | 0.8 + . .. . + + . 1 1
Tunisia . 0.3 | 2.0 + 3 ? + + |+ 1. 2 2
UAE 7.0 . . + 2 . -+ + + . 1 1
Yemen 28.0 0.5 { 4.0 | + . . + | + + . 7 3

¥ Completed with data available in WHO/EMRO
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Table 6

WHO EMRO

TABLE 6

EVALUATION OF QUESTIONNAIRE
ON NATIONAL TUBERCULOSIS CONTROL SERVICES

BCG Vaccination

3.

m ® pojaodmI | + + 4+ + + + + + + + o 4+ + + + + 4+ + + ¥ o+ 4
8 3
8| . . . . LI . . . . - . ) . - . - v 4 . .
g8 TeucTIeN +
am.m POTIP=8ZO9II | + + + + + + + + + + ++ + + + + 4+ + + + 4 + 4+
3%
m m u.ﬂd—u..ﬂsH . . . s 4 LI o . - . . - . - . . - . » 5 - .
> &1 P . T T e S R N R
a
W FT -GS + + + + + + + + + 4+ + + 4+ + + + + + 4+ + + +
o =Tl + ¢ P+ o+ + + e+ e+ o+ + + e+ o+
2
ol + « « + + 4+ « + ¢ + + + 4+ 4+ o+ 4+ + + + + +
g UOTIRUI0OBA JOMITI | + + -+ 4+ + + ¢+ + s o 4+ o+ 4+ o+ o+ o+ o+ o4 o+ o+
e .
= _H.mmn..—w opaﬁ.ﬂz . . + . . - + [ . + . . - L) . + . . . . .
mﬁﬂﬁo + . - . . + » - . - . Y . L] » - . + . . . -
m @ WOO.H.P.HQW oﬁE ‘m_a + + » -+ + + + + . . . - . -+ . . . + . -+ - £
Z 8
|
m...m SOOPAISEEL | 4 4+ 4 4 4 + +F E F + o+ o+ o+ + o+ o+ e
24
oo
.m m WUOH?Hﬂm .HO Fﬁm + + + + + - + N + + " + +4 - + » 'Y + . + L] -
a H
HOW + spIep .
+ o+ + + + + F o+ o+ e e v+ o+ o+ o+
A} TUIDYBY
xodirewg/oog | + « + + + + + + 0 e e 0 e v 0 d e e e
5§
~— _ — L]
W@ PojwIBatuUT L R I S S A R A SR T SN R SN N . S S S +
o
uBtedme, ssey! + -+ + + + *+ + + + + o+ <+ o+ + 4+ + 4 .
g A
=
£ £ m T
fe] n o m 2] *
.m. = O -f =] < o [ ]
LI - a, m + + - -l
8 P e . iSgod A aEYREIE g
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*Completed with data available in WHO/EMRO
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Table 7
TAELE 7
EVALUATION OF QUESTIGNNAIRE
ON NATIONAL TUEERCULOSIS CONTROL SERVICES
5. Treatment
t::i:::? Drug regimen applied ﬁ;:;?le
treatment
[ /]
Country 3 = 5 . g’ (in months)

" + + &

Sl.elel || 2§85 8

E. 18 + + + + d + '

2| 8¢ B | E | &) E | B | E| &
Afghanistan + + + . + . + + . 3
Bahrain + + . + . + . . + 4-6
Cyprus + . + . + . . + 5
Dem. Yemen + . + . + . . . + 1-2
Egypt + + + + + + . . + 8
Ethiopia + + + . + . . . 1.5
Iran + + + + + + + . + 12
Iraq + + . . . + . . + &
Jordan + + . . + + . . + 3
Kuwait + + . . . + . . * 3.5
Lebanon + + . + . + . . + 8-16
Libya + . . . . + . . + 5
Oman + + . + . + . . + >
Pakistan + + + + + + + . . 2
Qatar + + . + . + . . + 3
Saudl Arabia + + . + + + . . 6
Somalia + + . + . + . . 4.6
Sudan + + + + + + . . + 1.5
Syria + + . + . + . . . 6-18
Tunisia + + . + . + . . + 3-6
UAE + + . . + . . + 3=9
'Yemen + + . . + + + . + 13
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Graph 1

POPULATION DENSITY IN MEMBER COUNTRIES
WHO EASTERN MEDITERRANEAN REGION
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