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I GENERAL INPORYATION 

The Eastern Mediterranean Region (EYR), s t re tch ing  over an area  exceeding 14 mil l ion 

square kilometers. c o n s i s t s  of twenty-four Member Countries encompassing: Tunisia i n  the  

rest, Cyprus and Syr ia  i n  the  north,  S o u l i a  i n  the  south and Pakistan i n  the  eas t .  The 

population amounts t o  sole 260 mil l ion,  which, owing t o  vas t  dese r t s ,  extensive wasteland 

and high mountainous complexes, a r e  lore or less unevenly d i s t r i b u t e d  a lone r i v e r s ,  

coas ta l  belts and c i r c m s c r i p t  f e r t i l e  o r  semi-fer t i le  area*. Honce t h e  ovora l l  d n r s i t y  

of population v a r i e s  from 1 (Libyan Arab Rspublic) t o  373 ( B h r a i n )  per square k i l o r t e r .  

Though t h i s  is one of the  most homogeneous regions a s  f a r  as re l ig ion  and l a n g u y e  are 

concerned -- t h e  vas t  u j o r i t y  being m s l a s  and Arabic-speaking, sharing s i m i l a r  c u l t u r a l  

and soc ia l  h a b i t s  and t r a d i t i o n s  -- yet  it i s  an area  of the  highest  d i v e r s i t y  and 

c o n t r a s t s  of demographic, geographic and socio-economic f u t u r e s .  Only i n  the  recent past 
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have we witnessed an astonishingly rapid change in the economic and soaial structure 

of SOBO of the countries in the Region, r h o ~  rich natural remur00s (oi l)  m e  pl8ced 

them uong  the richest i n  the world. On the other h8nd. there are 8l.o f ive  of the 

twenty-five eoonaical ly leas t  fortunate wuntr ies  of the world in t h i s  Region, with a 

national in- of barely f i f t y  to a hundred d o l l u s  yearly per capita. Likewise, 

them i s  one of the highest physician/populstion r a t io  i n  the world (1 to 360). a s  

w e l l  a s  the lorest (1 t o  73 000). 

Despite the recent unp8rallelled economic upsurge, a l ros t  a l l  the countries are 

equally confronted with sore h8ndiclps  oro on to  a l l  developing countries: most of 

t h s l  lack e l l l e d  nnpowar and have a large proportion of illiterates (80% - BS%), 
though their health p r o b l r s  are rapwly churging in  s~ of tkr. New b a l t h  hazards 

hwe oreopod in 8s a con.equaw of rapid industrial dwelop.nt .  .uch as mriro-tal 

pollution, heart d im8m and m t a l  health p rob l ra .  Bnt tho- is a t i l l  u l n u t r i t l o n ,  

UUI ddoaproad oollwioable dimamom a m  rnpan t ,  not t o  a p u k  of u c h  a n a a  when 

t h e n  i a  absolutely no Llwlth oara of m y  .art. 

'nn e a t i n t o s  of Mr th  rate. (46 por thous8nd) .ad death n t o a  ( 17 per 

thouamd) a re  MI the  highost in  the world, md  i n f m t  r o r t 8 l i t y  aU11 w r d a  

a t r a o l y  high figures reu?hing up to  almost 200 per thou~nd.  b y  of the member 

countries .ha the highest natural population incrwso (3.5% yearly), and now 

countries have an avengo annual rate of net  incremoe a s  high a s  12.5%. 

11 EXTPIT OF 'NmRCIILOSIS PRO- 

m e  magnitude of the tuberculosis problsl i n  a country is u n u l l y  nasurod by 

tro m a t  m l w a n t  indices: 

(a) Ihe proportion of infected population in  a @ran age groip - a g e - g c i f l c  

premi- of t u b o r r ~ l o a i s  infection u d.lonstrated by tuboroulin testing. 

(b) Ih. proportion of persons excreting tubercle b8cilli mmng the popul8tion. 

obtrinul by bmcteriologio81 exnirut ion.  

Othor indices, such a s  rates  of X-ray positive f i n d i n ~ s  indi~ating active 

tukroulos is .  specific mortality rate., etc. ,  a m  for  well-lrncrn rwmns.  of 1.88 

irportuaw. 



I t  would be extremely d i f f i c u l t  to  give a rel iable  picture of the present extent of the 

tuberculosis problem i n  the Region, f o r  generally no re l iab le  s t a t i s t i c s  are  available. 

Even in  countries where not if icat ion of tuberculosis is compulsory and a well-established 

reporting system is supplying relevant health s t a t i s t i c s ,  the data collected r e f l ec t  only 

the capaci t ies  and capabi l i t ies  of health services to detect tuberculosis cases and suspects 

ra ther  than the exist ing epidemiological situation. 

However, the data obtained from epidemiological surveys, carried out with WK) assistance 

o r  by national teams a s  well a s  during tuberculin test ing of selected population groups a t  

d i f fe rent  points of time do furnish a cer tain insight in to  the dis tr ibut ion of tuberculosis 

i n  the Region. lhey reveal considerable contrasts and identify three d i s t inc t  groups: 

(a) Low prevalence countries comprising Cyprus, Israel.  Lebanon and Syria, with an 

annual infection r a t e  below 1% and sputum positive ra tes  below 0.1%. Even during the ITC 

campaign carr ied out i n  1949-51, these countraes shored the lowest prevalence r a t e s  of 

infection not only i n  the Eastern Mediterranean Region but also as  compared with some 

Furopean countries. 

(b) Moderate o r  relat ively high prevalence countries. vir .  Egypt, Iraq, Jordan, Oman, 

Pakistan, k i s i a  and a few others,  r i t h  0.1% - 0.3% bacteriological positive r a t e s  and 

5% to  20% infect ion r a t e s  among children of 5-9 years of age, shoring a constant though 

moderate decrease of tuberculosis. 

(c) High prevalence countries including Ethiopia, Somalia, Sudan and Yemen, with 

unusually high bacteriological posi t ive r a t e s  of 0.4% o r  more and extremely high proportion 

of infected children of 5-9 years of age amounting to  20%-30%, without indication tha t  

t he i r  tuberculosis problems a re  diminishing. 

lhere a re  also countries such a s  Kuwait, Libyan Arab Republic, Qatar, etc.  r i t h  an 

original ly high prevalence of tuberculosis buti t h e i r  epidemiological s i tuat ion i s  rapidly 

improving owing t o  an unusual intensif icat ion lof health services i n  the recent past. 



1. mberculosis  infect ion 

Among the  various epidemiological indices,  the  most sensi t ive ,  simple to  es tab l i sh  and 

easy to  comparqis the  prevalence of infect ion among children. Infected children in f a c t  

mirror the  ex i s t ing  open cases i n  t he  cordlmunity, provided t h a t  no BCG vaccination has been 

widely applied. 

During the UHO/UNICEP-assisted vaccination campaigns, ca r r ied  ou t  i n  1949-55, valuable 

da ta  were col lected from -st of t he  Countries i n  the  Region. h t e r  on surveys were car r ied  

out by national services  i n  areas  not included i n  BCG vaccination campaigns (see t ab le  1).  

Some p a r t i a l  r e s u l t s  c lea r ly  point out the  f a c t  t ha t  the  r i s k  of infect ion i s  decreasing, 

a s  may be seen from the  following table.  

Proportion of infected children by age and year  
i n  s o m e  countr ies  of EMU 

Country Year 

1955 - 1960 
Afghanistan 1966 - 1972 

1952 
Egypt 

1974 

Lebanon 1956 

1964 - 1973 

Libya 
1959 

1969 - 1971 

Pakistan 
1961 

1974 - 1975 

Syria 
1952 

1972 

Age 

0 - 4  5 - 9  1 0  - 14 

10 19 39 

5 11 22 

9 25 37 

2.6 9.4 20.5 

2.5 4.6 12 

1.8 3.7 9.7 

5.6 21.9 29.1 - 7.5 - 
4.8 23.1 47 .I 

1.5 12.0 37.2 

5.0 16.0 29.0 

1.5 4.0 9.0 



However, t h i s  trend has not been o b a r v d  i n  m e  other countries l i k e  Somalia, sudm 

Tuberculin survey cu-ried out by National teus pwW selected, non-vaccinated groups 

of children of 5-9 years of age during the Past ten Y e a r s  (1965-1975) revealad the following 

percentage of infection: 

Leburon 2.7% Iraq 11% 

Syria 4.0% Afghanistan 11% 

ahriin 7.0% P d i s t m  12% 

Libya 7.5% ~ t h i o p i a  16% 

Saudi Arabia 7.5% Sudan 18% 

QYPt  9.4% Yeren a8% 

Jordan 10.5% Somalia 35% 

2. Pmvalence and incidence of tuberculosis 

Since comprehensive tubemulosis prevalence auneys,  including X-ray and bacteriological 

examinations, have not been carried out in the Region fo r  the l a s t  l e 1 5  years, no re l iab le  

data a re  available on the prevalence of bactmriological positive a m s  nor on X - r y  suspects. 

E s t i m a t e s  indicate that pmvalmce of b.cteriolog%cal positive cases ranges fmm 0.05% 

( C y p ~ s )  tO alwst 1% (Somalia) and thosm M i o l o g i c a l l y  positive, fm 0.4% (Kuwait) to  

6% (Somalia). 

Incidence trends in sow, countries al.o iIWUCate M obvious decrease i n  the disease: 

Y e a r  - 
n w  cases n w  cams  

r a t e  per  100 000 ra t e  per 100 000 



Ihe need f o r  further  epidemiological surveys is f e l t  i n  a l ros t  a11 countries. Such 

surveys would not only spotlight the present tuberculosis problms and the pmgress achieved, 

but also provide useful data fo r  current pmgr.nae policies in  the frame o i  a b m d e r  and 

more s y s t e u t i o  analytical approach. 

I11 N A T I O W  IIIBERCULOSIS C(HTRIL SERVICES. 

In the absence of rel iable dnta, a questionnaire was sent to responsible tuberculomis 

off icers  in  twenty-two member WuntrieS of the Region in  order to lorn an iden of the present 

situation in  tuberculosis control in  the Region. l b n t y  countries so f a r  responded t o  the 

enquiry. After consolidation and evaluation of compiled i n f o r u t i o n  tables  3-7) the 

most important findings w e r e  summed up a s  follows: 

1. National 'lbberculosis Control Programe 

m e  basic concept of a national tuberculosis m t m l  prog- has beem adopted in  alwst 

all member -tries and is baing increasingly applied under ridely varying and, in some 

countries, rapidly changing nooio-eoonomic oonditionn through 6 p e a i U i s d  o r  general health 

services. Only a few countries r u i n  which have yet not developed their a t rn tew 

in  tuberoulosis control. 

2. Integration 

Although a more o r  l e s s  developed network of baslo health n r v i c e s  i n  operating a t  

varioua levels of e f f i o i a c y  in a l l  of the m t y - t w o  interrogated oountries, only nine of 

them claim t o  have integrated tubemulosis ac t iv i t i e s  into the mut ine  work of then services 

In ten others tuberoulonis oontrol meaaIres a re  k i n g  exsauted through npooialized tuberculosis 

services while in  three u l l e r  ones the type of the program8 has yet to be properly esta- 

blished. Countries such a s  Afghanistan, Damocratic Y-, Ethiopia, Iran, Jordan, RkisZan, 

Somalia and Sudan recorded moderate to substantial achieveparts in integration of tuberculosis 

ac t iv i t i e s  into the &sic Health Services; though some of them have not yet succeeded in  

establishing full-fledged progr-s they have a t  leas t  s tar ted t o  apply the basic principle 

underlying integration. 
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In Ethiopia, 67% of t he  general hospi ta ls ,  83% of the ex i s t i ng  ru ra l  heal th  cen t res  

and 27% of dispensar ies  a r e  par t i c ipa t ing  i n  in tegrated tuberculosis a c t i v i t i e s  and thereby 

contr ibute  with 55% to the present extent  of tuberculosis control .  In Somalia 75% of 

d i s t r i c t s  have developed tuberculosis control  a c t i v i t i e s .  and although the overal l  output is 

still modest. 70% of new cases a r e  being detected j u s t  i n  the in tegrated Basic Health Services 

Par t ic ipat ion of BHS i n  case-finding, Somalia 
(Percentage of al l  detected new cases by year) 

1972 69% i n  R) centres  and 31% i n  BXS 

1973 48% " " " " 52% " " 

1974 3 3 % " "  " " 70% " " 

In Afghanistan 41 ou t  of the  105 Basic Health Centres were involved i n  tuberculosis 

a c t i v i t i e s  i n  1974. In Pakistan, nucle i  of in tegrated a c t i v i t i e s  o r  even f a i r l y  developed 

rural  programmes have been establ ished i n  30 ou t  of t he  62 ex i s t ing  d i s t r i c t s .  

However, the  scope and in tens i ty  of such endeavours depend la rge ly  on the  s t a t e  of 

development of the basic heal th  services  and t h e i r  a b i l i t y  t o  undertake addit ional reponsi- 

b i l i t i e s  a s  w e l l  a s  on the a t t i t u d e  and or ien ta t ion  of those responsible f o r  implementation 

of t h i s  policy. 

It is obvious t h a t  the task of in tegrat ion,  uph i l l  a s  it is, deraands continued strenuous 

e f f o r t s  on the  pa r t  of a l l  concerned i n  order to ensure i t  a permanent place i n  the  nat ional  

tuberculosis progranme. 

3. Administration and supervision 

Administration of t ube rmlos i s  control  is mostly with c e n t r r l  tuberculosis  o f f i c e s  

attached to min is t r i es  of health (fourteen countries) o r  less frequently with public health 

departments (eight countries).  lheir responsibi l i ty  involves organization,  planning of 

programmes and their iaplemmtation,  managepent, co-ordination. f o l l o r u p  and evaluation 

and t ra in ing  of heal th  wnrkers. 



Supervision, which has been established in  seventeen countries through central public 

health departments, tuberculosis inst i tut ions,  o r  other authorities,  remains, however, one 

of the weakest points of programma implementation. Ihe "managerial team" techniques of 

supervision has, so f a r ,  not materialised fo r  various reasons. 

4. Specialized ins t i tu t ions  and personnel 

Attempts to establ ish national tuberculosis in s t i tu t e s  responsible f o r  Implementing 

tuberculosis programmes did not generally succeed due to various constraints, except in 

Iran, Iraq and recently in  Afghanistan. Instead, directorates of tuberculosis control wre 

se t  up and attached to Ministries of Health o r  leading tubemul0sis oentres. On the other 

hand, training and d e w s t r a t i o n  centres ware establimhed and are operating in  the majority of 

countries. he nlrmber of speoialized tuberculosis/chest oentres o r  o l in ics  varies conside- 

rably from country to country, one centre covering an average of 600 000 inhabitants, in 

the Region, ranging from 140 000 inhabitants i n  the Libyan Arab hpubl io  t o  1 per 8.7 

million inhabitants i n  Ethiopia. Similarly the number of tuberculosis beds, though not 

an essential item f o r  tukrouloais  oontrol, is relat ively the highe8t i n  K u w a i t  (1 per 1 500 

inhabitants) and Smalia  (1 per 1 600 inhabitants) whereas it is the lowest in  Afghani8t.n 

(1 per 273 000 inhabitants). Ihe most favourable physioian/population r a t e  in tuberoulosis 

services has been noted in  the Libyan Arab Republic (1 per 33 000 population) and the worst 

in  Bthiopia (1 per 4 million population). 

I t  should be noted that  aom of the developing countries a re  vexd  r l t h  the problm of 

pemanent exodus of ski l led permnnel (doctors and p a r n a d i a s )  rho a re  migrating to other 

countries f o r  be t te r  jobs and thus jeopardizing tubemulods control and the functioning of 

health services, particulerly in N r a l  areas of their o m  country. 

5. b g i s l a t l o n  

Compulsory notif icat ion of tuberculosis cases has been introduced only in  nine countries, 

representing 22% of the a l e  population. Paid siak-leave is perrisruble t o  workers and 



other health insured p e r m s  in  eleven countries while financial assistance is provided 

t o  the non-insured i n  f ive  countries (see table 4 ). 

BCG vaccination is f ree  of charge in  a11 countries and so are diagnostic and treatment 

services in govemwnt tuberculosis Clinics. Amkrlatory t r e a t r a t  is chrged only in one 

country while boapi ta l in t ion  has to be paidpartlyby tuberculosis patients in  three 

countries and par t ly  i n  several others. 

6. Recording. rowrtin. md assessment 

Wording and reporting system is i n  operation in  eighteon countries. In s a e  of 

them, however, i t  is working on a limited scale, 1.0. collecting u l e c t e d  infomation 

pertaining to certain ac t iv i t i e s  only, such a s  bscteriological rork i n  Iraq, BCG vaccination 

and Y R  investigation, a s  in Kuwait, etc. Efforts are being made to improve national 

recording and reporting systems in  spmcialized services and to incorporate simple elements 

of tuberculosis a c t i v i t i e s  i n  the overall system of general health w r v i w s ,  particularly 

in Afghanistan, Ethiopia, Jordan. W1st.n and Sou l l a .  A unifolr quarterly reporting 

form on tuberculosis ac t iv i t i e s  has teen f i n a l i d  a t  VHD/BYRD and reconended for  use in  

the national tuberculosim prog-s throughout the Region. Ihese would ensum better  

uniform monitoring and a s r s a e n t  of tuberculosis ac t iv i t ies .  

IV N ~ C U L O S I S  CQTTPDL ACTIVITIES 

1. BcG vaccination 

I t  is gratifying to note that  BCG vaccination occupies a doninant place in  tuberculosis 

control i n  a l l  countries of the -on, with the exception of one. Th. stratbgy of 

vaccination progr-s is constantly shif t ing f m  the sporadic and irregularly conducted 

mass camP8iFs towards 1nt.g-t.d vaccination progr..as, presently operating a t  different 

levels  of d e v e l o m t  i n  sigh- of the twenty integrated countries, often in  addition to 

mass Cupsims. A 1 m  oombin.4 BCG/sullpox vaccination p r o g r u r s  have teen introduced in  

eight countries f o r  their operational and economical advantages, and are  being applied on 

an increasing soale, particularly in  Afghanistan. Ethiopia, Somalis and Sudan. Apart f ro r  



the tuberculosis services, other health inst i tut ions are also particippting in BCG vaccina- 

tion progrmmes in  almost a l l  countries - maternity wards and YCB m t r e s  (14). school 

services (14), basic health services (11) and others. 

The methodology being used is di rec t  vaccination without prior  tuberculin test. Only 

four countries in  the Region (Iran, Kuwait, S8udi Arabia and Cyprus) p r a c t i w  tuberculin 

testing before vaccination. 

There has been a m i f e s t  desire  on the part of a l l  those msponaible f o r  tuberculosis 

control to  use only high quality vaccine. Since l iquid vaccines are unstable, d i f i i c u l t  

to  transport and highly susceptible to l ight  a s  we11 a s  heat, thus giving poor protection 

under f i e ld  conditions, freeze-dried vaccines have been generally intmduced. mree 

countries are, however, producing and applying the i r  o m  liquid BCO vaccine. 

rnd production of fmze-dried BCO vaccina in  the Region l a  a t i l l  a t  the exp.rimental 

stage under *WD assistance in  Cairn and Teheran. Because of the d i f f iou l t i e s  involved in 

producing BCG vaccine of high quality, the i n i t i a t i v e  by .ou wbor countries t o  establish 

"their own" BCQ produotion oontms has boon strongly diacoumgod. has b a a  la id  

on regular ch.o*ing of tho quality of BCG vaccine applied in BCQ m a s  vaccination p r n g r w s  

by the International Roferenoe Centre fo r  BCO 9uality Control i n  Copanhagen. &t only a 

few countries have responded positively. 

A s  f o r  the target groups, new-borns and pro-achool children a re  inoludad i n  vaccination 

prograwmea of fourtoon oountriea, while achool-going c h i l d m  are k i n g  vaccinated in  8l.o.t 

a11 wuntriea. llu a t r a t a m  o i  vaccination varies from country t o  country. M t e r  having 

conducted an i n U n a i n  m a r  oampai#n. urw ccmtr iea  a re  now con-trrting the u in tonmce  

phase on school-entering children, while othora a re  trying t o  oomr unvacciruted children 

and the new generation through integrated services. 

However, a factor  which still remains to be overcome is tho proper BCG cowrage of the 

e l ig ib le  population, part icular ly the youngest lo t .  In a good number of countries t h i s  

coverage does not exoeed 2!&-5% o i  newborns and 10%-15% of pro-.ahool children. -per, 

the coverage of school-goingchildrm i s  usually satisfactory, reaohlng 50% - 90%. 



2. Case-f inding 

Systematic mass X-ray screening for  the purposa of detection of infectious sovces  is 

def in i te ly  a method of the past. Only two countries a re  conducting mass mobile YYlR screen- 

ing fo r  case-finding purposes on a very limited scale. 

Bacteriological 'procedures are unanimusly considered to be the pr ior i ty  procedures in  

casefinding.  Special emphasis is being placed on d i rec t  microscopy examination as  an 

ef f ic ient ,  cheap, simple urd diagnosis-proving method to identify the lost important wurces 

of infection w n g  coughing patients reporting themselves to various health inst i tut ions.  

To met t h i s  need, an ef f ic ient  and rel iable network of laboratory services a t  a l l  

leve ls  is indispensable, and should be established In  aonsonanco with the strengthening of 

~ r a l  services and overall development of health f ac i l i t i e s .  Where such services already 

ex i s t  and a re  involved in  tuberculosis control i t  has been observed that the i r  output could 

be increased manifold by s y s t e u t i c  selection of pat ients  for  s p u t u  examination. lhis 

requires f i r s t l y  the oft-missing collaboration of doctors in  general health services, 

aecondly t raining and orimt.tion of microscopists to remove the doctors' mistrust of these 

methods, and thirdly regular supervision of peripheral laboratories by highly ski l led 

technicians. Microscopy examination of sputum is still not available to the majority of 

the population in  many countries a s  evident f r ru  the f ac t  that only eleven countries have 

introduced t h i s  method i n  the basic health services, and that on a l i r i t e d  scale. 

Examination of sputum by cul ture - important for  improving diagnosis and follow-up 

of treatment - a s  w e l l  a s  drug sens ib i l i ty  tes t ing  of tubercle bac i l l i  is currently beyond 

the reach of several countries of the Region (Daocratic Yemen, -tar. 

sens ib i l i ty  test ing i s  not available in Jordan and S a a l i a ) .  There i s  a lso  

need f o r  improving the quali ty of rork in  most of the central laboratories, demonstrated 

by the often surprisingly lor yield of posit1.r cultures (5% - 10%) i n  addition to positive 

microscopy findings, a s  compared t o  European o r  o t b r  wuntrieswhere 50% - 70% contribution 

f l o r  cul tures could be expected. Another noteworthy problem is that  peripheral health 

ins t i tu t ions  have not bean able to take proper advantage of the servioes of central b a c t e  
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riological laboratories owing to considerable d i f f i cu l t i e s  in  forwarding sputw. 

To sum up, further e f fo r t s  in  streqthening the laboratory network a t  a11 stages are 

necessary to bring caswfinding to a satisfactory level. 

I t  should be kept i n  mind that  even the best case-finding progrmw is uaeless, unless 

an ef f ic ient  treatment progrusw, is organized to neutralize the discovered sources of 

infection. 

3. Treatment 

m e  spectacular technical progress made in the past twenty years has made i t  possible 

to cure nearly a11 tuberoulosis patients,  1.8. to neutralise a s  spreaders of infection. 

merefore treatment is a t  the s u e  t i m e  a moat effective prevQtiVe Bothod too. 

Proper organization of ubulatory t r ea twnt  in many countries has still a long m y  to 

go in  order t o  minimize the exist ing r a t e s  of defaulters md i r regulari t ioa in  drug intake, 

which lead t o  trc~twnt fa i lures  and drug resistance. 

Bfforts are being made in a number of oountriea to improve ubula tory  t r e a t w n t  and 

regularity of drug intake by s y s t s u t i c  mt iva t ion  of patimts (#tivation rocma i n  

tuberoulosis clinics).  A t  preemt, then is practically no treatment supervision due to 

la- of manpower. 

A s  fo r  t r e a t w n t  regi.ms applied, the standard cabinat ion  of STY + INEl + PAS, followed 

by IWH + PAS is predominant i n  most countries (171, rh i lo  cabinat ion  of INH with ibiacetazon 

is much rarer  (7 countries). the other hand an increasing number of oountries apply 

the so-called "-d line'' drugs in  primary ubulatory trea-t, ueing combinations with 

Myambutol o r  Rifupyoin. 

The fu l ly  supervised intermittent,  twke-weekly chemotherapy regime tried under pro- 

grarme conditions in  a few countries of the Ibgion proved disappointing md orgmizationally 

extremely d i f f i cu l t .  

Ihe new r e a l i s t i c  outlook t o  a r t e n  treatment to nine o r  even sir w n t h s  with 

INIi/RIF/STWPZ might not be econaica l ly  feasible in  the majority of the countries in  the 

Region, althougb the more fortunste ones may take advantage of it. 
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mere was no tendency i n  the Region to increase the  number of hospi ta l  beds fo r  

tuberculosis c m t m l .  Ihe a l l o t r e n t  varies from a s  high a s  1 bed per 1 500 inhabi tants  

(Kuwait) t o  1 bed per 273 000 inhabi tants  (Afghanistan). Reco-dations tha t  hospi ta l  

treatment should not  be q a n d e d  even i n  Countries experiencing a considerable shortage of 

beds a r e  being attended t o  promptly but no co-ordinated e f f o r t s  have beem made to extend 

and organize ambulatory treatmmt. On the  other  hand the excess i n  tuberculosis beds i n  

some countr ies  due to the decreasing tuberculosis Problta (Lebanon, Libyan Arab Republic) 

is compensated up to  50% by treatment of chronic lung-diseased pat ients .  u though  the 

average hospi ta l  t r e a b e n t  of tuberculosis pa t i en t s  has been shor tmed t o  1 to 2 months 

i n  four countries,  i t  is still unnecessarily long i n  the majority of countries,  averaging 

3 t o  6 months i n  eleven countr ies  and 7 to 18 months i n  four. 

I t  is a l so  obvious t ha t  p r i o r i t i e s  of treatment a r e  not  being adhered to. m l y  two 

member countr ies  a r e  s t r i c t l y  pursuing t r e a b e n t  of bacterio1o.ic.l proven cases, though 

sputum negative suspects a r e  being treated i n  a l l  o ther  countr ies  too. W i n g  i n t o  account 

tha t  the proportion of caws/suspects is often 1:4 o r  1:6, an unnecessary l o t  of addition- 

a l l y  t reated suspects l ay s  considerable burden on the  scarce  services  and -re resources 

i n  many countries.  

Although no t  qu i t e  s t r i c t l y  relevant t o  the scope of t h i s  paper, i t  would be rorthwhile 

mentioning sore addi t ional  important problems f o r  consideration: 

- s t a f f  i n  specia l ized o r  general heal th  services  is decreasing in  s o m e  countr ies  

owing t o  the g rea t  drain  on manpower. 'mere is a l so  a rapidly d.creasing i n t e r e s t  among 

doctors f o r  spec ia l i za t ion  i n  tuberculosis. 

- Training is insuf f ic ien t  and inadequate and the Si tuat ion is aggravated by frequent 

t rans fe r  of t ra ined personnel to non-tuberculosis a c t i v i t i e s .  

- P r o g r u e  implaen ta t ion  is often suffer ing owing t o  t o t a l  absence of supervision 

a t  a11 l eve l s  o r  because of managerial d i f f i c u l t i e s  i n  programme implementation. 

Managerial teams have yet t o  be established. 



- Investment policy. h n y  governments h.re stopped investaent into construction 

and consolidation of tuberculosis c l in i c  networks without undertaking propor corpanution 

on the side of developent of integrated Nrml programmes. 

- International assistance i s  cr i t i ca l ly  decreasing (assistance i n  drugs, equipant, 

technical advice, e t c . )  to some countries still needing such assistance. 
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sumup  TABLE5 ON COUNTRIES I N  WHO Ern 
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FQRxaTION AWD VITAL SIATISTICS 
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TABLE I1 

SUFMARY TABLGS ON COWJ!FUES I N  WHO F M  
( l a t e s t  available data)* 

HERtTH ESTABLISHMXl?S AND PERSONNEL 

I Physicians Hospital beds National Government 
Medical One per income expenditure 

Country One per auxi l ia r ies  No. per cap. , on health 
Pop. (US $) (5 )  

According to "Basic Country Information", Wtl) Em0 Health S t a t i s t i c s  Unit. 
circulated 10 January 1975 

I 
A P G H A N I ~ N  i 937 19 ooo 
BAHRAIN 1 148 1 570 

ClPAUS 562 1 150 
DEM. YEbEN 133 11 600 

EGYPT , 23 501 1 1 500 

ETHIOPIA 350.73m 
f i A I  37 2 270 

IRAN 1 0  053 : 3 100 

IRAQ ; 4 130 2 525 

' ISRAEL 364 
JORDAN 8 :  2, 

! I KUWAIT : 1 100 : 818 
' ~ N O N  1 2 ~OO I 1330 

LIBYA 1 1 736 l3@J 
, OWN : 122 9 000 

i PAKISTAN / 14 061 4 300 

QATAR ' 105 1 600 

S. ARABIA 

SOMRLTA 

SUDAN 

SWA 

'IWNISIA 

UAE 

YEMEN 

2600  3 0 0 0  

193 15 500 

1 279 : 13 000 

1 914 i 3 500 

847 i 6 300 

2 l l 1  1500 
245 i 24 900 

1 
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TABLE I11 

SUMWRY TABLES ON COUNEUES I N  WHO EMR 
( l a t e s t  available data)* 

TUBERCULOSIS SERVICES AND PERSONNEL 

Physicians & Medical 
country spec ia l i s t s  auxi l iar ies  TB beds TB BCV vac- 

(incomplete) c l in i c s  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 1 
BAHRAIN 2 116 000 27 80 2 900 1 5 803 I 
CYPRUS - - - 1 1  6 000 - - I 
Dm. YEMEN 2 748 000 6 20 74 800 2 6 7 5 8  1 

I 
EGY PP 350 110 000 2 305 8 120 3 140 88 I 2 172 479 

I 
EPHIOPIA 7 3 725 000 32 808 220 000 I 

3 316 212 1 
FTAI - - - 104 1 900 - 5 380 

I R A N  281 114 000 621 2 725 11 800 , 27 - 
IRAQ 57 188 800 132 3 203 1 150 , 17 121 292 

ISRAEL - - - 273 11 000 I - 
JORDAN 11 240 000 33 116 , 22 000 : 6 1 - 
KUWAIT 22 3 000 149 574 1 5 0 0  7 
LEBANON - - - 1 220 2 500 : 4 

t 
According t o  "Basic Country Information", WHO EMRO Health S t a t i s t i c s  Unit, 
circulated 10 January 1975 
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17 
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14 
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! 
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TABLE 1 

WSEM .TB/4.1 
hble 1 
P4- 

mULTs OF 'NBWCULIN TESTING, Em 

mCENTAGE OF POSITIVES A I D W  
MWJ-VACCmTgD CHILDREN ACCORDIN0 TO AGE 
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WHO m o  

TARTS2 

BCG VACCMATION 

(in 1974 or latest avrilable data) 

Somalia 

I 

r3 ta be evaluated w i t h  regad to different n a o l ~ t i o n  polioias . . not evaluated 
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SIM&FW OF REPLIES TO QUESTIONNAIRE 

ON WATIOW TmCULJXIS  CONIROL =VICES 

1. National Tuberoulosis Control Pmgramae 

Country 

Pakistan 

II Conpleted w i t h  data available in EWEO/m 



WHO EMRO 

EVALWTION OF QTESIONNAIRE 
ON NATIONAL  IS m a  ~ C G S  

1. National Tuberculosis Control Proilnamne ( o a t .  ) - 

Country 

I Completed with data available In WIg)/EtmO 



EM/SEM.TB/4.1 
Table 5 

EVALUATICN OF QYESTICWAIRE 
ON NATICNAL ~BERCULOSIS CONTROL SWVICES 

2. Epidemiology and 4. Case finding 

Completed with data available i n  WHO/ID?RO 

Country 
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TABLE 6 

EVAWATICN OF QuFsmoNNAIRE 
ON NATIONAL 'IUBERCULLXIS CONTROL SEWICES 

3. BCC Vaccination 

Participating 
Institutions 

*completed wlth data available in W H O ~ O  
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TABLE 7 

EVAIUATION m euFsTIrnAIRE 
134 NATIWAL TUEWCULOSIS CONTROL S!3FJICES 

5. Treatment - 

Country 

Afghanistan 
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.A 
a 
0 a 

2 2  rn 

+ 
+ 
+ 
+ 
+ 
+ 
+ 
+ 
+ 
+ 
+ 
+ 
+ 
+ 
+ 
+ 
+ 
+ 
+ 
+ 
+ 
+ 

Average 
hospital 
treatment 

( in  months) 

3 
4-6 
5 

1-2 
8 

1.5 

12 

6 

3 

3.5 
8-16 

5 

3 
2 

3 
6 
4 -6 

1.5 

6-18 

3-6 

3-9 

1-3 

treatment 

" 
3 2  
" 8  
+ 
+ 
+ 

+ 
+ 
+ 
+ 
+ 
+ 
+ 

+ 
+ 
+ 
+ 
+ 
+ 
+ 
+ 
+ 
+ 

W 
+ 

+ 

+ 
+ 
+ 
+ 

+ 

+ 
+ 

2 
@4 

+ 
x 
5 

+ 
+ 

+ 

+ 

+ 

+ 
+ 
+ 
+ 

+ 
+ 
+ 

Drug 

w 
+ 
u 
El 
+ 
; 
+ 

+ 
+ 
+ 
+ 

+ 

+ 

+ 
+ 
+ 

+ 
+ 

regimen 

w 
+ 

@4 

+ 
2: 
k 

+ 
+ 

+ 

+ 
+ 
+ 
+ 
+ 
+ 
+ 
+ 
+ 
+ 

+ 
+ 
+ 
+ 
+ 

applied 

2 

8 
+ 

+ 
+ 

+ 

+ 

+ 

a 
Y 8 1 j  

+ 
is H 

+ 

u2 i 

+ 
+ 
+ 
+ 

+ 
+ 
+ 
+ 
+ 
+ 
+ 

+ 
+ 

+ 

+ 
+ 
+ 



WHO EYRO EM/SEY. T W 4 . 1  
Graph 1 

POPULATION DENSITY IN MEMBER COUNTRIES 

WMO EASTERN MEDITERRANEAN REGION 




