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To the Member States of the 

Pan American Sanitary Organization 

I have the honor to transmit herewith the progress report of the 

Organization covering the period between the Thirteenth (1950) and 

Fourteenth (1954) Pan American Sanitary Conferences. 

Although the report is concerned with the four-year period, 1950 to 

1953, inclusive reference to certain significant events of 1954 has been 

made in footnotes. 

Respectfully yours, 

Director 
Pan American Sanitary Bureau 
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I INTRODUCTION 

L 

. . 

In the fifty-two-year history of the Pan American Sanitary Bureau, the four years 1950, 
1951, 1952 and 1953 have been momentous. There have been successes and failures but the 
story is, in general, one of progress towards the objective of the Pan American Sanitary 
Organization. 

In this report, the work of the Bureau has been treated as an entity and no attempt has 
been made to indicate whether funds used to finance various activities have been received 
directly by the Bureau from Member States or indirectly through other organizations. Pre- 
cise details of receipt of funds can be found in the Annual Reports and special financial 
reports. 

In compiling this Four-Year Report, an effort has been made to avoid the recording of 
information already contained in the Annual Reports. More attention has therefore been paid 
to general descriptions and trends rather than to the detailed activities in the various subjects. 

At various places in the Report, reference has been made to the preceding four-year 
period as this serves to illustrate better the events of the last quadrennium, This is par- 
ticularly true and incidentally more accurate where references to diseases have been made. 

The subjects covered by this Report have been grouped in the manner found most con- 
venient. The grouping does not indicate the internal administration of the Bureau which is 
described in Section VI. 

The Bureau works only at the request of and in agreement with the governments of 
Member States, for the development of the governments’ health organizations. This report 
on the work of the Bureau cannot cover the associated and far greater work of the national 
health departments. The work of the Bureau cannot be judged as an isolated operation but 
only in relation to the official health programs. The future of the health of the Americas 
rests on the full development of adequate health services in each country and not on any in- 
ternational agency. 
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II GENERAL REMARKS 

In the last few years great changes have been seen throughout the Americas. In North, 
Central, and South America, remarkable progress has been made in almost all fields of 
human activity. The progress already achieved has stimulated the desire for even greater 
progress. Certainly, higher levels of production and better standards of living are in uni- 
versal demand. Progress has not been confined to Member States but has been notable in 
the non-self-governing territories. Many of the territories have assumed greater respon- 
sibilities in self-government including health administration. 

Economic development in the Americas has been accompanied by an increase in popu- 
lation which affects the world population picture. The rate of population increase is higher 
than that of any other large area of the world. Today the population of Latin America is 
almost the same as that of the United States and Canada and it is estimated that at the end of 
the century the Latin American population will approximate half a billion. These huge in- 
crements in population necessitate expansion of health services, especially in the tropics, 
and these services require an increased number of trained staff. If educational institutions 
are to provide adequate numbers of health workers in the coming decades, now is the time 
to plan for the expansions in educational institutions which will permit the training of greater 
numbers. 

Most of the Bureau’s work is accomplished by worki% with national health depart- 
ments. Sometimes the administration of these departments can be improved by giving greater 
attention to the technical aspects of public health administration but all too often the admin- 
istration of the health department is hampered by the general standards of public administra- 
tion throughout government. The health department does not work alone. It is part of the 
large and complex machinery of government. For this part to work efficiently there must 
be comparable efficiency in other parts, especially those concerned with finances and educa- 
tion. It is not the responsibility of the Bureau to provide assistance in the wide field of 
public administration but neither can the Bureau ignore the difficulties facing many health 
departments nor fail to suggest that governments take advantage of the assistance available 
through other agencies for improving public administration. 

General changes in the community outside the field of health administration influence 
disease patterns in the Americas and are reflected in the enormous variations in health sta- 
tistics between Member countries and, indeed, between different regions of the same coun- 
try. In the United States, for example, the tuberculosis death rate fell from 113.1 per 
100,000 in 1920 to 12.6 in 1953. Differences within the United States are shown by the 1952 
rate of 102.2 for Alaska compared with 5.4 for Idaho. In Latin America there are at least 
three countries for which the national rates still exceed 100 per 100,000. The death rates 
for malaria in some Central American countries still exceed this figure, whereas malaria 
as a significant cause of death has disappeared from the United States. 

Among the general changes occurring in the United States in recent decades which have 
influenced the over-all health picture are great improvement in diet, reduction in hours of 
work, employment of mechanical power in most arduous tasks, the virtual elimination of 
certain infectious diseases and the discovery of effective therapeutic agents. 

The great discrepancy between the standards of health possessed by peoples in various 
parts of the Hemisphere should be not only an incentive to the health workers in the less 
fortunate countries but also a challenge to those in the more healthy countries who are best 
able to assist their neighbors. It should, however, not be forgotten that the advances made 
in the more healthy countries have been due not only to improvements in public health serv- 
ices but also to raising the standards of living. 

-3- 



III WORLD HEALTH ORGANIZATION 

Because of the special relationship between the Pan American Sanitary Organization 
and the World Health Organization, it is fitting that in this quadrennial report reference 
should be made to the major developments in WHO even though these changes concern all 
Members of WHO and not merely those located in the Western Hemisphere. 

The basis of this special relationship between these Specialized Agencies of the inter- 
American system and the United Nations merits consideration. It is dependent on agreements 
between: (1) WHO and UN, 1948; (2) PASO and WHO, 1949; and (3) PASO and OAS, 1950. 
Ill-advised alterations to any of these agreements might make the present relationship of 
WHO and PASO untenable. 

The United Nations Charter, under the terms of Article 109, is scheduled for review 
and possible revision in 1955. Representatives of certain governments have publicly sug- 
gested that in 1955 the Specialized Agencies, including the WHO, should be controlled to a 
greater extent by the United Nations. It is important that States, Members of the Pan 
American Sanitary Organization, give careful consideration to any proposed changes in the 
United Nations Charter as they might affect the collaboration of WHO and PASO at the tech- 
nical level. The present arrangement, based on the Pan American Sanitary Code (Havana 
1924), the Constitution of the Pan American Sanitary Organization (Buenos Aires 1947), the 
Constitution of the WHC (New York 1946), the WHO/PASO Agreement of 1949, and the 
OAS/PASO Agreement of 1950, permits close, cordial and effective collaboration with the 
health authorities of all countries in the Region. Any alteration in this arrangement would 
unavoidably be reflected in the administration of the Bureau and in the Bureau’s ability to 
serve directly the national health authorities of the Americas. 

With the ever closer ties between the Americas and other Continents, the World Health 
Organization, becomes of increasing importance to the American States. 

During the last four years WHO Membership has increased from 68 to 84; included are 
four Associate Members. Since the beginning of 1950, Cuba, Nicaragua and Panama have 
joined the Organization so that now all Members of PASO, with the exception of Colombia, 
are Members. 

During the same period the Regular budget of WHO increased from $6,108,299 in 1950 
to $8,112,605 in 1953, or by 33 percent*. In 1950 WHO received $1,410,996 from the UN 
Technical Assistance Funds; in 1953 the corresponding sum was $4,604,064. 

Among the publications of WHO are two of great scientific importance. One series, 
the Technical Report Series, contains the reports of the Expert Committees. The published 
reports of these Committees are valuable as up-to-date summaries of expert knowledge and 
experience made available to medical and public health workers throughout the world. Of 
the more than a score of Expert Committee meetings in the past four years, five have been 
held in the Americas. 

In 1950 the Joint FAO/WHO Expert Panel on Brucellosis met in Washington; in 1951 
the Committee on Insecticides met in Savannah, Georgia. In 1952 the Expert Committee on 
Bilharziasis (schistosomiasis) met in San Juan, Puerto Rico, and the Expert Committee on 
Leprosy met in Rio de Janeiro. The Onchocerciasis Expert Committee met in Mexico City 
in 1953. 

Brucellosis was not the only subject discussed jointly by WHO and other Specialized 
Agencies. FAO also assisted WHO in discussing nutrition while IL0 joined WHO in con- 
sidering occupational health. In addition, the UN/ILO/UNESCO/WHO jointly considered both 
the “physically handicapped child” and the “mentally subnormal child.” 

The other important publication is the WHO Bulletin. During the four years there have 
been 34 issues and, like the Technical Report Series, the accumulated volumes make a most 
useful addition to public health libraries. 

In the period covered by this Report, there have been organizational developments in 
WHO; the Western Pacific Regional Office was established (1951), first at Hong Kong, later 

*From 1950 to 1953 the budget of the PASO increased from $1,742,035 to $Z,OOO,OOO 
or, only by 15%. 
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at Manila, the European Regional Office in Geneva* (1951), and the African Regional Office 
in Geneva (1951) and later in Brazzaville (1952). 

The greatest achievements of WHO have probably been accomplished through the re- 
gional offices in the development of field programs. Space does not permit the discussion 
in this Report of these programs other than that for the Americas. 

The Americas have benefited both directly and indirectly from the general progress of 
WHO and the useful results anticipated from the PASO/WHO Agreement have been realized. 
Countries in this Hemisphere as in other parts of the world benefit from the technical serv- 
ices rendered by the Department of that name in the WHO Headquarters. The indirect bene- 
fits to the Americas are conferred by the health progress in other parts of the world as an 
improvement in any part is of value to the whole. The American Region has been able to 
assist other regions by the provision of expert personnel and also by receiving students for 
study in the Americas. A smaller number of experts have come into the American Region 
for employment by the Bureau and also a smaller number of students have proceeded from 
the Americas to other regions for study. 

In 1953, following the retirement of Dr. Brock Chisholm of Canada as Director- 
General, his place was taken by Dr. M. G. Candau of Brazil, Assistant Director of the 
Bureau. 

*The WHO Executive Board at its 14th Session in 1954 decided to move this office 
to Copenhagen. 
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IV OTHER ORGANIZATIONS 

United Nations 

. 

The Bureau, as the Regional Office of the WHO for the Americas, is directly involved 
in the UN Expanded Program of Technical Assistance and in the activities of the United Na- 
tions Children’s Fund. 

UN Expanded Program for Technical Assistance 

In the previous quadrennial report, reference was made to the United Nations Expanded 
Technical Assistance program. This program commenced following an Economic and Social 
Council resolution of August 1949 which received the approval of the General Assembly in 
December of the same year. Under this program it was planned that the United Nations 
would collect voluntary donations which would be used principally by the Specialized Agen- 
cies and also by the United Nations for programs related to economic development. Included 
among the Agencies was the World Health Organization, which took full advantage of this new 
source of funds. To administer the program, a committee entitled The Technical Assistance 
Board (TAB) was created, having as its members the Directors-General of the Specialized 
Agencies or their deputies. This Board reports to the Technical Assistance Committee 
(TAC), composed of members of the Economic and Social Council (ECOSOC). At first the 
Technical Assistance Board was served by an Executive Secretary but in 1952 an Executive 
Chairman was appointed and his agents, the Resident Technical Assistance Representatives 
which had been placed in a number of countries, were given greater control over the de- 
velopment of .program plans. Twenty-two percent of fifty percent of the contributions made 
to the TA fund are allocated to WHO and such proportion of the remaining fifty percent as 
may be decided by the TAB. All projects are, however, subject to prior review and approval 
by the Board on the basis of recommendations made by the Executive Chairman. Initially 

~ more than $20 million were pledged for the period from July 1950 up to December 1951. 
For the year 1952 approximately $19 million were pledged and $22 million for 1953. Towards 
the end of each year representatives of the contributing countries meet and indicate the size 
of the contributions which will be made during the following year. At the commencement of 
the program ample funds were available to meet the requests being made for assistance. As 
more countries became aware of the assistance which could be obtained and as the process- 
ing of requests was expedited, the funds available proved insufficient. It should be noted that, 
contrary to the budgeting practices of both PASO and WHO, only near the end of any one year 
is it known what funds will probably be available during the following year. This proved to 
be an initial difficulty in taking advantage of these voluntary contributions. A greater dis- 
advantage, however, was experienced when the number of requests became large and 
amounts contributed became less than had been anticipated. This meant that the Specialized 
Agencies were exposed to financial uncertainties and not only had to reduce their TA pro- 
grams but were also placed in the difficult position of suspecting that even further reductions 
might need to be made. For the last two years, the Bureau has experienced these uncertain- 
ties and difficulties and reference has been made to them in both the 1952 and 1953 Annual 
Reports. At the end of 1953 no reorganization had been effected which would permit these 
voluntary contributions to be used in a more efficient manner by the Specialized Agencies 
although in order to stabilize the program initial work had been done on the establishment of 
a reserve fund and the imposition of restrictions regarding long-term obligations. 

At the year end the situation was as follows. The WHO representative on TAB had 
urged acceptance by the other members of a system which would provide a guarantee that 
before project agreements were signed with governments the cash necessary for the com- 
pletion of the project would be in the bank, in other words a “cash-in-hand” policy. A 
compromise between the conservative policy of the WHO representatives and the other mem- 
bers was finally agreed upon and a unanimous report was made to a TAC working party 
scheduled to meet early in i954. 
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Another recommendation included at the suggestion of WHO was to the effect that 
within certain limits each Agency would be free to manage its own operations so as to achieve 
whatever further degree of financial security it considered necessary. 

United Nations Children’s Fund 

UNICEF was established by the General Assembly of the United Nations in December 
1946 under the terms of Article 55 of the United Nations Charter with the primary purpose 
of assisting needy children, particularly in war-devastated countries. Unlike WHO, UNICEF 
is neither a Specialized Agency nor an Organization; it is a Special Body and a Fund of the 
United Nations political organization, 

During its first years, resources were devoted largely to meeting the emergency needs 
of children in Europe for food and clothing but in 1948 programs were commenced in other 
parts of the world, and the first allocation for Latin America was made in 1949. The con- 
siderable and increasing resources of the Fund are derived from voluntary contributions 
made either directly by governments or channeled through governments after fund-raising 
campaigns. From the beginning there has been a close association between UNICEF and 
WHO. In the Charter of UNICEF there is reference to the necessity of working with the 
Specialized Agencies and in particular with the World Health Organization. A Joint Health 
Policy Committee made up of representatives of WHO and UNICEF reviews UNICEF pro- 
grams and makes recommendations to the Executive Boards of both UNICEF and WHO in 
regard to the health fields in which UNICEF should work. 

Initially the Fund was established for a three-year period. At the end of that period 
its life was extended and in 1953 the General Assembly of the United Nations decided to pro- 
long UNICEF’s life indefinitely. At the same time the word “emergency” was omitted from 
the name of the Fund although the symbol UNICEF was retained. UNICEF neither makes 
fellowship awards nor does it employ technical staff. If technical staff and fellowships are 
required for those projects for which UNICEF is furnishing supplies, these are provided by 
WHO, in many cases from Technical Assistance funds. 

When WHO experienced difficulties related to TA fund uncertainties, UNICEF under- 
took, with some reluctance, to meet the WHO costs of certain UNICEF-assisted projects. 

’ Over the last four years UNICEF has spent a large sum in meeting the costs of a number of 
programs in the Americas concerning BCG and maternal and child health projects. The 
number of health subjects in which UNICEF support may be given has been gradually in- 
creased, mainly as a result of recommendations made by the WHO/UNICEF Joint Committee 
on Health Policy. A recent inclusion on the list is environmental sanitation. These changes 
are very important to WHO since UNICEF support may be given to many of the WHO program 
priorities. 

The basis of working arrangements in the Hemisphere is an agreement on procedures 
drawn up by the Director of the Bureau and the Director of the UNICEF Regional Office for 
Latin America. The Bureau Director gives technical approval to projects and by recent ar- 
rangement a Bureau physician has been placed in Lima, the site of the UNICEF Regional 
Office. It is anticipated that the placing of this Adviser in Lima will improve further the 
close liaison which exists between the Bureau and the Fund. 

Organization of American States 

The Directing Council (Buenos Aires 1947) authorized the negotiation of an agreement 
with the Pan American Union (PAU) for the maintenance of close relations between the two 
organizations. In May 1950 the Director of the Bureau and the Secretary General of the Or- 
ganization of American States (OAS) formally signed such an agreement on behalf of the 
respective Directing Councils of the two organizations. In the spirit of this agreement, 
friendly and satisfactory relations with OAS have been maintained. Meetings of each have 
been attended by observers from the other organizations and there has been an exchange of 
information, reports and documents. 

: 

c 
. 

. 
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The Bureau has participated in the meetings of the Coordinating Committee on Techni- 
cal Assistance (CCTA), composed of representatives of the PAU and of the six inter- 
American organizations developing projects in the Technical Assistance program of the 
Inter-American Economic and Social Council (IA/!ECOSOC). Only two of these projects have 
been developed by the Bureau and only one has been in the field of human health. This project 
was a nursing seminar held in 1951 in Guatemala City. The other project, the Pan American 
Aftosa Center in Brazil, outside the regular field of interest of the Bureau, was undertaken 
at the request of the OAS with the special authorization of the XIII Conference, subject to the 
financing of the center with funds other than those of the Bureau. 

In 1953, IA/ECOSOC approved the establishment of a Zoonosis Center for the Americas 
in its TA program. This proposal came to CCTA which requested the Bureau to present a 
project proposal for consideration. This procedure reversed that established for the de- 
velopment of health programs through presentation to and approval by the Directing Council 
of the PASO. To legalize the proposal, this item was included in the budget discussion at 
the regular PASO meetings (1954) for approval. This.approval was given and the Zoonosis 
Center now awaits only the allocation of funds by CCTA. 

The Bureau has also cooperated with OAS and UNESCO in the preparation of a series 
of booklets specially designed for adults who have recently become literate. A half dozen of 
these booklets are concerned with health subjects and it is believed they are serving a very 
useful purpose. 

Institute of Inter-American Affairs 

The United States bilateral Institute of Inter-American Affairs (IIAA) is a part of the 
larger agency recently known as TCA but now known as Foreign Operations Administration 
(FOA). Because of the large amount of health work it is doing in Latin America steps have 
been taken to. coordinate activities and to avoid duplication. This is done principally in each 
of the countries receiving assistance from both the Bureau and the IIAA and the precise 
mechanism of cooperation is that elected by the government concerned. In some countries, 
there are coordination committees and in others cooperation results from informal discus- 
sions. In addition, since 1951 joint staff meetings have been held in Washington, D. C. At 
these there are present representatives of the USPHS as well as of IIAA and the Bureau. In 
these .meetings there are discussions of programs in broad outlines and also any problems 
concerning inter-agency relationships which might arise from time to time. 

The real cooperation, however, is to be found in the actual programs. There are many 
countries in which both the IIAA and the Bureau are assisting the governments and some- 
times the assistance is being given to different aspects of the same subject, as for example 
the yaws eradication campaign in Haiti. In other countries examples will be found in the 
field of malaria control and ABdes aegypti eradication. Cooperation is also illustrated by 
the attendance of Bureau and Institute staff members at international meetings arranged by 
the two agencies, as for example the Institute of Hospital Administrators held in Rio de 
Janeiro and the Health Education Seminar held in Mexico City. 

Inter-American Association of Sanitary Engineering 

The engineering staff of the Bureau played a central role in the creation of the Inter- 
American Association of Sanitary Engineering (AIDIS) and from the beginning served as the 
secretariat and as editors of its official journal. This activity continued through 1950 and 
1951 but ceased early in 1952. During late 1952 and 1953 the Association, in agreement with 
the Bureau, transferred responsibility for the publication of the journal to the Mexican Sec- 
tion of the Association and established the secretariat in Brazil, the country chosen to be the 
site of the 1954 Inter-American Congress of Sanitary Engineering. An agreement was nego- 
tiated between the Bureau and the Association, under the terms of which the transfer of 
property and funds was effected and procedures were established for some continued finan- 
cial support by the Bureau to the publication of the AIDIS journal. This contribution is grad- 
ually decreasing and it is believed that the journal will soon be self-supporting. 
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AIDIS is worthy of support and encouragement; included in its membership are most of 
the engineers and many other persons of the Americas most closely concerned with environ- 
mental sanitation problems and official programs for their solution. 

The Bureau sponsored the Second Inter-American Congress of Sanitary Engineering, 
which took place in Mexico City in March 1950, the Third Congress, held in Buenos Aires in 
November 1952, and has agreed to sponsor the Fourth Congress scheduled to be held in Sao 
Paulo, Brazil, in July 1954. 

W. K. Kellogg Foundation 

The W. K. Kellogg Foundation was established for the purpose of promoting the health, 
happiness and well-being of mankind, especially of children, and its activities have been 
principally concerned with health and educational problems in rural areas. The satisfactory 
cooperation between the Bureau and the Kellogg Foundation has continued over the past four 
years. Examples of this are to be found in the fields of nutrition, dentistry and education. 
The Foundation provided $15,000 annually over a four-year period (1950-1953) to enable the 
Bureau to develop its staff in nutrition at a time when Bureau funds were inadequate. The 
continued interest of the Foundation in INCAP is referred to in Section VIII. The Foundation 
also made a grant (1953) to cover the cost of a dental consultant and a secretary for a two- 
year period to survey dental health program needs in Latin America. 

The Foundation participated in the Third Regional Nursing Congress in Rio de Janeiro 
and is collaborating in the Medical Education Information Center (MEIC). The Foundation is 
also assisting the Bureau in the training of its staff: one staff member has been granted a 
fellowship for a public health course and another fellowship is under consideration. 

A well-appreciated item of assistance from the Foundation was its loan towards the 
purchase of the Bureau property in Washington (see Section VI). 

Rockefeller Foundation 

Since 1913 the Rockefeller Foundation has been doing valuable public health work 
throughout the Americas and has been ready at all times to cooperate with the Bureau. 

Rockefeller Foundation representatives have participated in the Medical Education 
Information Center (MEIC). In Peru, the Foundation and the Bureau worked together in 
assisting the Government with the Ica Health Center. Foundation representatives partici- 
pated in the Nursing Curriculum Workshop in Peru in 1952, the Third Regional Nursing Con- 
gress in Rio de Janeiro in 1953 and the Inter-American Congress of Public Health, Havana, 
1952. Of interest to the program of the Bureau is the work of the Foundation’s Trinidad 
Laboratory on the epidemiology of virus diseases. For example, the examination of sera 
collected in 1953 revealed, for the first time in several decades, the presence of yellow fever 
in this important island. Like the Kellogg Foundation, the Rockefeller Foundation advanced 
money to the Bureau in order to permit the purchase of the present Washington office (see 
Section VI). 

Special Cooperative Activities 

There are a number of special health activities in which the Bureau has been associ- 
ated with governments, health departments or particular institutions. 

The Third International Institute of Hospital Administration was held in Rio de Janeiro 
in 1950 with the assistance of the Government of Brazil and the Bureau. The Rio de Janeiro 
Institute brought together for a 15-day period hundreds of hospital administrators from many 
countries. Papers presented covered all aspects of hospital administration and were later 
published by the Bureau in book form. 

The Aftosa Center near Rio de Janeiro is a training and research center for the Ameri- 
cas, financed by both OAS/TA and the Ministry of Agriculture of Brazil and administered by 
the Bureau. The center began international training courses for foot-and-mouth disease 

. 
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technicians in 1953 and has made important scientific contributions on adaptation of the 
aftosa virus to unusual hosts, as a step towards the development of better vaccines. 

The Bureau’s collaboration in the production of yellow fever vaccine and in providing 
special services for the diagnosis of yellow fever, in Brazil through the Oswald0 Cruz Insti- 
tute and in Colombia through the Carlos Finlay Institute, for the benefit of all Member States, 
has been important in closing the gap resulting from the withdrawal of the Rockefeller Foun- 
dation from this important field. The National Yellow Fever Service of the Brazilian Minis- 
try of Health has continued its previous collaboration with the Bureau in the program for the 
eradication of the Aedes aegypti mosquito from the Americas. 

In a variety of ways the United States Public Health Service and the National Institutes 
of Health have continued to assist the work of the Bureau. Special grants for the onchocer- 
ciasis project in Guatemala were continued up to 1953. Commencing in 1951, the USPHS also 
provided personnel for the development of schistosomiasis control methods in Brazil. In 
these arrangements, the Bureau meets the cost of personnel travel and subsistence, supplies 
and the provision of administrative services. 

A unique type of international cooperation has been developed with the Institute of 
Nutrition of Central America and Panama (INCAP). The arrangements made permit work to 
be done which would be either difficult or impossible for each of the Member countries to do 
alone. The Member countries* are: Costa Rica, El Salvador, Guatemala, Honduras, and 
Panama. The Government of Guatemala provides the buildings while all of the Member 
countries make financial contributions. The W. K. Kellogg Foundation assists with the pro- 
vision of equipment and fellowships, while the Bureau has assigned three staff members to 
the Institute, one of whom is the Director. Associated with the work of the Institute is a 
nutrition unit in each of the Member countries. During the last few years there has been a 
change in the administration as a result of the Protocol of Tegucigalpa, 1949, and the 1953 
Basic Agreement. According to the Basic Agreement, the Bureau will continue to be respon- 
sible for INCAP administration “as well as for the coordination and execution of its programs 
and activities .” 

: 

r 
\ 

4In 1954 Nicaragua became a Member of INCAP. 
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V GOVERNING AUTHORITIES 

The governing authorities of PASO have met regularly during the last four years. In 
1950, the XIII Pan American Sanitary Conference was held, and in 1950, 1951, 1952 and 1953 
there were respectively the IV, V, Vl and VII Meetings of the Directing Council. During the 
same period the Executive Committee of the Directing Council had twelve meetings: the 10th 
to the 21st. Representation at the Directing Council and Executive Committee meetings is 
shown in Appendices I, II and III. Representatives of the Dominican Republic, Ecuador, Haiti 
and Panama were elected for the first time to the Executive Committee during this period, 
and Argentina, Chile, Brazil, Mexico and the United States were re-elected. The first Inter- 
American Congress of Public Health was held in 1952. 

The XIII Pan American Sanitary Conference (Ciudad Trujillo 1950) was attended by 
representatives from all of the 21 American Republics, France, the Netherlands, and the 
United Kingdom. Numerous observers from Specialized Agencies, foundations and profes- 
sional associations were also present. The Director of the Bureau was reappointed for 
another four-year period and the Directing Council was authorized to approve the annual 
program and budget for the second year after each of its meetings. The Council in 1951, 
1952 and 1953 did not however take this action. The Conference recommended that Member 
States facilitate international health work through special offices in the Health Ministries 
dealing with international organizations. The need for coordination of international health 
activities was reviewed and general recommendations made. The Directing Council in 1953 
discussed this problem again and stated its conviction that international public health pro- 
grams in the Americas should be concentrated in PASO which had been created specifically 
for that purpose. 

The Conference considered the fundamental principles of Pan American health and the 
need for strengthening public health training facilities in Latin America. The Conference 
also recommended to Member States the employment of public health personnel in national 
health departments on a full-time basis. The Conference considered Draft WHO Regulations, 
which provided for the abrogation of the Pan American Sanitary Code (Havana 1924), as a 
measure to facilitate the unification of sanitary regulations throughout the world. Since the 
Code is the basic treaty, ratified by all 21 of the American Republics, under which the Con- 
ference and the Bureau operate, the Conference authorized the Director to negotiate with the 
WHO some other procedure which would be suitable. The solution of this problem was found 
in the abrogation of certain technical articles of the Code. This was done by the Code sig- 
natories with a protocol, signed at Havana in 1952. 

The XIII Conference also adopted resolutions concerning important diseases, such as 
smallpox, to the eradication of which it accorded a high priority. The Directing Council in 
1952 voted a sum of $75,000 for a smallpox eradication program and recommended appro- 
priations in future years for the continuation of the work. Other resolutions concerned the 
choosing of a permanent site for the headquarters of the Bureau and arrangements for the 
celebration of the Fiftieth Anniversary of the founding of the Bureau. The 1950 Conference 
decided that the permanent headquarters of the Bureau should be, in the United States and 
with the aid of non-interest bearing loans from the Rockefeller Foundation and the W. K. 
Kellogg Foundation, in 1951 an interim headquarters was purchased in Washington. A sub- 
committee of the Executive Committee rendered valued services in assisting the Director 
with the arrangements for the purchase and the alterations to the buildings. The importance 
of this acquisition of more suitable buildings cannot be over-emphasized. 

The first Inter-American Congress of Public Health, held in Havana in 1952, not only 
celebrated the Fiftieth Birthday of the Bureau but also paid tribute to the memory of Carlos 
J. Finlay for his outstanding contribution to knowledge of the mosquito transmission of yellow 
fever. The Government of Cuba, with the cooperation of the Bureau, organized the Confer- 
ence, which was attended by approximately 250 people. Among these were the representa- 
tives of many governments and institutions. The topics considered by the Congress were the 
organization and integration of public health services, rural sanitation and progress in the 
treatment and control of diseases. There were symposia on yellow fever, public health edu- 
cation, zoonoses, tuberculosis and maternal and child health. Roundtable discussions on 
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bilharziasis, onchocerciasis, Chagas disease and malaria were also held. The Congress was 
a fitting celebration of the anniversary and a suitable tribute to Carlos Finlay. Subsequently, 
the scientific papers presented at the Congress and other reports were published by the 
Government of Cuba in a book entitled “Memoria de1 Primer Congreso Interamericano de 
Higiene .” 

At the 1951 Meeting of the Directing Council a number of important resolutions were 
passed; some were concerned with the administration of the Bureau. Financial and staff 
regulations similar to the corresponding regulations of WHO were adopted to facilitate the 
internal administration. 

The Directing Council in 1951 established the conditions for the participation, under 
Article 2 of the Constitution of the PASO, of representatives of non-self-governing territories 
in meetings of the governing authorities of PASO. The Council also authorized the Director 
to negotiate suitable payments on behalf of the territories concerned. Payment for French 
territories began for the year 1950, for Netherlands territories for the year 1951 and for 
United Kingdom territories for 1953. With the solution of this participation problem, the 
major difficulties of implementing the PASO/WHO Agreement were satisfactorily resolved. 
Through this action, the territories, which have not yet attained independence, are able to 
participate at meetings of PASO with full rights for the discussion of all technical matters. 

The Directing Council (1950) recommended that the XIII Conference consider revision 
of the Constitution. The Conference referred the matter to the Executive Committee and 
the Directing Council, with the result that careful studies have been made by a special com- 
mittee. All Member States have had the opportunity of participating in the meetings of this 
Committee. The results of these studies will be considered by the XIV Conference (1954). 

In 1951 after discussion of a suggestion made by the WHO Executive Board, the holding 
of technical discussions during Directing Council meetings was approved. In this connection 
it may be mentioned that the XIII Conference had already decided to discontinue the practice 
of holding periodic meetings of national directors of health. This decision was made in view 
of the fact that the Constitution provided for annual meetings of the Council and regular meet- 
ings of the Conference, and also because the Bureau is charged with the duty of assuring an 
adequate dissemination of information regarding public health. The holding of technical dis- 
cussions thus filled any gap which might have remained following the discontinuation of the 
meetings of national health directors. 

The XIII Pan American Sanitary Conference (1950) took note of Article 105 of the OAS 
Charter and authorized the Director to negotiate agreements with Member States regarding 
privileges and immunities. Subsequently, agreements were negotiated with the Governments 
of Argentina (1951), Brazil (1951), Costa Rica (1952), Guatemala (1951), Mexico (1952) and 
Panama (1952). These agreements cover the inviolability of Bureau offices and archives, 
mail privileges, customs exemption and other matters related to the operation of an inter- 
national office. These agreements are important in the routine day-to-day work of the 
Bureau and facilitate the movement of Bureau staff from station to station. The agreements 
with Argentina, Brazil, Guatemala and Mexico cover the operation of Zone Offices. 

The United Nations 1947 Convention on the Privileges and Immunities of the Special- 
ized Agencies, Annex VIII of which is concerned specifically with WHO, has been acceded to 
by the following Members: Chile, 1951; Ecuador, 1953; Guatemala, 1951 and Haiti, 1952; and 
by the Netherlands, 1948 and the United Kingdom, 1949. By the terms of this Convention, 
travel is facilitated and the courtesies normally accorded to diplomatic missions are ex- 
tended to staff members. 

The United States is not a party to the Convention for the Specialized Agencies but the 
PASB and WHO enjoy the essential privileges, with the exception of exemption of income tax 
payment on staff salaries, under existing legislation, Public Law 291 of the 79th Congress, 
1945. 

The Bureau, as the Regional Office of WHO, has negotiated agreements with govern- 
.ments to cover the operation of projects financed from both WHO Regular and UN/TA funds. 
These agreements should be distinguished from project agreements which are concerned 
with details of individual projects. The Member States with which basic agreements have 
been signed and the funds, with the expenditure of which the agreements are concerned, are 
shown in Table 1 below. 
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The agreement signed with Colombia in October 1951 was exceptional in that Colombia 
had not at that time, nor has it since, joined WHO. The agreement stated simply that the 
terms of the previous agreement covering the Expanded Program of Technical Assistance 
would also apply to WHO projects financed from Regular funds. 

TABLE 1 

Types of Basic Agreements Signed by PASO Members 
with the Dates of Second Signature 

Organizations 
Program which Date of 

Fund Negotiated Second 
Member Concerned Agreements Si.gnature 

Bolivia WHO & TA WHO October 1951 

Brazil WHO & TA WHO February 1954 

Chile WHO & TA WHO November 1952 

Colombia WHO WHO October 1951 
TA UN November 1950 

Costa WHO & TA WHO June 1952 
Rica 

Cuba TA 

Dominican WHO & TA 
Republic 

Ecuador WHO & TA 

El WHO 
Salvador TA 

Guatemala WHO & TA 

Haiti WHO 
TA 

Honduras WHO 
TA 

Nicaragua WHO 
TA 

Panama WHO & TA 

Paraguay WHO 

Peru WHO 

Uruguay WHO & TA 

Venezuela WHO 

UN June 1952 

WHO October 1952 

WHO October 1951 

WHO August 1950 
UN February 1951 

WHO December 1951 

WHO June 1950 
UN January 1952 

WHO April 1951 
UN December 1952 

WHO January 1951 
UN December 1952 

WHO November 1951 

WHO March 1951 

WHO November 1950 

WHO January 1952 

WHO April 1951 

0 

0 
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International Administration 

VI ADMINISTRATION 

During the period under review the complexities normally to be found in the work of an 
international organization have been exaggerated to an unusual degree. The Bureau is asso- 
ciated with a number of organizations which during this period were undertaking a greater 
volume of work and at the same time undergoing constant changes as a result of internal 
administrative developments. 

Because of the special PASO/WHO relationship, the Bureau administered activities 
financed by the WHO Regular budget and those financed by UN Technical Assistance funds. 
Through the same relationship, the Bureau has also been concerned with the work of UNICEF. 
Because of the relationship between the Bureau and the Organization of American States, the 
Bureau has also been concerned with OAS Technical Assistance funds. For the administra- 
tion of INCAP there have been special arrangements and different arrangements again to 
handle special grants. The major relationships and the rather complicated channelling of 
funds is shown in the chart on the following page. 

Many of the organizations with which the Bureau has been associated were formed 
immediately prior to the four-year period now under review. With only a few years’ expe- 
rience to draw on, many administrative changes were made and many of the organizations 
became interested in new fields of work. During the four-year period, there has been an 
increase in the amount of funds available to WHO under its Regular budget and wide varia- 
tion and considerable uncertainty in the UN Technical Assistance funds available for proj- 
ects. The Technical Assistance funds of the OAS administered by the Bureau also became 
available during this period. Similarly, during this period, the budget of UNICEF has grown 
considerably. The ruIes and regulations of these associated organizations have all been a 
little different. Reference has already been made to the Bureau’s adoption of both staff and 
financial regulations similar to those of WHO and of UN. The time schedules of budget prep- 
aration for PASO and WHO have been different by a year while the UNICEF budget schedule 
is similar to that of PASO. To a lesser extent, the Bureau has been faced with difficulties 
attendant on the utilization of different currencies. There have been differences again ac- 
cording to the type of fund concerned in the arrangements made locally for the accommoda- 
tion of staff and the payment of subsistence allowances. During this period of constant change 
involving both expansion and contraction, the Bureau has been developing a staff which at the 
beginning of the four-year period contained only a small nucleus of people experienced in 
international health organization work. 

In addition to all of these rather exceptional features, there have been what might be 
described as the normal difficulties associated with international work. These difficulties 
derive from the diversity of languages spoken in different countries, the different cultural 
patterns, the different forms of government, the different forms of public administration and 
the widely different disease patterns with which Bureau personnel have been confronted. 
Training personnel to carry out duties in such a complex field was not something which could 
be done immediately. Progress has however been made. Administrative methods have also 
been devised to cope with the myriad problems facing the Bureau during this period and in 
summary it may be said that during this period of marked growth and experimentation a good 
basis has been developed for continued development and expansion. 

Organizational Developments, 1950-1953 

In 1950, the Bureau operated through the Headquarters Office (Washington), two 
Zone Offices (Guatemala City and Lima) and three Field Offices (El Paso, Kingston 
and Rio de Janeiro). This partial decentralization was awkward but unavoidable in the 
transitional period. In 1951, Zone Officeswere organized in Buenos Aires and Rio de 
Janeiro and in 1952, the last of these was formally established in Mexico City. The de- 
centralization of planning and operations to Zone and Field Offices has permitted 
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modifications at Headquarters, especially in the Divisions of Public Health and Administra- 
tion, which were previously loaded down with both supervision and detailed administration 
from a distance. Even the Division of Education and Training has profited, however, with 
the Zone Offices assuming the responsibility of developing the fellowship programs within 
individual countries. 

In 1950 the Beadquarters Office comprised the Office of the Director and the Divisions 
of Public Health, of Education, Training and General Techni‘cal Services and of Medical Ad- 
ministrative Services. At the end of 1953, the structure was essentially the same but with 
two of the Divisions renamed, the Division of Education and Training and the Division of 
Administration. (See Appendices IV and V.) An essential organizational development 
was the creation early in 1952 of the Office of Coordination. This Office is the responsible 
central clearing house for information on allstages of field projects with which the Bureau 
is associated, regardless of the source of funds for their financing. 

The Division of Public Health, which until 1950 carried much of the administrative 
work connected with field projects, has been relieved of these through the transfer of ad- 
ministrative functions to the Division of Administration and to the Zone Offices. Public 
Health now has three branches, Health Promotion, Environmental Sanitation and Communi- 
cable Diseases, replacing the previous dozen special sections. This permits of greater 
flexibility and economy. 

With these changes in the Headquarters Office, there were concomitant changes in the 
Zone Offices. The Zone Offices are in many respects miniature copies of what the Head- 
quarters Office was prior to decentralization. The routine administration of the zone proj- 
ects is the responsibility of the Zone Officer who reports directly to the Bureau Director. 
The technical supervision of existing projects and discussions concerning the preparation of 
new projects are carried out between the governments concerned and the Zone Office. The 
relationship between Headquarters Division Chiefs and the Zone Officers is to a large extent 
advisory or, and particularly in the case of the Division of Administration, one of providing 
services to the Zone Offices. 

The Division of Education and Training, which in 1950 functioned only as the Fellow- 
ships and Technical Training Service, was formally organized in 1952 with two branches, 
Fellowships and Professional Education. 

The Division of Administration in 1950 took over the responsibility for budget organi- 
zation, fiscal management, personnel matters, property management and procurement. 
Later the sectional structure of the Division was strengthened by the creation of two branches, 
one for Budget and Finance, the other for Administrative Management and Personnel. 

The procedure for the preparation and submission of the Bureau’s annual budget has 
been improved in the period 1950 to 1953. In 1950 the budgetary procedure called for the 
preparation by the Director of an initial draft budget for submission to the spring session of 
the Executive Committee. This draft budget, as modified by the Executive Committee, was 
then prepared for the Directing Council. SinGe 1952 the draft of the Director has been sub- 
mitted to the Directing Council together with comments and suggestions of the Executive 
Committee. This modification eliminates the costly and laborious work of preparation of a 
second budget document. Present budgets give full information on all anticipated funds and 
projects in which the Bureau participates. 

The budget of WHO for the Americas, as for other regions, is prepared and discussed 
by the Directing Council during the year preceding its consideration by the World Health 
Assembly. Thus the WHO budget must be prepared for presentation to the Directing Council 
for consideration one year earlier than the PASO budget. Since 1951, an advance summary 
PASO budget hasbeen prepared along with the WHO budget in the hope that the Council would 
take action on both the WHO and PASO budgets for the-same year together, as authorized by 
the XIII Conference. 

The failure of the PASO annual budgets to show appreciable growth since 1950 and 
their virtual stagnancy since 1951 can be seen from a study of Table 2* below. 

*Figures for Regular WHO funds are included for information but Technical Assistance 
funds have been excluded since they are not available for the development of long-range 
programs. 
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TABLE 2 

Comparative Statement of Annual Quotas, Quota Receipts, 
and Expenditures Together with WHO Expenditures, 1950-1953 

and Quotas for 1954 

Year 

1950 

1951 

1952 

1953 

1954 

PAN AMERICAN SANITARY ORGANIZATION 

Quotas of Quota 
Member States Collections 

Expenditures 

$1,742,035.00 $1,378,971.51 $1,541,823.61 

$1,943,681.00 $1,748,627.50 $1,697,262.51 

$1,943,681.00 $1,628,730.02 $1,749,738.41 

$2,000,000.00 $1,743,701.62 $1,924,110.47 

$2,000,000.00 ------m--m --------- 

WHO 

$ 569,012.48 

$ 643,372.47 

$ 914,618.51 

$1,001,136.71 

$1,112,261.00 

Not only has the budget failed to increase but the receipt of funds has been very ir- 
regular and delayed. For this reason, not until 1953 was it financially sound to bring expen- 
ditures up to the budget level of 1951. This expenditure in 1953 was not made possible by 
prompt payments of 1953 quotas but because quotas for previous years were received in that 
year. For so long as there is a delay in the payment of quotas, or worse, an absence of pay- 
ment, it will be necessary to cut out of the program each year some of the activities pre- 
viously approved by the Council in the belief that funds for them would be available. 
Although the delay in payments has created a very grave situation, there has however been a 
slight improvement recently. 

The necessity of developing a reserve fund had been recognized as early as 1947. In 
1950, the XIII Conference specifically authorized the addition of unexpended funds to the 
Working Capital Fund. In 1952 the estimated requirement for the beginning of the fiscal year 
was established at a level approximating 60 per cent of the annual budget. 

In 1950, as in previous years, Bureau accounts were audited by a commercial firm. 
Since 1951, the PASO accounts have been audited by the External Auditor of WHO. 

Prior to 1949, the staff rules and regulations of the PASB had followed closely those of 
the PAU. Since 1949, when the PASO/WHO Agreement became operative, the rules and regu- 
lations of WHO, with frequent revisions, have perforce been adopted with but few minor mod- 
ifications. These WHO rules and regulations are similar to those of the United Nations. 

Similarly, the WHO salary, allowances and leave plan was drafted in 1951. In this 
plan, all positions are classified either as being appropriate for international recruitment or 
for local staffing. For the first group, a uniform salary is applicable throughout the world 
for positions with the same degree of responsibility and with similar duties, regardless of 
the geographic post. 

During 1950 the Bureau staff participated in the PAU Provident Fund and beginning in 
January 1951, became able to participate in the Pension Fund of the UN employees or the 
PASB Provident Fund. 

The recruitment of competent men and women for international health programs re- 
mainea a problem throughout the period under review. In 1’953, the situation was aggravated 
by the increased demands from expanding national health programs for personnel and long 
delays inherent in-the loyalty clearance of United States-citizens imposed by their government. 

At the end of 1953, the PASB/WHO had a staff of 400 persons, an increase of 28.7 per 
cent over the staff strength of 309 in April 1950. The peak high employment point in 
PASB/WHO history of 427, reached in December 1952, was 7 per cent greater than the 1953 
figure. The December 1953 total of 400 staff members comprised 196 headquarters and 204 
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in the field. I’his ratio of 49 per cent in Washington to 51 per cent in the field represented a 
gradual shift from a 50-50 ratio in 1952 and the 52-48 ratio in 1950. Of the total of 400 em- 
ployees in December 1953, 218 were on the payroll of the Bureau, 129 paid by WHO (65 
Regular and 64 UN/TA) and 53 paid by other funds of whom 28 were on the Aftosa project 
and 25 on the INCAP project. 

The composition of the staff of PASB/WHO on 31 December 1953, according to country 
of citizenship, was as shown in Table 3. 

TABLE 3 

Citizenship of Staff 

Country Number Country Number 

‘Argentina. ...... 14 Iceland. ........ 1 
Bolivia. ........ 3 India .......... 1 
‘Brazil ......... 46 Italy .......... 1 
Canada ........ 11 *Mexico. ........ 25 
Chile. ......... 14 Netherlands. ..... 1 
Colombia ....... 16 New Zealand ..... 1 
Costa Rica ...... 4 Nicaragua. ...... 2 
Cuba .......... 14 Norway ........ 2 
Czechoslovakia ... 1 Panama ........ 4 
Denmark ....... 1 Paraguay ....... 1 
Dominican Republic 2 *Peru .......... 22 
Ecuador ........ 7 Spain .......... 7 
El Salvador ..... 4 United Kingdom and 
France ........ 2 Dependencies. ... 17 
Greece ........ 1 *United States. .... 138 
‘Guatemala ...... 30 Uruguay ........ 2 
Haiti .......... 1 Venezuela ....... 1 
Honduras ....... 2 Stateless. ....... 1 

*Major offices located in these countries 

As the activities of the Bureau have expanded, the physical properties have increased 
and are now valued at over $500,000, the principal asset of course being the headquarters 
office which was purchased for $300,000. Improvements and adaptation to office use, to- 
gether with appreciation of real estate values have considerably increased the value of these 
buildings. 

An important administrative function of the Bureau is the procurement and shipment 
of supplies and equipment for field programs and for health services of Member Govern- 
ments. As early as 1948, requests from Governments for information on costs and aid in 
purchasing showed the need for a procurement unit. This was installed in 1949. In addition 
to meeting regular requests, the Bureau has acted as official intermediary in the purchase 
and shipment abroad of radioactive isotopes. Following the outbreak of the Korean War, 
restrictions on the export of insecticides and other materials caused serious difficulties for 
many health programs. The Bureau was able to get a blanket export permit for health sup- 
plies and in 1951 and 1952 purchased large amounts of insecticides for shipment abroad. 

In 1952 a unit was established in the Division of Administration specifically charged 
with the review of the organization and work methods of the Bureau. Although some work 
had been done previously on efficiency studies, the new unit provided a continuity of effort 
not before possible. 
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A systematic attempt was also made to record Bureau practices and procedures and 
by the end of 1953 this was being done for most of the major administrative activities. Divi- 
sion of responsibility and functional assignments were also reviewed so that the work pro- 
gram might best meet the requirements of the Bureau which by the end of 1953 seemed to 
have reached a high degree of stability. The more effective and economical operation of the 
Bureau was in great part brought about as a result of the teamwork of technical and adminis- 
trative personnel. 

Changes were introduced into the structure, procedure and practice of units of the 
Office of the Secretary General, the Division of Education and Training and in the Division of 
Administration. In the Administration Division continuing experimentation permitted the 
smooth transfer of responsibility to the Zone Offices and in spite of an expansion of activity 
a reduction in staff of 23 per cent. 

Editorial Activities 

The Bureau issues two periodical publications: the “Bulletin” of the Pan American 
Sanitary Bureau and the Spanish edition of the “Chronicle” of the World Health Organization. 
There are also three groups of publications: scientific, official and miscellaneous. 

The monthly “Bulletin of the Pan American Sanitary Bureau” was published first in 
1922. It reflects the policies of the governing bodies of the PASO relative to the program of 
the Bureau, as well as public health conditions throughout the Americas. It features original 
articles in Spanish, English, Portuguese or French, generally with a summary in a language 
other than that of the original paper. The “Bulletin” also publishes data on the progress of 
the ABdes aegypti eradication campaign, replies to inquiries on public health matters, and 
contains abstra’cts of medical and public health literature, and general information. Since 
February 1949, the “Bulletin” has carried a special section on nursing, and sections on nu- 
trition and on education and training wereadded in January 1951 and April 1954, respectively. 
The first supplement of the “Bulletin,“< which appeared in November 1953, was entitled USci- 
entific Publications of the Institute of Nutrition of Central America and Panama.” 

The WHO “Chronicle,” issued monthly in Geneva in English and in French, with infor- 
mation from all parts of the world is published by the Bureau in Spanish. The Bureau is also 
responsible for the special group of publications which includes non-periodicals, such as 
proceedings and final acts of the meetings of PASO, and reports of other international meet- 
ings in which the Bureau participates or of meetings sponsored by the Bureau. There are 
also books and pamphlets (originals or translations), Spanish editions of a number of WHO 
Technical Report Series, and monographs. An example is the booklet, “The Control of Com- 
municable Diseases in Mamfl prepared by the APHA and published with its authorization in 
Spanish and Portuguese by the Bureau. A reviewing committee of the APHA with members 
of the Bureau staff undertakes to keep this publication up to date, with revised editions ap- 
pearing periodically. 

Because of the increase in publications work, responsibility for distribution was trans- 
ferred in January 1953 from the library to the editorial section and a special distribution unit 
established. 

The editorial activities of the Bureau from 1 January 1950 to 31 December 1953, are 
summarized in Appendices VI & VII. 

The Library 

The Bureau library has a valuable and highly specialized collection of books, technical 
and medico-scientific pamphlets, as well as periodical publications and documents relating 
to its work. The broadened scope of the Bureau’s programs and the additional activities 
being undertaken in the Americas are reflected in the material acquired by the library in its 
effort to coordinate the collection with the expanded activities of the Bureau. 

A weekly list of new acquisitions is circulated to the headquarters staff and to the Zone 
Offices in order to keep them informed of new publications and to enable them to borrow any 
material of interest. In addition to providing direct assistance in the work of the Bureau and 
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in replying to inquiries, the library is frequently asked to furnish comprehensive bibliogra- 
phies on specific subjects. Another library function is to select and forward material in 
reply to requests for certain types of medical literature. The library also provides photo- 
static copies and microfilms of research material not available in Latin America. During 
the last four years, 5,879 photostatic copies and 2,076 microfilms were sent out. The library 
was charged with the distribution of Bureau publications until 1952 when this work was taken 
over by other sections of the Bureau. 

Prior to shifting the Bureau to the new premises, the collection was reviewed and 
books, pamphlets and periodicals not germane to Bureau work were discarded. At the time 
of moving, the old collection-comprised 2,970 books, of which 1,043 were discarded. This 
material was shared with other libraries in the Ame’ricas. The remaining 1,927 volumes 
were classified for systematic shelving. Of this number, 923 volumes have now been cata- 
loged. The library also transmits catalog cards to the Zone Offices and to the WHO library 
and prepares a monthly list of acquisitions for the “Library” section of the Bulletin. 

The activities of the library are summarized in Appendix VIII. 

Public Information 

The Objectives. - The Bureau prepares and disseminates, throughout the Americas, 
information on the work and objectives of the PASO and WHO. The Bureau has not engaged 
in intensive and expensive publicity drives but has, with a small staff and limited budget, 
made increasing use of governmental and nongovernmental agencies, taking full advantage 
of all available publicity media. 

Other Organizations as Auxiliary Information Channels. - During the past four years, 
the UN cooperated closely with the Bureau in helping to disseminate Bureau information. In 
1951 the UN Headquarters in New York started weekly Spanish broadcasts to Latin America, 
on the work of WHO. This program was discontinued in 1953 but the UN continued weekly 
broadcasts in which health information supplied by the Bureau is incorporated. 

The UN Information Centers in this Hemisphere (Buenos Aires, Mexico, Rio de Janeiro, 
Santiago, Chile, and Washington) are most cooperative. They have taken over distribution of 
large quantities of Bureau news releases, the WHO Newsletter, WHO folders and other litera- 
ture. They have been particularly helpful in distributing PASB/%VHO literature on World 
Health Day (April 7) and on UN Day (October 24). During the last four years, there has been 
a considerable growth of national and local chapters of UN Associations, in Latin America 
as well as in Canada and the United States. These associations of public spirited citizens 
have given invaluable assistance to the work of the Bureau. 

During 1953 the National Citizens Committee for WHO in the US was organized with 
headquarters in New York and an active local chapter in San Francisco. Keeping this Com- 
mittee supplied with literature for distribution has already taxed the available resources to 
the limit. The Committee has now agreed to finance the cost of Newsletters, folders and 
other material as soon as its membership has reached one thousand. 

It should be noted that during 1953, various chapters of the UN Associations in the 
United States indicated a willingness to finance PASS/WHO literature and posters for popular 
distribution. 

In addition to the service rendered by these various organizations, schools, colleges, 
numerous civic organizations, churches, and professional groups in the field of public health 
have developed into useful channels for disseminating information among their members and 
to the general public. 

Public Information Budget. - In 1950 and 1951 public information expenses had been 
met by the budget of either the Director’s Office or General Services. In 1952, however, 
more precise cost accounting was introduced with a clearly defined budget for public infor- 
mation. In 1953 one per cent of the combined PASBmHO budget was used for public 
information purposes. Most of the money was used for the processing and distribution of the 
WHO Newsletters. 

WHO Newsletter. - Since 1950 the Spanish and Portuguese editions of the WHO News- 
letter have been translated, printed and distributed by the Bureau. Reproduction of the 
English edition for distribution in the American Region has also been made in Washington 
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but, beginning January 1954, the English edition will be produced in Geneva and shipped in 
bulk to this office for distribution. 

The Newsletter is a popular publication and its distribution in the four languages - 
English, Spanish, Portuguese and French - has grown steadily in this Region, increasing 
from 138,500 in 1950 to 224,600 in 1953. As this last figure represents the limit the News- 
letter budget will permit, ways are being sought to increase distribution at the expense of 
organizations such as the National Citizens Committee for WHO. It has been impossible to 
comply with many requests for large bulk supplies from schools, institutions and civic 
groups. 

Press Releases. - The distribution of press releases has gradually increased over the 
past four years from 106,820 copies in 1950 to 173,000 in 1953. Similarly the news release 
mailing list in Spanish has increased three-fold and in Portuguese, five-fold. In Latin 
America, distribution now includes practically all daily papers and radio stations, a number 
of specialized periodicals, national health departments and Bureau field offices. A small 
quantity of releases is also sent to the UN Information Centers at Mexico City, Rio de 
Janeiro, Buenos Aires and Santiago. 

In the United States and Canada, the list is more restricted but is comprehensive and 
includes all leading newspapers, news agencies and a variety of other channels. Bureau re- 
leases, including those originating both in Washington and Geneva, are supplied to the UN 
Headquarters in New York where they are reissued to world press correspondents and are 
also used for UN broadcasts. 

Exhibits. - There has been a noteworthy development in exhibits during the four-year 
period. The first major exhibit, shown at the Mid-Century White House Conference on Youth 
in December 1950, was constructed by an outside firm. Since then, exhibits have been de- 
signed and constructed in the Bureau. 

In the last three years the Bureau has contributed major exhibits for the annual Ameri- 
can Public Health Association meetings, the VI Meeting of the Directing Council of PASO and 
the First Inter-American Health Congress, both meeting in Havana in 1952, the Pediatrics 
Congress, Havana 1953, and the meeting in April 1953 in Washington which launched the 
organization of the National Citizens Committee for WHO. This latter exhibit has now been 
placed permanently in the main lobby of the UN Headquarters Building in New York where 
an average of three thousand people see it daily during conducted tours. 

Portable exhibits received from WHO Headquarters have been distributed among the 
Zone Offices., 

As the demand for exhibits has exceeded the budgetary limits, discussions have been 
held with various civic groups concerning the possibility of their meeting the cost of exhibits 
which this offide would supply. 

Photographs. - The Bureau maintains a photograph file, most of the contents of which 
have been supplied by WHO Headquarters and the UN. Photographs taken by an INCAP pho- 
tographer are particularly good and much use is still being made of the picture story on the 
health work being done in Ecuador, El Salvador and Peru. 

Broadcasts and Television. - There has been an irregular but considerable increase in 
the use of radio and television. The chief use of the latter has been for telecasting news. 
Many broadcasts have been made in connection with World Health Day and UN Day. Infor- 
mation about WHO is included in the weekly UN broadcasts, made in some thirty languages 
over short-wave for rebroadcasting over national and local stations. The UN reports that 
during the last two years it has been receiving more mail concerning WHO from Latin 
America as a result of these broadcasts than from all of its other programs referring to the 
Specialized Agencies. This is an important indication of public interest in the field of health. 
The UN is supplied with large quantities of WHO literature for their routine replies and the 
more difficult queries are passed on to the Bureau. 

General Literature. - Requests for literature of all sorts have reached such proportions 
that a charge has had to be made for items in bulk quantity. The growth in distribution of 
material (excluding the Newsletter and press releases) has been as follows: 38,000 items in 
1950 to 56,803 in 1951, and 95,000 items in 1952 to 146,750 in 1953. 

World Health and United Nations Day& - The celebration each year of World Health 
Day has indicated a considerable increase of interest over the preceding one and this Day 
has now become an important holiday in a number of Member countries of the Hemisphere. 
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In many places it is celebrated during the whole week in which it falls. It is promoted not 
only by the departments of health and senior health officers in many of the Member coun- 
tries, but also public school systems take part and sponsor celebrations. In the United 
States, the USPHS promotes it extensively and civic organizations are also playing an in- 
creasingly important part in making the celebration a success. 

Each year UN has increasingly served to publicize the PASO/WHO activities and pro- 
grams. A good deal of material is disseminated through UN Associations, particularly in 
the United States and Canada. The growth in the United States of the National Citizens Com- 
mittee for United Nations Day (not directly related to the UN Association) makes heavy de- 
mands for literature and other assistance. An encouraging development is that UN Associa- 
tions are beginning to suggest the purchase of bulk supplies of WHO literature, posters and 
simple exhibits from this office for the occasion. 

Films. - The Bureau collaborated in the production of films by other organizations 
and in collaboration with the Bureau the UN Department of Information made three films for 
their “Screen Magazine.” They were concerned with rabies control along the Mexican bor- 
der; schistosomiasis control in Brazil; and “The Rural Nurse,?’ the story of a modern, well- 
trained public health nurse working in El Salvador. 

0 
I 

- 

. 

The WHO Headquarters supplied the Bureau with prints of the films, “Somewhere in 
India,” a dramatic story on malaria control in northern India, and “The Ancient Curse,” 
which shows the control of malaria in Thailand. The latter was made in collaboration with 
the US State Department and UNESCO. These two are in wide demand and scheduled to the 
limit. They have been used chiefly in the United States where they have been shown at con- 
ferences, in schools and other places. 
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VII EDUCATION AND TRAINING 

. 

Interest of the PASO in education received a strong impetus at the beginning of this 
four-year period through Resolution 14 of the XIII Pan American Sanitary Conference which, 
recognizing the need and importance of specific educational efforts, instructed the Bureau to 
encourage training of professional and auxiliary personnel for health activities and develop- 
ment of regional training centers for this purpose. This resolution was further reinforced 
by another of the Directing Council in 1952 listing preparation of personnel as one of the 
highest priorities of the work of the Organization. 

During the four-year period preparation of personnel has developed in two distinct 
phases. In the first of these, up to June 1952, major activity lay in the fellowship program, 
although certain specific training projects in fields of particular interest, such as nursing, 
were undertaken. The fellowship program was based largely on allocation of specified funds 
to countries, with choice of candidates resting largely on applicants available in a variety Of 
fields. 

In the second phase, beginning with June 1952, the --Division of Education and Training 
came into existence as a separate entity with its own personnel. Considerable expansion in 
field programs in education took place and distinct progress was made in coordinating efforts 
with other agencies. The fellowship program increased substantially in size and was re- 
directed toward closer correlation with the specific health needs and programs of the coun- 
tries. Assistance was given to countries through help to organized schools and courses and 
through efforts to develop the training potentialities of work experience. Aid has taken the 
form of supply of teaching personnel, provision of teaching materials, consultant services in 
such matters as curriculum, organization of seminars and conferences in specific fields, 
temporary assignment of international advisers while national faculty members are receiving 
special training elsewhere, and award of fellowships both for these purposes and to strengthen 
health services and field programs directly. 

While in the broadest sense all endeavors of the Organization have an educational ob- 
jective, certain projects have education and training as their chief focus. Whether through 
general advisory services or specific projects, the activities of the Bureau in the educational 
field may be considered under five major headings: (I) basic medical education; (2) educa- 
tion in public health administration and allied fields; (3) education in environmental sanita- 
tion; (4) veterinary public health education; (5) nursing education. The first of these is by 
definition, an exclusively professional field; the others involve training of auxiliary as well 
as professional personnel. In view of existing health needs and shortage of personnel in the 
Americas, there is clearly need both for a) training of large numbers of individuals who, 
with relatively less general educational background, may be prepared to carry out specific 
and limited tasks which make up the vast proportion of health work and b) the preparation 
of a small but competent group of professionals to carry out the more complicated functions, 
including supervision of the work of auxiliary personnel. The Bureau’s program has aimed 
at training the two groups and an attempt has been made to maintain an adequate proportion 
between them. 

Training of auxiliary workers is not easily identified as separate projects. Much of 
this activity has been undertaken as part of broader educational projects for professionals 
or as specific efforts in relation to general public health service programs for which train- 
ing of auxiliary personnel was a highly essential first step. 

(1) Medical education: From the beginning of the four-year period, many of the fellow- 
ships awarded were for professors in medical schools to improve their knowledge and teach- 
ing ability in order to strengthen basic education of the physician. With the expanded 
program, several more specific objectives have been undertaken. General advice has been 
given to all of the schools through distribution of publications and reports of international 
and regional conferences concerning improved curriculum planning and clarifying the role 
of preventive medicine throughout the entire period of medical studies. A specific project 
was undertaken in one school to establish teaching of preventive medicine as a major portion 
of the curriculum nd to elucidate methods of introducing the preventive approach in other 
subjects. 
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Compilation of basic information regarding medical schools in Latin America was be- 
gun in order to provide’s picture of needs and facilities. Visits by deans of medical schools 
to other institutions for systematic observance of teaching plans and exchange of ideas have 
been arranged. 

Finally, a major effort has been the establishment of the Medical Education Information 
Center (MEIC) to promote mutual exchange of information among several groups which have 
been or propose to be active in assisting medical education in’Latin America. The Center 
aims to avoid duplication of effort and promote disclosure of gaps which need to be filled. 
In this there has been action and interested participation by the following agencies: 

Foreign Operations Administration 
W. K. Kellogg Foundation 
Rockefeller Foundation 
Public Health Service, US Department of 

Health, Education and Welfare 
Institute of International Education 
Council on Medical Education, Associa- 

tion of American Medical Colleges 
Inter-American Foundation for Postgraduate 

Medical Education 
Unitarian Service Committee 
The World Medical Association 

(2) Public health administration and allied services constitute probably the main pres- 
ent focus of the Organization’s entire developing program. Individual fellowships have played 
a major role in preparation of personnel for these services and attention is directed to in- 
dividual annual reports detailing the variety of fields of study. A substantial number of 
workers have taken the full course leading to a master’s degree in public health. In the 
specialties both full year and short-term fellowships have been granted. 

Aid to organized schools has been undertaken systematically and directed chiefly at 
a) strengthening the teaching in three major schools of public health in Latin America through 
all of the means outlined in the introduction, and b) assistance to the North American schools 
by travel grants to faculty members to allow them to learn of health conditions in the coun- 
tries from which their students come. 

Chief example of development of a regional training center is the Inter-American 
Center of Biostatistics, a joint enterprise of the Government of Chile, the United Nations and 
the Bureau. After a period of preparation the Center has completed its first course, with 
great success. Use of INCAP for training in nutrition has progressed steadily. A regional 
center for training in tuberculosis has been slow in evolution. 

Short-term courses have been organized in insect control and mosquito eradication, in 
laboratory methods for the diagnosis of venereal disease and of brucellosis, in X-ray tech- 
niques, in the diagnosis of tuberculosis, in medical records of hospitals, and in health educa- 
tion. Seminars were held in varied fields of importance to public health, notably reporting 
of communicable disease, mental health, alcoholism, nutrition, and health education. 

(3) In the field of environmental sanitation, a major project has been directed at im- 
proving the facilities for training sanitary engineers and sanitary inspectors in Latin America 
through assistance to the three organized schools of public health receiving international 
students. Seminars on the general subject of sanitary engineering and specific training 
courses for waterworks operators have been held. 

(4) In the field of veterinary public health education, only a small beginning has been 
made in regard to schools of veterinary medicine. This has been in individual countries 
through the efforts of the veterinary consultants in the Zone Offi es. A more direct regional 
program has been organized on a large scale in connection with f he Aftosa Center in Rio, for 
continent-wide training in the problem of control of this major disease. By the end of 1953 
the first two courses had been completed and three more courses are planned for 1954. 

(5) In the field of nursing, the Bureau has sought to establish certain fundamental 
standards in line with the recommendations of the Expert Committee on Nursing and with 

.* 
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the prevailing socio-economic conditions in the various countries in Latin America. The 
most important of these standards are: 

1) that the graduate nurse is one who has received a three-year nursing education 
program based on at least three years of secondary schooling or, wherever the 
country’s social and economic conditions permit, on complete secondary schooling 
(bachillerato); 

2) that an “auxiliary” is one who has had at least a six-month course in general 
nursing given to young women who have completed primary schooling (for work 
in certain special fields, such as psychiatric nursing, for instance, further 
training of approximately three months should be given); 

3) that the way should be left open for individuals in the auxiliary nursing group to 
advance in their career if each one will complete her secondary education and en- 
roll in a school of nursing; 

4) that in so far as possible the women who are now recognized as graduate nurses by 
their own governments should be given opportunities to complement lacks in their 
nursing education through short-term courses in their own countries or through 
fellowships for study abroad, preferably in a center for postgraduate nursing edu- 
cation to be conducted in Spanish. 

In addition to consultation given by the nursing educational advisers on the Washington 
and Zone Office staffs, the Bureau’s activities in nursing education include specific projects 
which cover basic and post-basic education as well as the training of auxiliary personnel. 
Assistance has been given to two national schools of nursing in strengthening and broadening 
the curriculum content to include the teaching of social and health aspects of nursing, and in 
essence to establish the nursing schools on a truly professional basis. Thus at one time 
professional nurses are being prepared for both institutional and public health activities. 
For the graduate nurse, post-basic education to round out her preparation and fill any exist- 
ing gaps has taken the form of special six-month courses for nursing instructors and super- 
visors and of workshops or conferences where problems encountered by graduate nurses 
from many countries in Latin America have been discussed and possible solutions sought. 

Since the most frequently discussed problem has been the shortage of nursing per- 
sonnel, an organized effort was made in one country to attempt a solution through the train- 
ing of an auxiliary group, as a pilot project. Interrelationship of professional and auxiliary 
training is well illustrated in this project, that for assistance to the School of Nursing in 
Costa Rica, and because of the general implications of this interrelationship the project is 
described in greater detail. 

First steps involved a survey of the situation, the dispatch of international consultants 
for curriculum planning, preparation of national instructors through a fellowship program, 
purchase of equipment, remodelling of the school building and establishing the course for 
professional nurses. Once this was under way and future instructors and supervisors seemed 
assured, it was possible to turn to the question of the training of auxiliaries. Under the di- 
rection of a special consultant in this field, but with the collaboration of the senior consultant 
to the school of nursing, a program for training auxiliary personnel was set up in the main 
hospital in the country. A small number of graduate nurses from different hospitals were 
selected as faculty but were prepared especially through a preliminary period of approxi- 
mately two months during which the curriculum to be taught was drawn up, the classroom 
was set up and wards to be used for clinical experience were organized. When the first 
course was started the graduate nurses gained practical experience in teaching through 
training a total of approximately forty “auxiliaries.” 

An important side effect of planning the training of these “auxiliaries” in collaboration 
with a professional school of nursing is that the school itself will receive greater recognition 
and its ability to recruit adequately prepared young women will be enhanced. In Costa Rica, 
third year students of the school of nursing practice teaching of general nursing by giving 
certain classes to the student “auxiliaries.” The prestige associated with the “teacher” 
holds over in the ward situation and the “auxiliaries” in service look up to the graduates of 
the professional school. Raving been pupils of the latter they recognize the greater knowl- 
edge and skill of the fully trained nurses and accept their guidance and supervision. As this 
attitude has spread and been talked about, especially in the small towns and even in the capi- 
tal of the country, a distinction between the careers of professionals and subprofessionals, 
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heretofore not clearly drawn, has become better understood by the general public. An index 
of this has been the observation that parents formerly opposed to having their daughters go 
into nursing are now beginning to give their permission willingly. 

At the end of the first course for “auxiliaries,* plans were made for a second course 
in the same hospital and for organizing another training center in the provinces. Instructors 
of the original group headed the new courses and four more graduate nurses, two in each of 
the centers, have begun the same process of preparation as instructors. Later they too will 
be sent to other hospitals in the provinces to repeat the procedure. A chain of courses for 
auxiliary nursing personnel has thus been set up which eventually will reach all the govern- 
ment hospitals of the country. As the training course is established in each hospital it re- 
cruits local young women with at least primary school education for its auxiliary nursing 
staff and trains a few of the existing staff. At least one course a year is planned for the 
future in each hospital in order to keep it supplied with the necessary auxiliary nursing 
personnel. 

Provision for adequate supervision of these courses and of the Uauxiliaries” once they 
are employed has been undertaken by the Hospital Division of the Ministry of Public Health 
which has ruled that no one may be employed for nursing duties in any government hospital 
without having taken at least this course. Thus one may expect that all personnel engaged in 
nursing activities in the hospitals of Costa Rica will have had at least six months’ organized 
training. 

As may be seen from a study of Appendix IX, the number of fellowships has 
increased substantially both in respect to awards in the Americas and fellows coming to the 
Hemisphere from other regions for whom programs have been planned and managed by the 
Bureau. With increase in size has come multiplication of ever present problems in proper 
selection of fellows qualified and ready to receive training, placement of these fellows in 
most appropriate institutions, efficient management of details of travel and living allowances, 
periodic visits to fellows and correspondence with them in order to be certain that best re- 
sults are obtained both during and subsequent to the fellowship. 

Major progress has been made in decentralizing to the Zone Offices responsibilities 
for seeking best candidates and evaluating the qualifications of those who do apply. Improve- 
ment in quality and adaptability of candidates has been noticed and less difficulty has been 
encountered in ability of fellows to use the language of the country of study. Much room for 
improvement, however, still exists in both regards. Zone Offices are also participating much 
more actively in supervision of fellows studying in Latin America and in subsequent follow-up 
in their home countries. Insufficient time has elapsed for a full scale study of the effective- 
ness of the fellowships of the Bureau as a training instrument but such a study needs to be 
undertaken in the near future. 

Progress in educational activities has certainly not been even, an inevitable accom- 
paniment of so large a task and one embracing so many fields. Advances and failures have 
been recorded and the program of education has felt the force of economic uncertainties and 
unexpected program revisions as have other parts of the Bureau’s activities. Stimulation of 
interest by governments has had the not unexpected effect of producing more requests for 
assistance than could properly be met, but has also had the beneficial effect of improving 
long-range planning. 
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VIII PUBLIC HEALTH ADMINISTRATION 

A basic objective of the Bureau’s work is the strengthening and development of the 
national health services. While many of the special activities of the Bureau have been pro- 
moting those goals the need has been felt for the placing of a greater emphasis on assistance 
in over-all planning and administration. This is exemplified by a group of projects developed 
since 1950 with the Governments of Bolivia, El Salvador, the Dominican Republic, Paraguay 
and Peru, which are concerned with the establishment of model, integrated health services. 

Organization of Health Services 

Teams of health officers, nurses and other experts have been assigned to these proj- 
ects, fellowships have been awarded and a limited quantity of supplies furnished. These 
demonstrations are designed to assist in developing administrative machinery during three 
to five year periods, through which national personnel can demonstrate the benefits conferred 
by an efficient health department staff engaged in full-time work. By the application of sound 
principles of modern public health practices it is believed the general public and both local 
and national authorities can be encouraged not only to support but also to extend similar 
services upon the withdrawal of the international personnel. 

Initial success has been achieved and local inhabitants soon have become increasingly 
aware of the value of health programs. The usual procedure has been to start with a survey, 
followed by an effort to obtain active community participation in the solution of urgent sani- 
tary problems. Thousands of vaccinations have been given and diverse health education ac- 
tivities directed at both individuals and groups, adults and children. Taking place largely in 
rural and semi-rural areas, new and better opportunities for healthy living, especially for 
mothers and infants, were created. A feature of the health centers has been the facilities 
offered for in-service and field training for both professional and auxiliary health workers. 
Sometimes these people have come to the centers from distant parts of their countries. 

Less progress can be reported in the creation by governments of suitable, adequately 
paid full-time positions for career health workers, so essential in the long-range process of 
strengthening health services. Consequently, the international staff have been at times forced 
to exceed their advisory duties and take over functions, such as day-to-day operations, which 
are the primary responsibility of the national counterparts. Although some countries have 
made notable progress in the establishment of positions which attract well-qualified health 
wo,rkers, in others a regrettably large proportion of trainees, upon completion of their 
studies, fail to find adequate opportunities to use their specialized training in health admin- 
istration. When students, trained in internationally-assisted projects, are unable to find 
suitable positions, the justification for these projects is greatly lessened. Experience has 
shown that in preparing regional training plans greater attention must be given in the future 
to the guaranty of adequate employment for the students who are to be trained. 

A growing tendency throughout the Americas towards comprehensive local and national 
health programs has been noted in recent years. After the final phases of national campaigns 
for the eradication of insect-borne diseases and for the control of the most important com- 
municable diseases, health administrations should be free to concentrate their attention on 
the sound development of general community health programs. 

Public Health Legislation 

Most public health work is carried out with authority conferred by legislation. As 
public health programs change, so there must be changes from time to time in the relevant 
statutes. The Bureau has not been called upon to give very much assistance in this impor- 
tant subject but in 1953 the Government of the Dominican Republic requested the services of 
a consultant to assist in the preparation of a sanitary code. It is expected that this work will 
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be completed in 1954. Through the Zone Offices, material concerned with food control 
regulations was supplied to the authorities of Cuba, Haiti, Jamaica and Mexico. 

Community Organization 

As stated above, community support is one of the important requirements for success 
in health demonstrations. It is, therefore, worth while reporting an instance of what can be 
achieved with the active assistance of the local community. In May 1952 sanitary inspectors, 
trained in the Canton Loma de Ramas in El Salvador, commenced a survey of the towns in 
that area in order to determine the priority of health problems. Deficient water supplies had 
always been one of the serious defects. The inspectors found that the townspeople were will- 
ing and eager to assist in solving this problem by providing both labor and material. Be- 
cause of their economic circumstances, they could contribute little of the latter and the nec- 
essary pipes and other materials were provided from project funds on condition that the 
labor would be supplied by the community. When the supplies arrived, all of the people who 
would benefit from the water supply carried the pipes to a spring. in the hills and to appro- 
priate places along the pipe route. The project personnel gave advice regarding the protec- 
tion of the spring and the actual installation of the pipes. The inhabitants devoted an entire 
day to the work, at the end of which a piped supply of water came into the center of the town 
and a further extension supplied a smaller town down the valley. Previously both these towns 
had been highly insanitary but with the provision of safe water one of the basic defects was 
corrected. The story continued. People in an adjoining municipality wanted a similar supply 
and within six months that also was arranged. There are now plans to continue the work in 
other towns of the area. During the course of this work, the project personnel learned how 
to work with the people and the people learned how they themselves were able to assist health 
centers in promoting community welfare. 

Health Education of the Public 

Projects in health education were developed in Bolivia, Haiti and Mexico. In Mexico, 
a highly successful seminar was held in 1953, a follow-up and evaluation of which is planned 
for 1955. Among the many other agencies and organizations which participated in the semi- 
nar was the Regional Center of Fundamental Education for Latin America (CREFAL). 

Some interesting cultural anthropological studies were made in Panama and in several 
Central American countries. Reports on those in Panama and Nicaragua are nearly com- 
pleted while those concerning Guatemala, El Salvador and Honduras are in the course of 
preparation. There has been a very considerablsdemand for the reports on the work car- 
ried out in the Ica Valley of Peru, where anthropological assistance was given to the Gov- 
ernment by both the Rockefeller Foundation and the Bureau. A great deal of very useful 
information immediately applicable to health education methods was gathered and published 
reports include: “Child Feeding and Food Ideology in a Peruvian Village,” “Pregnancy, 
Childbirth and Midwifery in the Valley of Ica, Peru” and “Report on an Anthropological Sur- 
vey of Typhus Control Campaign in Southern Peru.” 

Maternal and Child Health 

Programs in maternal and child health (MCH) have continued to receive high priority 
and in many countries, with the aid of UNICEF, there has been continuous development and 
expansion of projects in this field. Both the governments and UNICEF, as well as the Bu- 
reau, have been interested in using MCH projects as a basis and starting point for the 
development of integrated health services, especially in rural areas. The universal appeal 
of maternal and child welfare has served this end. 

In Bolivia, Brazil, Chile and El Salvador there are projects for which supplies and 
equipment have been furnished by UNICEF, with technical advice from Zone and Washington 
Office personnel, while in Colombia, Ecuador, Paraguay and Peru, international advisers 
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have been assigned to other projects which have received supplies from UNICEF. In the 
Colombia program, emphasis was given to the training of nurse-midwives, while the projects 
in Paraguay and Peru were integrated programs which included all aspects of generalized 
rural health services. In the “Health Demonstration Area” type of program, seen in El 
Salvador, Panama and Peru, MCH activities were included among the services provided. 
Plans are being made for the extension of the Colombian program with particular emphasis 
on generalized rural health service. In Chile, a program for the care of premature babies 
is in the planning stage. The importance of environmental sanitation to maternal and child 
health has been recognized and extension of existing MCH projects will no doubt reflect this 
recognition. Similarly, the important place of health education and nutrition in MCH work is 
now more widely appreciated and, as in the case of environmental sanitation, more attention 
will probably be paid to these subjects in future MCH programs. 

Mental Health 

As stated in the 1953 Annual Report, the Bureau has not yet been requested to under- 
take many activities concerned primarily with mental health. In 1952 a specialist in alco- 
holism visited Latin America and arrangements were made for participation by physicians 
from Latin America in (1) a special alcoholism course at Yale University and in (2) a men- 
tal health seminar at Chichester, England. 

In 1952, a WHO mental hygiene physician visited a number of countries in the Americas, 
furnishing advice on the orientation and development of mental health programs in relation 
to national health services. In this way, interest in mental health programs was stimulated 
and subsequently a seminar on mental health was planned for 1955. To assist in making 
arrangements for the seminar, a short-term consultant was also engaged in 1953. 

A seminar on mental health (alcoholism), held in Buenos Aires in 1953, was attended 
by doctors, nurses and social workers from five countries. The principal aim of the seminar 
was to stimulate interest among health workers in developing programs for the treatment and 
prevention of alcoholism. Later, programs and studies were initiated in several countries, 
as for example Argentina and Chile. 

Nutrition 

Administrative aspects of the Institute of Nutrition for Central America and Panama 
(INCAP) were mentioned in Section IV. The technical work of the Institute has been con- 
cerned chiefly with the study of the dietary habits and nutritional deficiencies of the area. 
In cooperation with Departments of Agriculture and the Inter-American Institute of Agricul- 
tural Sciences (HAS), the need for scarce and costly animal protein has been successfully 
met with the finding of effective vegetable proteins. Corn, beans, wheat and other basic crops 
have been included in the studies and palatable soya milk powder mixtures acceptable to 
children have been used. In the solution of existing nutritional problems, the role of health 
education has become increasingly important: The study of endemic goiter has resulted in 
the development of a simple and inexpensive process for the iodization of salt. 

The National Institute of Nutrition in Ecuador, which was founded in 1950, continues to 
receive assistance from the Bureau in the form of personnel, supplies and fellowships. 

The Bureau sent a short-term nutrition consultant to Brazil in 1953. 
The papers on the scientific work of INCAP have been presented at several important 

conferences on nutrition in Europe and in the Americas. At the VII Meeting of the Directing 
Council in 1953, discussions covered: “Nutrition Problems of Endemic Goiter and Kwashior- 
kor in Children,” u Methods for the Study of Nutrition Problems of a Country” and “Nutrition 
in Public Health Programs .” 

Health Statistics 

: 

Important developments in the standardization and improvement of health statistics in 
the Americas have occurred during the last four years. Improved basic data on health are 
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essential to local, national and international health program planning. Progress made will 
be reported under three headings. 

. 

Health Statistics in General 

One of the principal activities of the Bureau has been to assist governments in training 
the personnel required for directing programs for the collection, analysis, and use of health 
data. 

The Inter-American Seminar for Biostatistics, held in the School of Public Health at 
Santiago, Chile in 1950, was the first important statistics activity of the Bureau during the 
four-year period. The Bureau was but one of the agencies participating; the Government of 
Chile, the UN, the Inter-American Statistical Institute and the National Office of Vital Statis- 
tics of the USPHS all assisted. The course was attended by 49 students from 14 countries. 

The second major undertaking in the training of statisticians was the development of a 
permanent training center in Chile. This center, known as the Inter-American Center of 
Biostatistics, was established under an agreement between the Government, the UN and the 
Bureau (for WHO) in August 1952. Teaching in the Center is in Spanish and the first class 
completed its six months of academic studies and three months of practical field work in 
November 1953. Thirty-one students from 15 countries attended the course. 

Progress in the training of statisticians has not been confined to Bureau activities only. 
Courses are being given in various American countries, as for example, that conducted in 
Peru. The Bureau is encouraging development of training facilities in several other coun- 
tries, and it is thought that personnel trained in the Seminar or in the Center in Chile will 
provide an impetus to national training programs. 

WHO Regulations No. 1, concerning the nomenclature of diseases and causes of death 
adopted by the World Health Assembly in 1948, contained important provisions for the de- 
velopment of comparable mortality statistics. A form of medical certificate and the “Manual 
of the International Statistical Classification of Diseases, Injuries and Causes of Death” were 
recommended for world-wide use. During the last four years great progress has been made 
in the revision of death certificates so that they will conform with the recommendations. 
The Bureau has assisted by distributing the Spanish edition of the “Manual.“* The Govern- 
ment of Brazil translated it into Portuguese and it is now in use in that country. To facilitate 
the adoption of the “Manual,” several countries released supplementary instructions for use 
by physicians. Also a Spanish edition of the report, “Medical Certification of Cause of Death,” 
Supplement No. 3 of the WHO Bulletin, was released by the Bureau as No. 3 of Scientific 
Publications entitled “Certification Me’dica de Causa de Defuncibn.” 

In 1953 the Bureau published in Spanish the Report of the Third Meeting of the WHO 
Expert Committee on Health Statistics. 

At the London Conference of National Committees on Vital and Health Statistics in 
October 1953 progress for the Americas could be reported on the establishing of national 
committees on vital and health statistics as had been especially recommended by the Inter- 
national Conference for the Sixth Decennial Revision of the International List of Diseases 
and Causes of Death and later endorsed by the First World Health Assembly. Committees 
had been established in Bolivia, Brazil, Canada, Chile, Colombia, Costa Rica, Guatemala, 
Haiti, Mexico, Panama, Paraguay, Peru, the United States, Uruguay and Venezuela. The Bu- 
reau encouraged the formation of these national committees. The report of the Conference 
of National Committees is being published in English and Spanish in the Bureau’s quarterly 
publication “Health Statistics,” as a useful document for national committee members. 

Notifiable Disease Statistics 

In order to improve the deficient reporting on communicable diseases in the Americas, 
the Bureau was able to render assistance in several ways. At the Bureau Seminar on 

*The precise title in Spanish is “Manual de la ClasificaciAn Estadistica International 
de Enfermedades, Traumatismos y Causas de Defuncidn.ll 
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Reporting of Communicable Diseases held in Chile at the end of 1953, 29 representatives 
from South American countries worked together in developing basic reporting procedures. 
Their recommendations are being published by the Bureau under the title “Basic Procedures 
for the Reporting of Communicable Diseases.” Chapters in this report cover subjects such 
as local systems of reporting, national systems of reporting, the analysis and release of 
data and methods of improving reporting. Four thousand copies of the report in Spanish and 
another 1,000 in English are being prepared for distribution. 

The “Guide for the Reporting of Quarantinable and Other Communicable Diseases in 
the Americas,” written in the Bureau Headquarters and published in 1953, has been fre- 
quently used by the Bureau staff for discussion purposes in statistical courses and during 
visits by Bureau staff to various countries. It is serving to improve the understanding of 
both the methods and the value of reporting. The Bureau prepared a new form for weekly 
reports of quarantinable diseases and a simplified form was developed for monthly reports 
of all communicable diseases in order to facilitate the work of the Bureau in collecting and 
distributing the information. 

In accordance with the procedures described in the WHO Regulations No. 2 the Bureau 
receives cabled advice regarding quarantinable diseases. The Bureau forwards this infor- 
mation to Geneva and also publishes it in the “Weekly Epidemiological Report.” This “Re- 
port” contains data regarding other communicable diseases such as poliomyelitis and in- 
fluenza, and also information concerning application of the Regulations. The monthly data 
on notifiable diseases appear in the quarterly publication “Health Statistics.” 

Other Statistical Services of the Bureau 

A statistical consultant is assisting the new Subdepartment of Biostatistics in the Na- 
tional Health Service of Chile; a special emphasis in his work is being given to the develop- 
ment of hospital statistics. To facilitate the evaluation of the Aedes aegypti eradication 
program, monthly and quarterly reports are received routinely and summarized for publi- 
cation. A summary of the work in the Hemisphere is published each month in the Bureau’s 
Bulletin. The Bureau also serves as a distributing agency for venereal disease contact 
reports. In cooperation with the USPHS, a system is being developed whereby contact re- 
ports will go directly from clinics to the health agencies responsible for subsequent 
investigations. 

Public Health Nursing 

The important relationship between public health nursing and integrated health pro- 
grams has been emphasized by the Bureau. Public health nurses have participated from the 
early planning stage in many projects. In 1950, Bureau staff nurses assisted the national 
health services of Guatemala and Peru in the analysis of nursing needs and in planning the 
development of improved public health nursing services. Progress has been noted in a 
number of countries where national nurses are now assuming the responsibility for planning 
nursing activities in health departments. 

In Ecuador the Bureau has assisted the health authorities in the nursing aspects of the 
maternal and child health services. In the integrated health services in which the Bureau 
participates in rural areas of El Salvador, Panama, Paraguay and Peru, public health nurses 
played an important part in the development of the programs. Five nurses assigned to Zone 
Offices have been continuing their work with national health authorities for the improvement 
of nursing aspects of health services throughout Latin America. In the Washington Office, 
a public health nurse has been undertaking similar work in regard to the Bureau Head- 
quarters’ responsibilities for health programs. 

Throughout the Americas attention has been focused on the education of nursing staff 
by means of fellowships, training courses and continuous in-service education. Because of 
the shortage of professional public health nurses, auxiliary personnel are being prepared to 
carry out a range of responsibilities within the limitations of their qualifications. Much 

. emphasis has been given to the development of team relationships among members of the 
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nursing groups and with related professional personnel. Considerable attention has also 
been given to the establishment of sound administrative and supervisory procedures in pub- 
lic health nursing programs in order to insure their continuity as well as safe and improved 
services to the public. 

By the end of 1953, public health nurses had been participating in the following 
programs: 

Maternal and Child Health 
Colombia 
Paraguay 
Peru 

Tuberculosis Control 
Ecuador 
E 1 Salvador 
Paraguay 

Health Education 
Haiti 

Care of Poliomyelitis 
Honduras 

Public Health Nursing 
Costa Rica 

Venereal Disease Control 
Ecuador 
Paraguay 

Veterinary Public Health 

By the appointment of a consultant in 1949, the Bureau introduced veterinary public 
health as an international activity. The approach to this field is similar to that of the Bu- 
reau’s general program, namely (1) to promote national programs for the prevention of 
human infection with animal diseases, and (2) to coordinate the international aspects of such 
programs. 

Veterinary health officers at the end of 1953 were located in the Washington, Mexico 
City, Lima and Buenos Aires Offices. 

The veterinary public health program of the Bureau has been designed to integrate the 
knowledge and abilities of veterinary medicine at all levels of public health services by: 

1. Assisting in the prevention, control and eradication of animal diseases transmis- 
sible to man, as well as to prevent the dissemination of human disease by insani- 
tary, unwholesome and contaminated foods of animal origin. 

2. Providing advisory and demonstration services in veterinary public health to gov- 
ernments, and to coordinate veterinary public health programs of neighboring 
countries. 

3. Assisting in the improvement of veterinary medical education and encouraging 
training in veterinary public health. 

4. Stimulating and coordinating research on special veterinary public health problems 
having international implications. 

5. Functioning as a center for information relevant to the incidence, prevalence and 
control of animal diseases transmissible to man, and to evaluate, process, publish 
and disseminate such information. 

Major action has been concerned with the problems of brucellosis, hydatidosis and 
rabies for which more detailed descriptions will be found in Section IX. Not classified as 
projects, yet demanding considerable time and attention have been many of the other ZOO- 
noses. Assistance has been given in the establishment of reliable diagnostic procedures, 
effective control programs, the testing of vaccines and the provision of technical information. 
Much of the work has been concerned with advice regarding the creation of permanent public 
health services at various levels and suited to the needs of each country. Advances have 
been slow, and purposely so, as new activities are assimilated better and are more likely to 
prove successful if they are developed in response to experienced needs rather than made on 
theoretical grounds. 

As adequately trained staff is vital to the development of sound and reliable services, 
much of the Bureau’s work has been concerned with the postgraduate training of veterinarians, 
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the conduct of training seminars on specific problems and techniques and the encouragement 
of changes and improvements of teaching curricula. Every countryphas received advice and 
assistance in regard to the universal problem of food handling. Surveys of current problems, 
advice on improvements in slaughterhouse operations, meat examination and handling, the 
production, handling and testing of milk, and the development of control programs have 
helped to improve the wholesomeness of many foods, especially those of animal origin. Re- 
ceipt of advice from a single source, such as the Bureau, has probably been useful in making 
the standards and techniques more uniform throughout the Americas. 

Other work has been concerned with national public health laboratories, their diagnos- 
tic activities, the production of vaccines and the maintenance of healthy and adequate labora- 
tory animal colonies. With the reorganization and expansion of health divisions and local 
health services in so many countries, there has been a demand for more public health per- 
sonnel of all categories, including those of veterinary public health. The Bureau has 
endeavored to assist governments in meeting this need. 

Not technically within the field of zoonosis but an important item of work of the Bureau 
is the operation of the Aftosa Center, described in Section IX, located near Rio de Janeiro. 
This Center, which has been in operation since March 1951, provides to the participating 
countries a vital service in the training of personnel in the prevention and control of this 
dreaded disease. 

Public Health Engineering 

The Bureau’s public health engineering work is concerned with municipal and rural 
sanitation, housing and town planning, insect, rodent and other vector control, food sanitation, 
and environmental phases of occupational health. The expansion of activities during the past 
four years is illustrated by the increase in the number of engineers on the staff and in the 
number of specific projects concerned with environmental sanitation. By the end of 1953 the 
number of engineers employed by the Bureau in the various Offices and projects totalled 
eleven while in 1950 only one was on the staff. In addition there were the following numbers 
of specialized persons dealing with insect control problems: 

Year 

1950 

1951 

1952 

1953 

Total 
Maximum 

14 

15 

20 

23 

TABLE 4 

Insect Control Personnel 

Medical Specialists 
Minimum - Maximum 

1- 5 

5- 6 

5 - 10 

9 - 11 

Insect Control Sanitarians 
Minimum - Maximum 

4- 9 

8- 9 

7 - 10 

9 - 12 

Arrangements have been made for an engineer to serve the Offices of Zones V and VI 
in 1954. Additional engineers will be needed to staff new projects dealing with environmental 
sanitation problems. 

The Bureau carried on many activities of a direct service type, including surveys of 
general sanitation problems, assistance to governments in assessing their needs and facili- 
ties and in planning national and local programs, studies and recommendations on specific 
sanitation problems, such as the water supply of Asuncibn, Paraguay, and service on national 
and local commissions to study sanitation problems, for example garbage and waste disposal 
in Lima, Peru. 
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Information was c ollected or distributed at the request of governments concerning 
many aspects of environmental sanitation, including fluoridation of water, water purification, 
sewage treatment, standards of quality of canned foods, crematoria legislation, insecticides, 
equipment for spraying insecticides, pest control and methyl alcohol in distilled wine products. 

A number of projects were in specific sanitation fields other than insect control. These 
were concerned with municipal water supply and purification; municipal garbage disposal; 
training of sanitary engineers, sanitarians and water works operators, sanitary engineering 
seminars; and rural sanitation. In addition, a number of other projects of a broader scope 
were operating. They included activities related to the subjects just enumerated or to other 
aspects of sanitation, such as municipal and rural sewage and excreta disposal, rural water 
supply, and food sanitation. Projects planned and undertaken more recently are mostly of 
the integrated type, involving a coordinated attack on the major health problems, including 
those of environmental sanitation. 

Two seminars for sanitary engineers in Central America and Panama were held, and 
similar seminars are planned for other areas. These provide an opportunity for the exchange 
of valuable experiences in technical and administrative aspects of sanitary engineering and 
stimulate better planning and the application of improved techniques. 

A course of training was held for water works operators in Central America and 
Panama. Following the period of group instruction and demonstration, the consultants visited 
the various countries and made practical recommendations for the improvement of operating 
techniques. A second course of this type is planned for 1954.-In 1952 a conference of the 
Professors of Sanitary Engineering from Santiago de Chile, Sao Paulo and Mexico City was 
arranged in order to consider ways of improving opportunities and facilities for the training 
of professional and non-professional environmental sanitation personnel in Latin American 
training centers. Agreement was reached both as to the objectives and the immediate steps 
to be taken. 

In 1953 th? Engineer Consultant instructed the students at the Inter-American Housing 
Center in Bogota, Colombia in the sanitary engineering aspects of housing. Members of the 
staff of the Bureau participated in meetings of several inter-American organizations con- 
cerned with housing. 

. . 
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IX COMMUNICABLE DISEASE CONTROL 

Eradication 

The present trend in the attack on communicable diseases is towards eradication rather 
than simple control. Eradication has in the past been achieved in small areas by well 
proven methods, such as vaccination against smallpox. Prominence has recently been given 
to eradication by nation-wide Aedes aegypti work and the more spectacular elimination of 
Anopheles gambiae from northern Brazil. There is no single method which must be adopted 
in attacking a disease, but any part of its cycle may at one time or another be most vulner- 
able. Malaria can be controlled by attacking the mosquito vector in one of several ways or 
by attacking the parasite through chemotherapy. 

A communicable disease can be eliminated as a hazard to man even though it continues 
in animal reservoirs. Aedes aegypti eradication stops urban yellow fever in spite of con- 
tinuance of the virus inwngle. Anti-rat campaigns accompanied by insecticide dusting 
of runways similarly affects plague. Although both infections are still present in the 
Americas, human cases of both plague and yellow fever have occurred in recent years only 
in connection with rural epizootics. 

Eradication of all metaxenic diseases does not depend solely upon vector elimination. 
Although some anophelines are so vulnerable that they can be readily eliminated by anti- 
mosquito operations, the ecology of others makes their eradication with known methods very 
difficult. But all anophelines do not enter houses and so are not dangerous. DDT on the 
walls kills those that do enter and thus stops malaria transmission and in a few years the 
infection dies out and eradication is achieved. 

As the economy of eradication became apparent, attitudes changed. The elimination of 
A&des aegypti from cities demonstrated that, after the mosquito was gone, one watchful team 
could protect an area formerly requiring the attention of many. 

New weapons simplified methods and reduced costs of controlling a number of diseases 
and the feasibility of eradication was more easily recognized. The low price of penicillin 
and the efficacy of a single injection in terminating the infectiousness of yaws converted this 
therapeutic agent into an effective public health tool in the control of the treponematoses and 
led to inauguration of the yaws eradication campaigns. 

The development of DDT and other residual spray imagocides has had a comparable 
effect on a number of insect-borne diseases. Sprayed on the walls inside dwellings, this new 
insecticide is not only effective against the malaria mosquito but also against other house- 
frequenting insects which transmit such diseases as filariasis, Chagas disease and typhus. 

A ready supply of heat resistant dry smallpox vaccine has made possible mass vacci- 
nation campaigns in the tropics where refrigeration of glycerinated lymph is difficult. More 
potent typhus vaccine, now in the developmental state, bids fair to simplify anti-typhus cam- 
paigns for, though DDT dusted on the body and clothes quickly stops typhus epidemics, the 
dusting must be repeated every six months in order to eradicate the disease from endemic 
areas. 

Campaigns against communicable disease should be carried through to eradication as 
an economy measure if for no other reason. When the incidence of a disease has been re- 
duced to virtual insignificance yet remains smoldering in a community, costs do not cease as 
control work must continue as a guard against the constant hazard of recrudescence. When 
country-wide eradication is achieved, the only costs are those required for the maintenance 
of protective zones as buffers against infected neighbors, and for surveillance teams to dis- 
cover and extirpate any reintroduction of the disease. Continental eradication will still 
further reduce costs as protective zones will no longer be necessary. Finally, surveillance 
teams may be discontinued upon achievement of global eradication. 

. 

Quarantine Regulations 

An important international advance in quarantine administration was the adoption by 
the IV World Health Assembly of the “International Sanitary Regulations” (WHO Regulations 
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No. 2). They came into force on 1 October 1952, superseding all earlier International Sani- 
tary Conventions and thereby largely doing away with the confusion resulting from adherence 
by governments to only some of the earlier Conventions. Of the ‘70 States party to one or 
more of the last five International Sanitary Conventions prepared before 1952, 35 States had 
accepted the earliest maritime agreement but only 20 the latest. Similarly, 26 countries 
adhered to the first aerial convention, but only 18 to the second. 

The Constitution of WHO had been framed in such a way that regulations adopted by 
the Assembly would automatically become binding on all Members unless reservations or 
rejections were made. As a consequence of this improved machinery, apart from the inac- 
tive Members of the Organization, only five of the ‘70 countries referred to above are not 
bound by the new Regulations. Of the 21 American Republics, all except Colombia, which is 
not a member of WHO, and Chile (legislation pending) are bound by the Regulations. 

The new Regulations take into account recent scientific knowledge and practice and are 
a big advance over the Conventions which were replaced. At the VI Meeting of the Directing 
Council held in Havana in 1952, the Pan American Sanitary Code, 1924, was amended so as to 
delete those articles relating to international quarantine which were inconsistent with the 
provisions of the WHO Regulations. This amendment to the Code is known as the “Additional 
Protocol to the Pan American Sanitary Code (1952).” 

The new Regulations were not only concerned with the five traditional quarantinable 
diseases, cholera, plague, smallpox, typhus and yellow fever, but also with relapsing fever, 
the epidemiology of which is in certain respects similar to that of louse-borne typhus. The 
Regulations contained models of vaccination certificates, prescribed the conditions under 
which vaccinations could be called for, and did away with health certificates. To assist 
States in implementing the Regulations, a Spanish edition of the Regulations was issued as 
Scientific Publication No. 2 of the Bureau. Copies of this have also been used in schools of 
public health for study purposes. 

By the new Regulations, the international reporting of the quarantinable diseases to 
WHO was continued. The Washington Office is responsible for one of the epidemiological 
publications, “The Weekly Epidemiological Report.s 

Quarantinable Diseases 

Yellow Fever 

Yellow fever has ceased to be a scourge in the cities of the Americas since the dis- 
covery of the urban vector and effective means for its control and eradication. However, 
when the epidemiology of the disease became better known, health authorities awoke to the 
important continuing threat to individuals who work in the forest and to the populations ad- 
jacent to forest areas where susceptible animals and various species of vectors abound. 
These dangerous forest areas extend in a transcontinental belt from southern Mexico to 
northern Argentina. 

In spite of recent advances in knowledge, there are ma& questions which remain un- 
answered. Invasions from the jungle areas cannot be foretold and can be devastating. 
Certain primates are overtly susceptible to infection and marsupials seem to be a factor in 
maintaining yellow fever in certain areas. It has been proved that certain species of jungle 
mosquitoes, especially those belonging to the genus Haemagogus, because of their density, 
infectability and flight range, play an important role in transmission. 

The enzootic area where the virus is maintained permanently in wild animals and 
where man also can become infected comprises a vast area in this continent. In the area 
are the Amazon and the Plate River basins, some of the forests of which are contiguous at 
the river sources, thus forming a continuity of forests with the two huge hydrographic sys- 
tems. Periodic excursions of the yellow fever virus occur in these forests. Under favorable 
conditions yellow fever breaks out in waves which spread extensively, as that for example 
which was observed from 1934 to 1940 in the Brazilian states of Mato Grosso, Goiaz, ,750 
Paulo, Minas Gerais, Parana, Santa Catarina, Rio Grande do Sul, Rio de Janeiro, in Para- 
guay, and in the Province of Misiones, Argentina. In 1950, another outbreak, more rapid and 
violent, appeared first in the north and central part of Mato Gross0 and in Southern Bolivia 
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and penetrated in 1951 the State of Goiaz. Then it spread into the southeastern section of 
Mato Gross0 and the Paraguayan frontier (Bela Vista), and on to the northwest part of the 
States of Sao Paulo and Minas Gerais. It reached the north and central parts of Parana in 
1952 and the epizootic finally died out early in 1953. In the northern part of South America 
the disease occurs in Peru, Ecuador, Venezuela and Colombia, extends through Panama into 
the Central American countries of Costa Rica and Nicaragua, finally reaching the border of 
Honduras. 

The location of jungle yellow fever is indicated by the numbers of reported cases for 
the eight years, 1946 to 1953, as contained in Table 5. Usually in the past, only cases con- 
firmed by laboratory tests have been reported. However, clinical cases were recently re- 
ported from a few countries and these have been included. 

TABLE 5 

Number of Cases* of Jungle Yellow Fever 
Reported from Countries of the Americas, 1946-1953 

Country 

Argentina 
Bolivia 
Brazil 
British Guiana 
Colombia 
Costa Rica 
Ecuador ~ 
Nicaragua 
Panama 
Peru 
Venezuela 

1946 

-- 
19 

1 
-- 
19 
-- 
-- 
-- 
-- 

3 
11 

1947 

-- 
5 
2 

-- 
77 
-- 
-- 
-- 
-- 
4 
3 

1948 1949 

1 
8 
3 
1 

12 
-- 
-- 
-- 

5 
1 
1 

-- 
94 

6 
-- 

3 
-- 

1 
-- 
3 
4 

-- 

1950 

-- 
354 

4 
-- 
12 
-- 
-- 
-- 

1 
16 
3 

1951 

-- 
3 

50 
-- 
26 
39 
65 
-- 

1 
4 
3 

i 
I 

1952 

-- 
l 

223 
-- 
16 
18 
-- 
6 
1 
1 
1 

1953 

-- 
18 
39 
-- 
11 
-- 
-- 

8 
-- 
-- 

6 

*Reported clinical cases included in the totals are as follows: 3 in Panama in 1948; 90 
in Bolivia in 1949; 32.7 in Bolivia in 1950; 57 in Ecuador in 1951; and 7 in Brazil in 
1952. Information regarding laboratory confirmation of 17 of the 18 cases reported 
in Bolivia in 1953 was not available. 

All reported cases were known to be fatal except as follows: 1 in Bolivia in 1947; 1 
in Bolivia in 1948; 50 in Bolivia in 1949; 328 in Bolivia in 1950; 4 in Brazil in 1951; 
1 in Costa Rica in 1951; 41 in Ecuador in 1951; 5 in Costa Rica in 1952; and 7 in 
Bolivia in 1953. 

’ During the four-year period 1950 to 1953, cases of jungle yellow fever were reported 
in six countries of South America and three of Central America. Cases were first reported 
from Panama in 1948. The infection extended northwards in the jungle and cases were re- 
ported from Costa Rica in 1951 and in Nicaragua in 1952 and 1953. In a series of maps 
(Chart 2) the areas are shown from which cases were reported for each of the eight years 
1946 to 1953. Epidemiological investigations in Central America were initiated under the 
auspices of the Bureau in 1951 to determine the presence or absence of the culicine vectors, 
discover possible animal reservoirs, obtain material for immunity studies and to train local 
personnel in the technique of mosquito and animal capture as well as blood sampling. Other 
investigations were concerned with collecting materials for laboratory studies, observing 
epidemic-epizootic waves and in determining the spread of the infection in forest areas. 
Studies in western and eastern Nicaragua along the Honduran border yielded results of con- 
siderable interest. The absence from many areas of Haemagogus spegazinni, considered the 
most common jungle yellow fever vector, and the presence and abundance of other possible 
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CHART 2 

AREA WITH NUMBER OF CASES OF JUNGLE YELLOW FEVER FROM COUNTRIES OF THE 
AMERICAS, BY POLITICAL DIVISION BY YEARS, 1946-1953. 
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vectors, suggests the need for transmission tests in order to determine the role played by 
these other mosquitoes in the transmission of the disease. The liver samples of dead mon- 
keys, mainly the Alouatta, showed a relatively high number of histopathological yellow fever 
lesions. The results of seroprotection in 202 samples, especially 41 taken from monkeys in 
Tortuga (Fatima) in the southwest of Nicaragua, 13 of which gave positive results, gave 
further proof of the role played by these animals as reservoirs of the disease. 

These observations emphasized the need to pursue such investigations further in order 
to collect more accurate data on jungle yellow fever transmission, particularly with respect 
to the possible incidence of virus reservoirs other than the monkeys and to explain certain 
aspects of the epidemiology which still remain obscure. 

For populations living in or n$ar the forests, the only protective measure against 
jungle yellow fever is vaccination and it is practiced wherever the virus is known to be 
present. The spread of the virus through the jungle is at present largely unpredictable and 
the precise information which would assist vaccination campaigns is not available. Vis- 
cerotomy, epidemiological studies and immunological tests on both animals and man, if 
carried out extensively by all countries concerned, would provide this requisite knowledge. 

To meet the increasing demands for yellow fever vaccine, the Bureau has assisted 
production in the Rio de Janeiro (Oswald0 Cruz) and Bogota (Carlos Finlay) laboratories. 
The Bureau has provided supplies and equipment and the assistance of experts in order to 
assist with improving and standardizing the vaccine preparation as well as in increasing the 
total production. In 1953, the Bogota laboratory was reorganized and the new equipment in- 
stalled. Arrangements were made to supply equipment for the new laboratory being built in 
Rio de Janeiro. 

In 1953 the Carlos Finlay Laboratory produced 2,‘700,000 doses, a large part of which 
was sent to Netherlands Antilles, Bolivia, British Guiana, Chile, Costa Rica, Cuba, Ecuador, 
El Salvador, Guatemala, Honduras, Jamaica, Nicaragua and Venezuela. During the same 
year, the Oswald0 Cruz Institute in Rio de Janeiro produced 11,‘700,000 doses, 11,000,000 of 
which were used in Brazil and the remainder sent to Argentina, Guatemala, Paraguay, Peru, 
Portugal and Uruguay. 

: 

. . 

Carlos Finlay Institute of Special Studies, Bogotg, Colombia. 
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Although the discovery of jungle yellow fever has revealed new epidemiological factors 
there has been no material change in the international control of the disease which still de- 
pends essentially on the prevention of Aedes aegypti-transmitted yellow fever. The potential 
threat of the movement of yellow fever virus from regions of jungle yellow fever to receptive 
aegypti-infested areas depends largely on the existence of aegypti-infested communities 
contiguous to the jungle infection. Jungle yellow fever tends to spread entirely independently 
of human travel routes, through contiguous, or nearby contiguous, forest areas. In this way 
the disease moved internationally from Brazil to Paraguay and into Argentina in 1937-38, and 
again in 1947-48; from Panama to Costa Rica and into Nicaragua in 1951; and from Nicaragua 
to Honduras in 1953. Neither humans nor the Aedes aegypti mosquito have had a part in these 
movements. Man has not been observed to carry jungle yellow fever virus far from the point 
of infection and, in the absence of aegypti-transmitted yellow fever, man has not represented 
an important threat to international traffic. On the other hand, yellow fever in a port city in 
the presence of a high aegypti index, easily makes man a dangerous carrier of the virus. 

The eradication of Aedes aegypti from all urban centers close to jungle yellow fever 
areas is the most important measure which can be taken for the protection not only of these 
centers themselves but of aegypti-infested centers in other parts of the world.* The conti- 
nental campaign for the eradication of the aegypti mosquito throughout the Americas, which 
is being carried out under the auspices of the Bureau in accordance with a resolution of the 
Directing Council, has as its objective the prevention of the re-infestation of centers close 
to jungle areas, which is of importance to every country in the Americas. The Bureau has 
been publishing for many years the aegypti indices of the principal ports and cities of its 
Member States, since it is believed to be more important to know the aegypti density of a 
port city as an indication of its potential threat as a source of yellow fever than it is to know 
whether jungle yellow fever has been reported or not in the nearby areas. It is gratifying to 
record that in the period 1950-53 there has been no reported case of Aedes aegypti-trans- 
mitted yellow fever. 

The Bureau has however not yet found it possible to obtain complete coordination of 
efforts nor to assist fully all countries in carrying out the measures known to insure com- 
plete success. The status of theeradication program at the end of 1953 is shown in Table.6 
on the following page. 

In some countries the Aedes aegypti eradication campaigns have been undertaken as 
part of insect control campaigns during which malaria has been controlled with residual 
insecticides. Notwithstanding program variations among countries, the campaign for conti- 
nental eradication of Aedes aegypti is moving forward with good momentum as may also be 
seen from the following brief country summaries. 

7 - _ 

South America 

Argentina. A governmental committee is studying a proposed agreement with the Bu- 
reau based on a plan of operations presented and discussed in September 1953. 

Bolivia. Eradication of A8des aevpti was completed in 1948. During the last few 
years, the 65 localities formerly infested were checked and the continued absence of the 
mosquito was confirmed. 

Brazil. Data available in 1953 indicated that no Aedes aegypti were present. During 
the year, 310,000 houses were treated by the perifocal method and 333,000 houses checked. 
During the year, in all 26,000 localities with 11,000,000 houses and 65,000,OOO breeding 
places were inspected. 

British Guiana. No Aedes aePypti have been found since 1950 but in 1953 Georgetown 
was reinfested by importation. 

*In April 1954, a case of jungle yellow fever occurred in the Cumaca area of the island 
of Trinidad. Had Aedes aegypti been eradicated from Trinidad, this would have been 
merely another case of jungle yellow fever. However, the fact that Aedes aegypti 
infestation has been found in a village close to the forest as well as in the principal 
cities and ports, makes this situation a matter of international concern. 
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TABLE 6 

Status of Aedes aegypti Eradication Campaigns - 1953 

Eradication Campaigns Campaigns 
Campaigns 

Campaigns 

Achieved 
in Final in 

Beginning 
Not 

Stages Progress Commenced 

Bermuda 
Bolivia 
French 

Guiana 
Tobago 

Brazil British A nguilla Les Saintes 
British Honduras Antigua St. Martin 

Guiana Cqlombia Argentina St. Barthelemy 
Chile Desirade Aruba United States 
Costa Rica Dominica Bahama 
Ecuador Dominican Islands 
Nicaragua Republic Barbados 
Panama E 1 Salvador Barbuda 
Paraguay Grenada Bonaire 
Peru Grenadines Cuba 
St. Croix Guadeloupe Curasao 
Uruguay and Dependencies Montserrat 

Guatemala Redonda 
Honduras Surinam 
Jamaica 
Marie Galante 
Martinique 
Mexico 
Puerto Rico 
St. Kitts-Nevis 
St. Lucia 
St. Vincent 
Trinidad 
Virgin Islands 

Chile. The latest reports, December, 1953, show that with the exception of Tocopilla, 
the originally infested localities continue to be negative. 

Colombia. The campaign is proceeding on schedule and is being coordinated with the 
malaria program. Of 789 localities formerly positive, 756 were reinspected during 1953 and 
all except 13 were negative. Of the 222,000 houses in the positive localities, 163,000 were 
visited during the last inspection. 

Ecuador. Of the 2,170 localities originally inspected, 335 were positive. Since January 
1952 no Aedes aegypti have been found in them. Checking will be continued in order to con- 
firm eradication. 

French Guiana. The campaign initiated in 1949 in conjunction with the anti-malaria 
campaign quickly achieved eradication of Aedes aegypti. 

Paraguay. The campaign initiated in 1946 has not yet been completed. Checks made 
at the end of 1953 revealed the presence of Aedes aegypti in two small areas in Asuncion 
after a period of two years, during which the mosquito had apparently been eliminated. In- 
vestigations revealed that this was not a case of reinfestation but of overlooked foci. The 97 
localities found positive in the interior of the country, out of 1,475 inspected, have remained 
negative during three different checks and it can be considered that in these localities eradi- 
cation has been achieved. 

Peru. During the December 1953 check of the 191 localities originally infested in parts 
of the coastal and eastern regions, no Aedes aegypti were found. The campaign has been 
extended into other parts of the country, principally along navigable rivers in the eastern 
region and intercoastal localities in areas sprayed with DDT as a malaria control measure. 
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Surinam. A survey has just been completed and it revealed high indices of Aedes 
aegypti. 

Uruguay. The Aedes aegypti campaign commenced in 1948 met with quick success in 
most of the country. In Montevideo (population l,OOO,OOO) infestation was generalized and 
for financial reasons DDT could not be used everywhere. In order to complete the eradica- 
tion campaign, an agreement was signed in December 1953 with the Bureau. 

Venezuela. In the malarious regions, which include two-thirds of the areas where 
conditions are favorable for Aedes aegypti, the problem has been solved through repeated 
DDT house sprayings. In the other areas the campaign started in 1948 is still continuing. 
Aedes aegypti is still found in cities such as Barquisimeto, Puerto Cabello and Valencia, and 
there are other cities, including the capital itself, where the mosquito is known to exist but 
where its control is not now feasible. December 1953 data show that of 126 localities pre- 
viously infested 6 continue to be positive. 

Central America and Panama 

British Honduras. The only insect control operation in the country has been a DDT 
campaign against malaria. It has however been carried out so well that it is believed that 
Aedes aegypti has been eradicated. While final checks have yet to be made, a spot check 
revealed no Aedes aegypti. 

Costa Rica. No Agdes aegypti have been found since December 1951. Checks are 
continuing in order to confirm whether eradication has been achieved in the 103 localities 
found positive when the index was determined. 

El Salvador. The number of infested localities has been reduced from 326 to 145, Of 
the latter, 62 were checked in 1953 and 25 were positive. 

Guatemala. Since the beginning of 1950 inspections have been made in 651 localities 
and in 127 of them Aedes aegypti were found. A 1952 check made of the IO8 positive locali- 
ties showed that only 4 were still infested. No information is yet at hand concerning the 
situation in rural areas not yet covered by anti-malarial work. 

Honduras. The Aedes aegypti campaign commenced in 1950 is progressing satisfac- 
torily. Of 53 localities found positive when the index was prepared for 443 localities, only 
two were still positive in 1953. Certain areas in the interior have not yet been investigated. 

Nicaragua. The campaign was initiated in 1950 and has benefited from the DDT spray- 
ing against malaria throughout the entire country. In the country, 1,506 localities were 
determined and when first checks were made in 1,453 of them only 18 still remained posi- 
tive. No infested localities have been found since March 1952. The work in Nicaragua 
demonstrates the rapidity and effectiveness of house spraying by DDT for AEdes aegypti 
eradication. 

Panama. No Aedes aegypti infested localities have been found since September 1952. 
The eradication of the vector has been assisted by the big malaria campaign, which has ex- 
tended through practically all of the interior. However, there remain rural areas not yet 
sprayed and insufficient data are available to permit a precise evaluation of the status of 
the campaign. 

Caribbean Islands 

Bahamas. Surveys have been undertaken and an eradication campaign recently 
commenced. 

Bermuda. Eradication of ABdes aegypti has been achieved. 
Greater Antilles. In CZ, the organization of an ABdes aegypti eradication campaign 

started late in 1953. It is planned that the operations will be based on the six provincial 
capitals. The capital city has been inspected and found to be heavily infested. 

The eradication campaign in Haiti which at first was not conducted regularly, appeared 
to be progressing more satisfactorily in the last months of 1953. High indices were found 
in Port-au-Prince and 125 of 154 localities visited in the interior were found to be positive. 
5,638 houses were inspected and 495 of these (9%) were infested with Aedes aegypti. This 
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serious problem would be ameliorated by extending the malaria DDT spraying to the entire 
region cf the interior. 

The campaign in the Dominican R ppublic commenced in August 1952 and is progressing 
on schedule. The high index of 35y0 found in the capital city had decreased 3% at the end of 
the seventh cvcle of work. In 1953, 526 sections out of 1,666 sections in the interior were 
found to be positive. The 1953 DDT spraying for malaria control in the interior protected 
168,000 houses, out of 228,000 and is assistin& the Aedes aegypti eradication. 

The situation in Jamaica is still not satisfactory. The campaign is progressing slowly 
and Aedes aegypti are still present, even in the waterfront areas of the ports. 

The campaign in Puerto Rico began with the assistance of the Bureau in April 1950 and ~- 
a preliminary inspection showed 79 infested localities. DDT house spraying was carried out 
in almost all localities of the island and checking is now under way. At the end of 1953 the 
city of San Juan was still infested. 

Lesser Antilles. In the Virgin Islands, Aedes aegypti has been eradicated from St. 
Croix but St.Thomas, St. John, Anegada, Virgin Gorda and Tortola are still infested. 

In the St. Kitts-Nevis and Anguilla group, Aedes aegypti surveys have been completed 
and the eradication program well advanced. 

In Antigua, Barbuda, Redonda and Montserrat, Aedes aegypti surveys have been com- 
pleted. Infestation was found to be heavy a?ld an eradication program has been initiated. 

Aedes aegypti has been found in the St. Martin, St. Barthelemy and Les Saintes group 
and an eradication program is under consideration. 

In Desirade, Marie Galante, Martinique, Guadeloupe and dependencies, a survey has 
been completed. Because of the DDT spraying used for malaria control, infestation was 
found to be light. The program is now being extended to non-malaria areas in order to 
eradicate ABdes aewnti. 

In 1952, surveys were completed in St. Lucia, the Grenadines and Grenada, and in- 
festation found to be very heavy. The eradication program advanced well in 1953 and urban 
areas are now free of Aedes aegypti. 

In Dominica and St. Vincent, surveys were completed in 1953 and a spotty infestation 
found. An island-wide eradication program is being carried out in conjunction with malaria 
control. 

Surveys in the Barbados showed a high infestation but an eradication campaign com- 
menced during 1953. 

In Trinidad, the eradication program is progressing well except for the Port of Spain 
and San Fernando areas. In addition to 40,000 houses regularly sprayed with DDT in the 
malarious area, an equal number has recently been sprayed as part of the Aedes aegypti 
eradication campaign. 

As a result of the island-wide program of DDT house spraying in Tobago, the eradica- 
tion of Aedes aegypti has been achieved. 

A survey carried out in Curacao, Aruba and Bonaire revealed a high infestation but in 
1953 an eradication campaign was commenced. 

North America 

Mexico. The Aedes aegypti eradication campaign commenced in 1950 was interrupted 
in July 1952 and has not yet been resumed. An agreement for the resumption of the work 
early in 1954 is being negotiated. The problem in Mexico presents great difficulties because 
the areas of infestation extend along the entire length of the Atlantic and Pacific coastal 
regions to the lower portions of the Central Mountain Range (Cordillera Central) and to the 
entire peninsula of Yucatan. Of 659 localities in which the index was determined, 415 were 
found to be positive and 170 were still infested at the time of the campaign’s suspension. 

United States. Breeding places of Aedes aegypti are found in a big area including I8 
states located south of the line running from southern Virginia through northern Oklahoma 
to El Paso, Texas, on the Mexican border. Surveys* made during World War II show that 16 

*Bradley, G. H. and Atchley, F. O., The “AFdes aegypti” Situation in the United States. 
(In Proceedings of the New Jersey Mosquito Extermination Association, 1953, p. 
104-8): 
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cities had indices ranging from 1% to 21% and in another survey made in 1952, 10 of these 
were still positive, with 4 of them showing even higher indices. The mosquito is considered 
to be eradicated from Key West, Florida, as it has not been found there for two consecutive 
summers. A survey was made in 12 additional cities in 1952 and 7 of them were found to 
have indices ranging from 0.5% to 11.3%. 

Smallpox 

Smallpox continues to be a problem in the Americas. Some countries have reported no 
cases, others have reported very few, but in parts of many countries the disease has been 
severe for variable periods during the past eight years. Although the number of reported 
cases has been incomplete, it is still large as is shown in Table 7. A study of this table 
shows that the trend appears to be downward and the time seems opportune for pressing 
forward with the eradication program. 

TABLE 7 

Number of Cases of Smallpox Reported in the Americas 
1946-1953 

Area 1946 1947 1948 1949 1950 1951 1952 1953 

Countries 

Argentina. . . . . . . . . . . . . . . . . . . . . . . 71 46 166 1176 4462 984 740 232 
Bolivia . . . . . . . . . . . . . . . . . . . . . . . . 1672 500 831 805 644 759 590 398 
Brazil (State Capitals only) . . . . . . . m . . . 1227 869 1288 670 706 1190 1318 875 
Canada . . , . . . . . . . . . . . . . . . . . . . . . 2 - - - - - - - 
Chile. . . . . . . . . . . . . . . . . . . . . . . . . . - - 5 4 3564 44 14 7 
Colombia . . . . . . . . . . . . . . . . . . . . . . . 877 4903 7356 3040 4818 3844 3235 5467 
Costa Rica. . . . . . . . . . . . . . . . . . 0 . . . - g- - - - - - 
Cuba. . . . . . . . . . . . . . . . . . . . . . . . . . - - - 5- - - - 

Dominican Republic . . . . . . . . . . . . . . . . - - - - - - - - 
Ecuador. . . , . . . . . . . . . . . . . . . . . . . . 114 2984 3856 657 241 233 670 703 
El Salvador . . . . . . . . . . . . . . . . . . . . . - - - - - - - - 
Guatemala . . . . . . . . . . . . . . . . . . . . . . 1 11 6 4 10 3 - 4 
Haiti.. . . . . . . . . . . . . . . . . . . . . . . . . - - - - - - - - 
Honduras. . . . . . . . . . . . . . . . . . . . . . . - - - - - - - - 
Mexico . . . . . . . . . . . . . . . . . . . . . . . . 600 1125 1541 1060 762 27 - - 
Nicaragua . . m . . . . . . . . . . . . . . . . . . . - - - - - - - - 
Panama.. . . . . . . . . . . . . . . . . . . . . . 2 1 - - - - - - 
Paraguay . . . . . . . . . . . . . . . . . . . . . . . 124 2207 1451 175 135 282 313 - 
Peru.......................... 700 537 7105 6305 3753 1218 1370 163 
United States . . . . . . . . . . . . . . . . . . . . 337 176 57 49 39 11 21 5 
Uruguay. . . . . . . . . . . . . . . . . . . . . . . . 167 326 - 9 3 - 16 7 
Venezuela . . . . . . . . . . . . . . . . . . . . . . 2970 6315 6358 3951 2181 206 127 250 

Territories 

British Guiana. . . , . . . . . . . . . . . . . . . . - - - - - 11 - - 
British Honduras . . . . . . . . . . . . . . . . . - - 1 - - - - . . . 
Trinidad and Tobago . . . . . . . . . . . . . . . - - 13 - - - - . . . 

. . . Unknown 
- None 
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A great deal of information has been accumulated in regard to clinical and epidemio- 
logical aspects of the disease; the diagnosis is relatively simple, the mechanism of trans- 
mission well known and, more important still, there has been an effective and simple control 
weapon for some 150 years. In spite, however, of all these favorable factors progress in 
eradication has been disappointingly slow. A major handicap in the past has been the lack of 
adequately refrigerated transportation for glycerinated lymph. The Bureau has therefore 
encouraged the development of a dry vaccine which would remain potent for a long period 
without refrigeration. At the XIII Conference it was reported that such a vaccine had been 
prepared in 1950 following an experiment at the National Institutes of Health and the Michigan 
State Department of Health Laboratories in the United States. The latter laboratory supplied 
50,000 doses which were used in successful field demonstrations in Peru where 6,000 cases 
had been reported in 1949. In this field demonstration, smallpox vaccinations were performed 
on the right and left arms using respectively glycerinated lymph and the new dry vaccine. 
For a month before use, both of these vaccines had been exposed to room temperatures. 
There were 73 per cent of atakes” with the glycerinated lymph and 95 per cent with the dry 
vaccine. 

Spurred on by this encouraging development, the XIII Conference recommended the 
development of an intensive program of vaccination and revaccination with a view to eradi- 
cating the disease from the Hemisphere. The Conference further recommended that such 
programs be developed under the auspices of the Bureau. Further progress was made with 
the eradication programs by decisions of the Directing Council. 

The Council, at Havana, 1952, authorized the expenditure of $75,000 in a supplementary 
program against smallpox in 1953. The Council also recommended the Executive Committee 
to include such a program in the inter-country section.of the proposed program and budget 
for 1954. 

The VI World Health Assembly was also concerned with the problem and passed a 
resolution requesting the WHO Executive Board to proceed with a detailed study of the means 
of initiating a world campaign against the disease. This study was to include, inter &, 
consultation with Member States and WHO regional committees. 

As a consequence of the Directing Council’s decisions, the Bureau was able to expand 
its activities so as to include not only technical advisory services but also the provision of 
supplies and special equipment required for the laboratory production of dry vaccine. In- 
struction was given in production techniques and advice furnished in regard to the planning 
and operation of field campaigns. Attention was also given to the integration of these cam- 
paigns into the general public health work. 

Following agreements with the respective governments, the Bureau furnished Peru, 
Ecuador and Bolivia with equipment and supplies to permit laboratories in these countries to 
produce dry vaccine. The Peruvian laboratory is already in production and provision has 
been made to give similar assistance to Argentina, Brazil, Cuba, Chile and to other coun- 
tries as the necessity arises. The key to eradication is the ready local supply of adequate 
quantities of these vaccines. 

Plague 

Plague appeared comparatively recently (1899) in the Americas and for many years has 
been of concern to the Bureau because of its international implications. When plague was 
discovered in the ports, quarantine restrictions were immediately applied and the subse- 
quent disruption of trade threatened their economic life. As in the case of yellow fever, the 
attention of health authorities was first directed toward clearing ports. 

The Bureau has been cooperating for many years with some South American countries 
in anti-plague campaigns, assisting in the control of epidemic outbreaks and in the eradica- 
tion of the disease from cities. For this purpose, the Bureau provided the services of a 
consultant (John D. Long) who for 20 years assisted the governments in organizing and de- 
veloping plague control services. This help was decisive in bringing about the disappearance 
of plague from the ports of the Americas, and in 1938 Guayaquil, the last infected port, was 
finally cleared of the disease. 
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Preparing Rats for Laboratory Examination in Anti-Plague Campaign, Guayaquil, Ecuador. 
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Later, another expert was added to conduct special researches, and the studies made 
in Ecuador, Peru and Brazil contributed materially to the sucess of the campaigns in those 
countries. 

The study of recent surveys and the reports of experts in this field indicate that the 
new methods of rat and insect destruction permit the elimination of plague in towns and 
settlements, without radical or costly changes in environrrental sanitation. 

The disease has in recent years been reported from rural areas of Argentina, Brazil, 
Ecuador, Peru, Venezuela and the United States, and in each of these countries it is enzootic 
among wild rodents. This is important as there is in certain areas a constant threat of 
human infection. Numerous investigators from the Bureau have offered valuable collabora- 
tion in epidemiological studies on plague carried out by several American countries, such as 
in Ecuador, Peru, Brazil and Venezuela. 

I’he Bureau signed an agreement with the Government of Ecuador late in 1950. pursuant 
to which the Bureau furnished technical assistance and a certain amount of operating equip- 
ment and supplies. In 1951 the Bureau provided technical assistance and certain operating 
equipment and supplies to the Government of Peru for control work. 

The Government of Bolivia in 1953 requested Bureau collaboration in planning a study 
of plague. The infected area extends from north to south from the Ichilo Province to the 
Argentine frontier and from east to west from Charagua in the Cordillera Province to the 
Zudanez Province. I’his is an area of approximately 26,000 square kilometers. In recent 
years, a trend has been apparent for the disease to spread towards the Amazon Basin, thus 
endangering a new big area. The problem is essentially rural and only in isolated instances 
is it of urban or household importance. So far, two species of rodent reservoirs have been 
identified but it is probably that other species are involved. Ihis possibility is now being 
investigated and an attempt is being made to determine the geographic distribution of the 
rodent populations. An expert with wide experience in epidemiological studies of plague will 
be sent by the Bureau to assist in the investigation of this problem in Bolivia and neighbor- 
ing zones of Peru. 

As may be seen from Table 8, comparatively few human cases have been reported 
during the past four years and only two small epidemics have been reported, one in Bolivia 
in 1952 and the other in Ecuador and Peru in 1953. 

TABLE 8 

Number of Cases of Plague Reported from Countries of the Americas 
1946- 1953 

Country 

Argentina 
Bolivia 
Brazil 
Ecuador 
Peru 
United States 
Venezuela 

1946 1947 

10 4 
13 19 

289 88 
45 21 

126 172 
- 1 

Typhus 

1950 

22 
55 
28 
35 

3 
5 

1951 

10 
20 
35 
23 

1 
7 

Although the nun-ber of reported cases of typhus nas decreased during the last four 
years (see Table 9), the disease continues to be a matter of concern in a nun ber of 
countries. 
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TABLE 9 

Number of Cases of Louse-Borne Typhus* Reported from 
Countries of the Americas 

1946- 1953 

Country 1946 1947 

Argentina 16 15 
Bolivia 263 - 
Chile 607a 711a 
Colombia 1039a 2686a 
Ecuador 1098 606 
Guatemala 779 399 
Mexico 1978a 2286a 
Peru 1329 1719 

1948 1949 1950 

2 1 2 
297 52 65 

1193a 526a 473a 
3471a 2798a 2673a 

423 318 366 
207 49 33 

1997a 1597a 1223a 
1863 1830 1456 

10 
36 

593a 
190 
726 

38 
1155a 
948 

1 - 
71 43 

178a - 
201 163 
410b 569 

17 13 
1018a 762a 
976 404 

* Cases known to be murine or tick-borne typhus have been excluded. 
a) All types. 
b) Ten months. 

In Central America typhus has ceased to be a serious health problem since good results have 
been obtained from the vaccination and DDT delousing campaign in Guatemala, assisted by 
the Bureau from 1946 to 1950. It is gratifying to observe that the work is apparently con- 
tinuing in a satisfactory manner. 

The disease is endemic in the Andean regions of Peru and Bolivia, predominantly 
around Titicaca Lake. In 1950 the governments of these two countries and the Bureau, with 
the assistance of UNICEF, initiated a limited control program. It consisted mainly of the 
DDT dusting of people, bedding and clothing in the infected areas. The effectiveness of DDT 
applied regularly in this way every six months was definitely proved and studies were begun 
to devise better and cheaper methods for control campaigns. In 1952, the Bureau assigned 
an expert with extensive experience in typhus control to assist in epidemiological investiga- 
tions, improvement of laboratory techniques and the development of methods suitable for use 
in a long-range control program. During 1953 the program was extended to cover a wider 
area. Two ways of DDT dusting have been employed, the periodic mass dusting of people, 
clothes and bedding in the selected areas, and the dusting of patients and contacts. Associ- 
ated with the dusting has been a health education campaign, 

By the end of November 1953, a total of 1,284,016 people, 425,854 rooms and 9,176,388 
items of clothing had been dusted in Peru alone. By the end of October 1953, 146,470 people, 
109,446 rooms and 1,005,809 items of clothing had been dusted in Bolivia. The results ob- 
tained in Peru can be seen from a study of Table 10. 

TABLE 10 

Typhus Morbidity and Mortality Rates per 100,000 Population (Peru) 

Department Type of Rate 

*1 January - 30 November only. 
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Morbidity 
Mortality 

Morbidity 
Mortality 

95.6 
6.6 

32.6 
6.1 

48.0 
1.1 

1.4 
0 

8.5 
0 

- 



Clothes and Body are Dusted with DDT in an Anti-Typhus Campaign, Carcay, Peru. 

_. 
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In the fight against typhus the availability of a potent, easily obtainable vaccine is of 
great importance. A live typhus vaccine known to be of high antigenic potency has been de- 
veloped. The Bureau is collaborating with Tulane University in field trials of this vaccine 
to get information on the proper dose, route of inoculation, immune response, severity of 
reactions, and on the epidemiological effectiveness of the vaccine in preventing the natural 
occurrence of the disease. Before the test population was chosen, several thousand blood 
specimens were collected and examined. 

The vaccination trials were carried out in two population groups. About 2,300 persons 
in Arequipa and the surrounding area were given different doses of the same vaccine by 
different routes, and the local general reactions to the inoculations and the immunological 
responses were studied. The larger doses produce better immunological response, but give 
severe local and general reactions. The smaller doses produce slight local reactions but 
give inadequate immunological responses. The investigations are continuing to determine 
the dosage required for a satisfactory immunological response with moderate general 
reaction. 

In another trial in the Department of Puno, 11,000 persons were inoculated either with 
a vaccine or an innocuous substance in an effort to evaluate the effectiveness of the vaccine 
as a preventive measure. Under the epidemic conditions of the region, this number of people 
is considered insufficient to show statistically significant results and it will therefore be 
increased to around 30,000. 

Other Quarantinable Diseases 

Cholera has not occurred in the Americas for several decades and there has been no 
apparent threat of introduction since the time of the Egyptian epidemic in 1947. Some twenty 
thousand deaths occurred in Egypt and the health authorities of Brazil felt obliged to prepare 
for the possible importation of the infection. 

In recent years the existence of louse-borne relapsing fever in the Americas has not 
been confirmed. 

Malaria 

For centuries malaria presented the most serious public health problem in the Ameri- 
cas. Prevalent from the North to the South Temperate Zones, it not only took a toll of lives, 
but, through its debilitating effects, retarded agricultural and industrial development. 
Wherever the incidence was high, malaria reduced or even vitiated the beneficial effects of 
general public health programs. Fully realizing the necessity of overcoming this obstacle, 
the development of malaria control programs became a preoccupation of the Bureau. Per- 
sistent efforts were made to stimulate anti-malaria work in all countries where the disease 
was a problem and, since 1942, periodic progress reports have been submitted to the 
Conferences. 

The last report*, presented by the Bureau’s special consultant to the XIII Pan Ameri- 
can Sanitary Conference, was optimistic. It outlined the substantial changes which had taken 
place in anti-malaria activities during the previous four years, presented the status of the 
problem in the larger countries and described the governmental organization and support 
given to malaria control programs in all of them. 

Nearly all countries had well-administered governmental units responsible for ma- 
laria control, varying in size from simple offices carrying out all functions to full divisions 
with many sections. 

Financial support varied greatly between countries and fluctuated from year to year. 
Although adequate in some countries for controlling malaria in those parts where it was most 
serious, governmental support was rarely sufficient for effective nation-wide eradication 

*“Situacihn de la Lucha Antimalirica en el Continente Americano”, Dr. Carlos A. 
Alvarado, Publicacicjn No. 261, Anexo B, 1951. 
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campaigns. This was true, even though in practically all countries (only two exceptions) 
governmental anti-malaria campaigns received the collaboration of the states or provinces, 
municipalities, private concerns and other agencies. 

The introduction of DDT greatly changed methods of malaria control and the report 
described the transition period during which drainage and larvicides gave way to imagocides, 
first as solutions and emulsions and finally as cheaper water wettable powders. 

Experience had determined that 2 gm. per n: 2 of DDT applied as a residual spray in- 
side dwellings was effective in stopping transmission. I’his new weapon not only simplified 
procedures and reduced costs of malaria control but also provided protection against domes- 
tic insects and the diseases transmitted by them, such as filariasis, Chagas’ disease, and 
plague. In addition, the Aedes aegypti eradication campaign was assisted and its progress 
quickened. I’he Bureau commenced a campaign to promote the substitution of DDT for the 
more expensive drainage and larvicide works, and for a simultaneous expansion of the scope 
of anti-malaria activities with eradication as a final objective. Imagocides became popular, 
their increased use accelerated malaria control programs and nations began to envisage 
eradication of the disease. 

The Bureau continued its close collaboration with countries where the malaria prob- 
lem was most difficult and in seven of them UNICEF, by providing equipment and supplies, 
gave a great impetus to control programs. By the beginning of 1950 the situation was en- 
couraging. British Guiana had achieved eradication and of the larger countries, two had no 
malaria (Uruguay and Chile), two had practically solved the problem (Argentina and the 
United States) and two were close to a solution (Brazil and Venezuela). These states con- 
tained the major portion of the potentially malarious areas of the Hemisphere. Venezuela 
was spraying 72 per cent of the homes (350,000 of 470,000) in the malarious area, and Brazil 
84 per cent (2,300,OOO of 2,800,OOO). Although Peru had not yet engaged in a nation-wide 
campaign, and only 95,000 of 790,000 malarious homes had been sprayed, there was already 
an apparent reduction of malaria. Similar successes were seen in other countries where 
DDT was used and results checked. 

The report indicated that the financial resources of anti-malaria campaigns were ade- 
quate in a suffi.cient number of countries to protect by DDT residual spraying 75 per cent of 
the total homes in the malarious zones of the Americas, leaving only 25 per cent or 4,500,OOO 
yet to be sprayed. The report concluded with the belief that lack of financial support was the 
only remaining obstacle andestimated that an additional ten million dollars a year, enough for the 
25 per cent lacking, could finance a program sufficient to eradicate malaria from the Americas. 

In view of the satisfactory progress made, as described in the report, the XIII Pan 
American Sanitary Conference adopted a resolution recommending that “The Pan American 
Sanitary Bureau include henceforth in its operating programs the development of such activi- 
ties as are necessary to provide for greatest intensification and coordination of anti-malaria 
work in the Hemisphere, stimulating existing programs, facilitating interchange of informa- 
tion and furnishing technical and, whenever possible, economic assistance to the various 
countries with a view to achieving the eradication of malaria from the Western Hemisphere.” 

In conformity with the recommendation of the Conference, the Bureau made available 
the services of consultants who were expert in organizing anti-malaria campaigns. Govern- 
ments began to systematize control campaigns with a view to the protection of all the popu- 
lation and by 1952, with the cooperation of the Bureau, coordinated inter-country projects 
were under way in Central America and Panama, the Caribbean area and in a number of 
South American countries. As the malaria situation from 1950-1953 is described in a sep- 
arate report submitted by the Bureau’s special consultant, no detailed description will be 
given here. By the end of 1953 cooperative programs were well organized in fourteen coun- 
tries, in twelve of which UNICEF was providing materials and supplies. Malaria eradication 
programs have either been completed, are in the final stages or are well advanced in all 
countries of the Arrericas, except two, and in these nation-wide campaigns have commenced. 
AS a result, the disease, instead of being the greatest menace in the Continent, has been 
reduced to a minor health problem. 

While taking pride in this notable achievement, nations must avoid complacency and 
give the extra support required to achieve eradication. Lessened fear of the disease may 
reduce enthusiasm, condone diversion of funds and delay ,achievement of the objective. Now 
is the time to redouble efforts and eliminate the disease lest delay permit development of 
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anopheline resistance which might prolong the program unduly. This is not a matter only of 
academic interest but is a very real danger. A. saccharovi resistance to DDT has already 
been reported from Greece, one of the first countries to use the new insecticide on a nation- 
wide basis; and more recently among A. sundaicus in Indonesia. No DDT-resistant anophe- 
line has yet been found in the AmericaFbut resistance has developed among other insects; 
and at least one anopheline, A. albimanus, has, in Panama, manifested a changed behavior - 
after exposure to DDT. 

There is another reason, a pressing financial one, for accelerating the continental 
eradication campaign. Until a nation eliminates malaria, an annual house spraying program 
must be maintained at considerable cost, and until neighbors are freed of the disease buffer 
zones must be established. After malaria transmission has been terminated, the disease will 
disappear in a few years even in the absence of chemotherapy. A considerable annual saving 
may then be made by substituting for nation-wide house spraying, a less expensive surveil- 
lance and emergency spray service. Even these costs will be reduced and may even be 
eliminated when hemispheric eradication has been achieved. 

Ever since Ross incriminated mosquitoes as the vectors of malaria, the scope of at- 
tacks upon them has been largely determined by the balance between the urgency for disease 
control and the availability of funds. Drainage and oil larvicide works were expensive and 
were used where the need was great and populations dense. Wind-blown dust larvicides 
lowered costs, permitting the participation of small communities and extending control works 
even to some agricultural areas. Imagocides, applied as wettable powders, have reduced the 
cost even further and brought nation-wide malaria control more readily within the reach of 
countries. As control works expanded, the economic burden imposed by malaria came 
sharply into view, for a healthier and more vigorous labor force increased industrial and 
agricultural production which in turn improved the economy of the country. How much 
malaria control contributed to the notable economic advancement of the last decade is not 
known but it must have been large. 

And yet, the greatest obstacle to malaria eradication continues to be lack’of funds. 
This should not be so, for malaria would have disappeared from the world if the profits from 
malaria control had been spent on eradication. 

Chagas’ Disease 

The XII Pan American Sanitary Conference (Caracas, 1947) recommended that epi- 
demiological studies of Chagas’ disease be made in the countries of this Hemisphere. The 
Bureau sponsored the First Pan American Meeting on Chagas’ Disease which was held in 
Argentina in July 1949. In 1350 a Bureau consultant on Chagas’ disease visited most of the 
American States to gather information on the extent of the problem, facilities available, con- 
trol methods in use and organization of research and control work in the various countries. 

Chagas’ disease, a serious protozoa1 infection with Trypanosoma (Schizotrypanum) 
cruzi, is widespread in the rural homes of Latin America. The infection is transmitted by 
large blood-sucking insects which infest the walls and thatched roofs of .the poorer homes. 
The disease is generally limited to the lowest economic groups. 

The importance of the disease is illustrated by the data compiled in 1950. In Argentina 
the index of rural schoolchild infestation ranged between 15 per cent and 40 per cent. In 
Venezuela, 33 per cent of the rural population examined had the disease. In Chile, 12 per 
cent were infected but the disease did not produce the serious cardiac complications observed 
in Argentina, Uruguay and Brazil. 

Chagas’ disease can be controlled either by constructing houses without cracks and 
crevices where insects can harbor, or by direct chemical attack on the vector. 

Studies, including large-scale field and laboratory tests, have been carried out in a 
number of countries. When residual insecticides have been applied to the inside walls of the 
rural houses varying results have been obtained. DDT was used at first but was found to be 
of limited value. Gammexane (BHC) was found to be a useful tool if applied frequently, but 
was not wholly effective. More recently dieldrin has been proven in laboratory studies in 
Venezuela to be quite effective. When applied at dosages of 0.5 gram or 1.0 gran- per square 
meter, it was effective for 16 months and 24 months respectively. Field studies showed that 
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both water suspensions and kerosene solutions when sprayed at a rate of 1 gram of dieldrin 
per square meter were effective over a 7-month period. This indicates that a practical 
method is available for eliminating the disease by using dieldrin to eradicate the triatomids. 

Consequently, the Bureau has encouraged governments to expand their activities in the 
study and control of the disease, and has collaborated with a number of countries in expand- 
ing or inaugurating insect control programs which include those measures known to be effec- 
tive against triatomids as well as other insect vectors of disease. In rural health programs 
in which the Bureau collaborates, continued attention is being given to the problems of rural 
housing and health education as they relate to the controlof Chagas’ disease. 

Tuberculosis 

Notwithstanding the notable advances of the last few years in the development and ap- 
plication of antibiotics, tuberculosis is still among the first five causes of death in a number 
of countries. Its drain on national wealth and manpower - because of its chronicity and 
debilitating effects - is very considerable, all the more so as it strikes during youth and 
during the most economically productive years. 

UNICEF in the years immediately following World War II assisted many mass BCG 
programs in Europe and developed a similar interest in the Americas. Consequently much 
of the anti-tuberculosis work of the Bureau has been in collaboration with UNICEF. 

From 1950 to 1952 the Bureau cooperated with the Government of El Salvador in a 
tuberculosis control program, which included mass case finding, ambulatory treatment, home 
demonstration by visiting nurses, health education of the public and vaccination with BCG. 
As local personnel were trained they gradually took over the various operations which were 
ultimately incorporated into the general public health program of the country. 

A similar program for Paraguay was begun in August 1952 and is still continuing. In 
both countrie,s emphasis was placed on the accurate diagnosis of tuberculosis by bacterio- 
logical means and laboratory technicians were trained in the techniques of isolation and 
identification of the causative organism. 

In Ecuador, UNICEF cooperated with the Bureau in providing equipment for the pul- 
monary physio-pathological laboratory and a pathology department. The Bureau also pro- 
vided an advisor and technician who assisted in the training of national counterparts. The 
latter continued to develop the pathology service so necessary in training medical students 
and physicians. Exact bacteriological diagnosis of the disease was also stressed in Ecuador, 
and UNICEF also provided equipment for the development of a laboratory for handling large 
numbers of specimens. A home-nurse visiting service - which already existed in Guayaquil - 
was expanded with the assistance of Bureau advisors and in general the tuberculosis program 
was bolstered. 

As an integral part of the Ecuador tuberculosis project a training center was estab- 
lished for this purpose. The Government gave a building to house the fellows, provided 
board and lodging and the necessary facilities for laboratory and clinical teaching. In 1953 
the first course of instruction was given and proposals have been submitted for expanding 
this program so as to include a limited number of international fellows during the forth- 
coming years - the fellow’s transportation to and from Ecuador to be provided by the Bureau 
and the board and lodging by the Government of Ecuador. 

A program started in Jamaica in late 1951 and carried on through 1933. Advisors in 
X-ray and bacteriology were assigned by the Bureau and UNICEF provided the equipment for 
the diagnostic laboratory, the mass X-ray machine and supplies for BCG vaccination. 

With UNICEF assistance a modified program was commenced in British Honduras late 
in 1953 and a BCG vaccination campaign is still in progress. 

To facilitate the accurate diagnosis of tuberculosis by bacteriological means, in both 
Trinidad and Peru, UNICEF provided equipment and the Bureau sent in technical advisors 
who helped to develop the laboratories as well as train local personnel to carry on a large 
scale bacteriological diagnostic program. 

An interesting feature of the training of BCG personnel in the Americas has been the 
so-called “BCG Observer” training scheme. Fellowships were awarded (utilizing UNICEF 
funds which had been specifically set aside for the purpose) to nationals of countries about to 
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start BCG programs wherein these nationals were trained by participating in a mass cam- 
paign in another country. Thus, teams (one doctor and two nurses each) from El Salvador, 
Costa Rica and Jamaica were trained in Ecuador in 1950 and 1951. Later trainees from 
Paraguay and Trinidad were sent to Jamaica while its program was under way and Trinidad 
and Jamaica shared in the training of personnel from the Windward Islands, British Guiana 
and the Leeward Islands. 

From March 1952 onwards a statistician was provided by the Bureau to train local 
personnel in the collection and analysis of the tuberculin testing and BCG vaccination data. 

The development of the BCG vaccination programs led to the demand in certain areas 
for more vaccine production centers. However, just a few production centers are -able to 
supply an entire continent. The WHO Expert Committee on Tuberculosis at its 6th Session 
recommended that the further “multiplication of BCG vaccine production centers should be 
discouraged.” 

During the last two years the need for integrating the BCG vaccination campaigns into 
the over-all tuberculosis and public health national programs has been stressed by the Bureau. 
The vaccination of the population against tuberculosis was only one of the many activities in 
a total disease prevention program. Other aspects of disease prevention - such as those 
concerned with the control of smallpox, diphtheria, typhoid, etc. also could be developed, 
utilizing the personnel who would have otherwise worked only with BCG. An effort is being 
made to stress the polyvalent nature of disease prevention work rather than its limitation to 
individual campaigns. This attitude was recently stated clearly by WHO’s Expert Committee 
on Tuberculosis which indicated that “in countries where a large scale BCG vaccination 
campaign was envisaged, its organization should not be left to tuberculosis centers, but it 
should be coordinated centrally or regionally and made part of the general public health 
programs. The mass campaign should make use of all appropriate public health facilities 
and institutions, while the tuberculosis centers should concentrate their efforts in the vacci- 
nation of particularly exposed individuals and groups.” 

Leprosy 

The Directing Council at Lima in 1949 recommended that the Bureau study leprosy 
with the objective of promoting suitable measures for coordinating control activities. In 
1950, a consultant was appointed who made surveys in Bolivia, Colombia, Ecuador, Paraguay 
and Peru. The surveys included a study of the incidence of leprosy, its characteristics, 
existing control measures, available facilities and both public and private organizations 
working on the problem. With the assistance of the Leonard Wood Memorial a questionnaire 
was prepared. This was subsequently used and most useful information gathered. 

The WHO Expert Committee on Leprosy met in Rio de Janeiro in 1952 and the report 
on the meeting, subsequently published by WHO, contains useful recommendations. 

In 1953 a request was received from the Government of Paraguay for assistance in 
expanding the facilities for the control of leprosy. The Bureau made arrangements for the 
consultant who had surveyed the situation in 1950 to return and to assist in preparing a draft 
plan of operations for a program which would include domiciliary treatment with the sul- 
phones. In 1953 it was decided that UNICEF would be able to assist in the field of leprosy 
control. Requests for assistance were received by the Bureau from Surinam and Trinidad 
and discussions held with other governments in the Caribbean for the development of a 
regional project. 

Treponematoses 

The different diseases grouped under the name treponematoses are important in va- 
rious parts of the Americas. The most important three in the group are syphilis, yaws and 
pinta. Fortunately there is a powerful pub+ health weapon at hand in penicillin, which is an 
effective prophylactic as well as a therapeutic agent. 

Since the success of syphilis control is closely related to the accuracy of diagnosis, 
the Bureau has been encouraging the standardization of laboratory methods and the training 
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of technicians. Because of its eradication objective, the yaws program in Haiti has been of 
special interest. 

Haiti. - With the assistance of the Bureau and UNICEF, the program for the eradica- 
tion of yaws was launched in July 1950. Through treatment of all cases and contacts with 
penicillin (penicillin G in procaine and aluminum monostearate (PAM)), it was planned not 
only to eradicate yaws but also to control syphilis in rural areas. At the beginning, field 
operations were based on mobile treatment centers but it was soon found that an inadequate 
proportion of the population was being reached and the house-to-house method of treatment 
was adopted. In the villages and rural areas of Haiti almost everyone was treated, adult 
cases getting 600,000 units of PAM, while contacts and children received 300,000 units. A 
research clinic was established at Bainet to evaluate this method of treatment. The above 
dosage is sufficient to make infective cases non-infectious, thus breaking the chain of 
transmission. 

A serological laboratory was established in Port-au-Prince to serve as the sero- 
diagnostic and training center for the campaign. By the end of December 1953, PAM had 
been given to 2,613,OOO out of Haiti’s population of 3,112,OOO (84 per cent). At the same time, 
surveys were initiated to determine whether any cases remained which had been missed or 
whether the cases treated had received adequate medication. The Haiti project has definitely 
established the possibility of completely eradicating yaws from a heavily infected population, 
even though the techniques of the final stages of the campaign have yet to be determined. 

Guatemala. - In 1946 a laboratory for the study of the serological aspects of venereal 
diseases in Central America and Panama was established in Guatemala City by the Govern- 
ment, with the cooperation of the Bureau, the USPHS and the National Institutes of Health. In 
1948, the Government and the Bureau agreed to furnish additional equipment, supplies and 
technical personnel for the laboratory in order to expand its services and to make it a cen- 
ter for the training of serologists in venereal disease control. The laboratory also as- 
sists in the distribution of standardized antigens to other serological laboratories so as to 
improve the quality and accuracy of their work. Technicians from nearby countries have 
attended several training courses in the laboratory. A short-term consultant has assisted 
the participating countries in surveying their serological laboratory techniques and in ap- 
praising the results of the above courses. Encouraging reports on the efficiency of these 
laboratories have been received. 

Mexico - U. S. Border. - During 1948 and 1949 the incidence of venereal disease 
reached a peak along the Mexico - U. S. Border area of Tijuana-San Diego. This area was 
chosen in 1949 as the site of the first pilot project for prophylaxis against syphilis and 
gonorrhea by the administration of penicillin to the population groups most likely to spread 
venereal infections. The Bureau assisted with the services of a consultant in VD control, 
and provided health education material and penicillin. The local personnel, the physical 
facilities and equipment were provided by the Government. 

Little information was available as to the prophylactic value of penicillin prior to 1949. 
However, practical results of the program demonstrated the effectiveness of this control 
method by which 300,000 units of PAM were administered every 7 days to those persons who 
might be reservoirs of the infection. 

Results were evaluated by repeated clinical and serological examinations of the Qeated 
persons and by the study of the syphilis and gonorrhea morbidity rate shown by controll’ed 
military personnel. A satisfactory result has been obtained with a reduction of 60% in the 
incidence of VD in the study groups. 

Another interesting development has been the joint sponsorship by the USPHS and the 
Bureau of a program for training Mexican VD lay investigators particularly in contact 
follow-up techniques. Two lay investigators were awarded fellowships to attend a two-week 
training course in Atlanta, Georgia, sponsored by the USPHS. 

Paraguay. - The Bureau is assisting the Government of Paraguay in planning and de- 
veloping a venereal disease control program in the Asuncion - Villarrica area, with the pro- 
vision of staff supplies and equipment. The work is now extending into the rural areas and 
progress has been made with the standardization of techniques and the training of personnel. 

Ecuador. - In 1950 a small-scale demonstration program for syphilis control was 
initiated in the city of Portoviejo, Ecuador. Every person between 15 and 50 years of age, 
whether infected with syphilis or not, was to be given two injections of 1,200,OOO units of 
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PAM at five-day intervals, and a serological test was made at the time of the first injection. 
The objective was to eliminate the disease from the area. During the campaign over 6,000 
persons were treated. 

Later, the program was extended to the nearby area of Manta, in order to protect the 
results achieved in Portoviejo, and 7,300 people were given the antibiotic. The procedure 
was simplified by giving the treatment as a single dose of 2,400,OOO units of PAM. In 1953, 
a similar campaign was initiated in Bahia with the same objective. 

Dominican Republic. - In 1953 an agreement was signed between the Bureau and the 
Government for the purpose of carrying out a program for the control of the treponematoses. 
It was agreed that the Bureau would provide the services of a consultant and the Government 
all local personnel and materials. Field programs have been planned and personnel trained. 

Venezuela. - Since 1950 the Bureau has been cooperating with the Government in a 
program for the standardization of serological methods in Venezuelan laboratories and for 
the training of physicians and laboratory technicians both of Venezuela and other countries. 

The Bureau provided a consultant and laboratory supplies and equipment. The Govern- 
ment gave financial assistance for the training of five fellows sent by the Bureau from the 
Dominican Republic, Ecuador and Paraguay. From January 1950 up to December 1953 
training had been given to approximately 160 laboratory technicians, 45 public health offi- 
cers and hospital doctors, 8 venereologists, 63 doctors from rural areas and 30 student 
technicians. A number of studies were made in serological techniques, the preparation of 
serological reagents and related subjects. 

Brazil. - At the end of 1951, the Bureau assisted the University of Sso Paulo in the 
establishment of a laboratory, the main functions of which would be to standardize techniques 
for the diagnosis for syphilis, to train personnel in these techniques, to assist VD prevention 
programs by laboratory methods, to study the incidence and prevalence of VD in &o Paulo 
and to promote the dissemination of information on the most recent developments in VD lab- 
oratory techniques. For these purposes the Bureau contributed a consultant and several 
fellowships, as well as supplies and equipment for the laboratory. Two courses in serologi- 
cal diagnosis were held in 1953 with participants coming from various Brazilian states. At 
the end of the year, a total of 20 laboratory technicians had been trained and it is planned to 
train an additional 30 technicians during 1954. 

United States. - The Bureau is assisting by means of a grant to the Department of 
Health of the State of New York, an effort to simplify and evaluate the Treponema pallidum 
Immobilization Test for the diagnosis of syphilis. The Bureau grant covers the salaries of 
a serologist and a technician for one year and also provides certain supplies. The test is 
based on the immobilization of virulent Treponema pallidum by syphilitic blood in the pres- 
ence of complement and shows evidence of possessing a high specificity. If, as it seems, it 
should be more specific than the standard serological tests, it will be of great value in dif- 
ferentiating between true and false positives. 

Salmonelloses 

Enteric diseases are widespread and of frequent occurrence throughout the populations 
of many of the countries of this region. They are recognized by all health services and va- 
rious degrees of attention are directed to preventive measures. 

The Bureau, through its Zone Offices and project personnel, has attempted to stimu- 
late the adoption of modern control procedures, and has provided technical advice. Although 
no single project has been devoted to this subject, many51mprovements have been effected 
through the assistance given in other projects such as environmental sanitation, insect con- 
trol, maternal and child health clinics, food control services and assistance to laboratories 
for vaccine production and diagnosis. 

Brucellosis 

Brucellosis is a debilitating and often chronic disease in man and, as a major cause of 
loss of livestock, is a serious economic problem. Many countries have recently given the 
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disease increased attention and as a consequence, the Bureau has awarded a number of fel- 
lowships, cooperated in research, education, and the establishment of effective control 
programs. 

The blood serum agglutination reaction is a relatively simple test used for the diag- 
nosis both in man and animals. Although the agglutination test was widely used, the antigens 
and techniques for this test had not been standardized on an international basis. This led 
to much controversy and misinterpretation. Recognizing this undesirable situation, the XII 
Conference (Caracas, 1947) recommended that “the methods and means of brucellosis diag- 
nosis be made uniform throughout the American Republics.” The Second Inter-American 
Congress on Brucellosis (Buenos Aires, 1948) also emphasized the need for standardization 
of diagnostic methods for human and animal brucellosis and recommended the employment 
of the agglutination reaction with a standard antigen. 

As a result, the Bureau, in cooperation with the University of Minnesota, inaugurated 
studies of 36 diagnostic antigens obtained from 25 laboratories in 15 different countries. The 
studies revealed many differences in the degree of sensitivity. In addition, discrepancies 
were discovered in the techniques of testing procedures. In conformity with the recommen- 
dation of the Third International Congress on Brucellosis, the Bureau arranged for the 
periodic distribution to national laboratories of selected serum samples, including standard 
dried serum for purposes of checking laboratory tests. 

The Third Inter-American Congress on Brucellosis, Washington, November 1950, was 
sponsoredby the Bureau, which later published the papers in book form. Immediately follow- 
ing this Congress, the Bureau facilitated a meeting of the Joint FAQ/WHO Expert Panel on 
Brucellosis. Its report was published in 1951 and was distributed by the Bureau to the coun- 
tries of the Americas. The Bureau has sent technical information on brucellosis to appro- 
priate officials ‘throughout the Hemisphere, and has published scientific articles in the 
“Bulletin.” 

The Bureau planned a series of training seminars to cover all aspects of control, in- 
cluding diagnosis and vaccine production. The first seminar dealt with diagnosis and placed 
particular emphasis on antigen production and standardization. It was held at Santiago in 
December 1952, and was attended by fellows from the countries of South America. The next 
was scheduled for March 1954, at Mexico City, for the countries of Central America, the 
Caribbean area, Panama and Mexico. For the conduct of these training seminars the Bureau 
obtained the services. of outstanding authorities. In selecting fellows from the countries, 
equal attention was given to the Health and Agriculture Ministries. 

In addition, the Bureau has cooperated in the program of the WHO Headquarters for the 
establishment of brucellosis centers in various parts of the world, where study of this dis- 
ease and improvements in diagnostic techniques and treatment regimens are carried out. 
So far, centers have been established in Argentina, Mexico, and the United States. 

Diphtheria and Whooping Cough 

One of the more important public health objectives in the Americas is the reduction of 
mortality among children. Elimination of diphtheria and whooping cough would contribute 
significantly to this end. 

Although diphtheria is not a serious problem in the tropicsit is of concern in the tem- 
perate zones. From reports of cases and deaths whooping cough in the Americas appears to 
be a very common disease in infancy and childhood and causes many deaths among children 
under one year of age. Because vaccines against both of these diseases can conveniently be 
produced in the same laboratory and injected simultaneously, it is customary to combine 
them. 

Experience has shown that systematic mass immunization of children against these two 
diseases reduces the morbidity rate to very low levels. Accordingly, the Bureau has encour- 
aged the development of laboratories for the production of vaccines against both diseases and 
the organization of mass vaccination campaigns among children. 

With the assistance of Bureau consultants and UNICEF supplies and equipment, vac- 
cine laboratories have been established and diphtheria and pertussis vaccines are being 
produced in ample quantities and are available for use in the general public health programs 
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in Colombia, Chile, Brazil and Peru. A mass vaccination campaign has been completed in 
Chile and Colombia, is well advanced in Brazil and has commenced in Peru. Services for 
testing the diphtheria-pertussis vaccine produced by the laboratories in all of these countries 
are being provided by the Bureau through a continuing grant to the Michigan State Public 
Health Laboratory. 0 

Influenza is a world-wide problem, usually occurring in epidemics, the economic 
losses from which, although very difficult to measure, are known to be great. Furthermore, 
this disease, or its main complication, pneumonia, kills a considerable number of people 
every year. 

The WHO has planned a world-wide influenza program, the objectives of which include 
the centralization of current information on its prevalence and distribution, to determine the 
strain of virus involved in each outbreak, and to devise control methods for limiting its 
spread and severity. 

It is hoped in this way to avoid a disaster such as that created by the explosive waves 
of the pandemic which commenced in 1918. The virus was virulent and influenza killed not 
only the old and weak but also the young and vigorous (50 per cent of deaths being in the 
20-40 years age group). The attack rate was high, 200-400 per 1,000, and the death rate 
soaredtounprecedentedheights. Over 15,000,OOOpeople lost their lives, industry was brought 
nearly to a standstill in certain places and many municipal governments were disrupted. 

In order to carry out its program the WHO established a network of laboratories around 
the world, through designation of national laboratories as WHO Influenza Centers. The Bu- 
reau, as the Regional Office for the Americas, was made responsible for developing the net- 
work in the Western Hemisphere. Seventeen laboratories distributed in the various countries 
of the Region have been designated as Influenza Centers. There is also one special Strain 
Study Center located in New York which serves asReference Laboratory for the whole Region. 
The Bureau collects and distributes technical information and provides diagnostic antigens 
and antisera to the Centers. 

The functions of these Centers are: 
1) To collectepidemiological information and report the occurrence of epidemics in 

the respective countries to the Bureau, to WHO Headquarters in Geneva, and to the Reference 
Laboratory. 

2) To isolate and type the virus present in an epidemic, and if this is not possible, 
identify the type of virus causing the epidemic by serological tests in the population. 

This network of laboratories has begun to function and several strains of virus isolated 
by the different Centers have been forwarded to the Reference Laboratory. Plans have been 
made for the expansion of the program in Latin America and to enlist the cooperation of lab- 
oratories located there. 

The Bureau has received full cooperation from the US Advisory Committee of the WHO 
Influenza Study Center Program in an effort to establish a properly functioning influenza 
program for the Americas. 

Poliomyelitis 

In recent years an increase in the incidence of the paralytic form of poliomyelitis has 
been observed in several countries of the Americas. At the end of 1949 and the beginning of 
1950 an epidemic outbreak occurred in the Province of Santiago, in Chile. A total of 373 
cases and 39 deaths was reported. The Chilean authorities requested the Bureau’s assistance 
in improving treatment methods. 

A team consisting of a medical officer who had specialized in poliomyelitis, a physio- 
therapist and a nurse was provided. The work of the team was of material assistance to the 
country and stimulated the interest of the Government and the medical profession in a pro- 
gram for the rehabilitation of crippled children. 

- 68- 



In November 1951 the Government of Honduras requested technical assistance from 
the Bureau in the fight against an outbreak of poliomyelitis and the Bureau sent a team simi- 
lar to the one which had worked in Chile and with equally good results. 

The Bureau also provided the services of consultants to assist in the rehabilitation 
programs in Mexico and Peru. 

In September 1953 the WHO Expert Committee on Poliomyelitis met in Rome and made 
among its recommendations the following: 

“That laboratories chosen from among the research laboratories of scientific 
institutes experienced in the necessary techniques, should be designated as 
Regional Laboratories for the purpose of examining limited number of speci- 
mens from countries where there are as yet no facilities. The principal task 
of the Regional Laboratories would be the identification, typing and further study 
of poliomyelitis virus and of unidentified virus isolated from stools in all parts 
of the world. In addition, the preparation, storage, and distribution of strains of 
poliomyelitis virus, as well as type specific antisera for diagnostic and typing 
purpose, should be undertaken to assist other laboratories working in this field.” 
The responsibility for carrying out this program in the Americas has been given to the 

Bureau and measures are under way to designate the reference laboratories. 

Rabies 

Rabies, a disease of warm-blooded animals, has existed in the Americas for over two 
centuries. It is important because of its high human case fatality rate and because its con- 
tinuance in animals constitutes an ever-present danger to man. Although reporting is in- 
complete, over two hundred cases a year are now notified in the Americas. In addition, 
wherever the disease is enzootic in vampire bats, heavy economic losses occur due to death 
of cattle and horses attacked by rabid vampires. 

The Bureau has given service in this field to governments through provision of techni- 
cal consultation on rabies problems; assistance in planning control campaigns; advice on 
techniques of preparing and provision for testing nationally-produced vaccine; and the award 
of fellowships whereby officials received special training. The Bureau has also cooperated 
with the WHO Expert Committee on Rabies, and on the preparation of a Rabies-Manual. 

In 1950 rabies reappeared in Puerto Rico, infecting mongooses as well as dogs, and 
the Bureau sent a staff member to assist in developing a control program. As a result of the 
interest aroused by the Puerto Rico outbreak, the Caribbean Rabies Conference was held in 
Kingston, Jamaica (August 1950), under the sponsorship of the Bureau. Measures were 
recommended for the eradication of rabies from infected islands and prevention of its spread 
to other islands. 

1 

-r 

A serious situation developed in the US-Mexico Border area and on Mexican cattle 
ranches due to the high incidence of rabies in dogs and wild life, particularly vampire bats. 
Attacks by rabid animals, or those suspected of being rabid, necessitated a large number of 
anti-rabies treatments in humans. Livestock losses became so high in certain areas as to 
make farming impractical. In the subsequent control programs the Bureau cooperated by 
providing certain equipment and materials and the full-time services of an expert. He as- 
sisted in: the development of dog control and vaccination programs; the establishment of 
avianized rabies vaccine production; the direction of training courses in laboratory diag- 
nosis; the demonstration of wild life destruction methods; and the organization of cattle 
vaccination campaigns. He also acted as coordinator of the control programs on both sides 
of the US-Mexico Border. During this time an ample supply of safe and reliable vaccine was 
produced and given to over 700,000 head of cattle and 50,000 dogs. In addition, studies were 
made of the ecology of vampire and other bats, their role in the rabies problem and methods 
for their destruction. Many other countries benefited from this project through fellowships 
for their national officials who were sent for field training in the rabies campaign. 

This consultant was later assigned by the Bureau to Trinidad, Cuba, and the United 

0 

States. In the latter country a survey was made of bats migrating through the Big Bend area 
of the Rio Grande, and specimens were collected for laboratory analysis to determine the 
incidence of rabies in bats travelling north. Provision has been made for the employment of 
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a full-time mammologist to study in greater detail the life history of vampire bats and to 
devise methods for the control or eradication of rabies in these animals. 

Foot-and-Mouth Disease 

Foot-and-mouth disease (aftosa) is very prevalent in most of the countries of South 
America and causes serious economic losses. Rarely infecting man, it is of public health 
importance because of its effect in reducing the production of dairy products and meat. 

In those countries where aftosa is enzootic, aggressive steps have been taken by gov- 
ernments towards its control and eventual eradication, requiring on the one hand intensive 
efforts to eradicate the disease from highly-infected herds, on the other the establishment 
of zones of protection between infected territories and recently-cleared.areas. However, 
the process is slow and expensive. These programs depend largely upon vaccination which, 
to be fully effective in some countries, must protect against three different strains of virus. 
This complicates the problem because the percentage of animals fully protected falls as the 
number of strain-vaccines is increased. In addition, animals must be vaccinated three times 
each year. In spite of these difficulties, the campaigns are having some effect, and only one 
fresh epizootic occurred during 1953. This was in the State of Veracruz, Mexico, and was 
brought under control by the United States-Mexico Commission. 

In 1950 the Organization of American States, realizing the absence of veterinary serv- 
ices in any other inter-American agency, requested the Bureau to prepare and sponsor a 
technical assistance program for control of aftosa. In collaboration with the Inter-American 
Institute of Agricultural Sciences, the Bureau prepared a program for a Pan American Aftosa 
Center to be operated with Technical Assistance funds. The Director presented the OAS re- 
quest and the plans for a control program to the XIII Pan American Sanitary Conference 
which, by resolution, authorized the Bureau’s participation in the organization of such a 
Center until such time as some other Specialized Agency of the OAS is prepared to take full 
charge, on the condition that financing of the Center would be with funds other than those of 
the Bureau. 

In cooperation with Brazil, the Center was developed near Rio de Janeiro. The Brazil- 
ian Government provided land and buildings, maintenance services, utilities and local labor. 
With Technical Assistance funds from the Organization of American States, the Bureau pro- 
vided technical personnel to staff the Center and supply consultative services to governments. 
By the end of 1952 the buildings were sufficiently complete for nearly full operation, staff 
had been recruited, and research and other activities were under way. During 1953 two 
training courses were held at the Center, attended by 16 fellows from 11 countries. In addi- 
tion, officials from a number of countries have visited the Center from time to time for 
special training in certain specific aspects of the work. 

From the start the Center has been engaged in studies of the basic nature of the dis- 
ease and related viruses, Special studies were undertaken to improve diagnostic techniques 
and the laboratory has examined many specimens from a number of countries, clarifying 
difficult diagnoses. The most urgent need was development of more effective and less ex- 
pensive vaccines than those in use. Experimentation has developed methods which success- 
fully adapted the viruses first for growth in baby mice and later in adult mice and then baby 
rabbits. This has greatly reduced the cost of experimentation and it is hoped to lower it still 
more by adapting the viruses for growth in chicken egg-embryos. 

An interesting line of research has been opened through development of a technique 
which separates from the virus suspension parts concerned respectively with virulence and 
complement fixing antigenic properties. 

Members of the technical staff have made field visits to all the countries to advise on 
techniques for the prevention and control of foot-and-mouth disease. These visits have been 
either general in nature or for the specific purpose of analyzing a particular problem affect- 
ing the countries’ control .program. They also assisted in educational campaigns for which 
the Center prepared a pamphlet dealing with the dangers of the disease and the importance 
of its prevention, “The Magnificent Bull.” It has also developed a Spanish-language sound 
color film dealing with an outbreak, “Brote,” and has prepared a training manual and guide 
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dealing with various aspects of aftosa control. In addition, staff members have submitted a 
number of technical papers to scientific journals. 

Schistosomiasis 

Schistosomiasis (bilharziasis) is a parasitic disease of wide distribution in Africa, and 
Asia, and is present in a number of the countries of the Western Hemisphere, particularly 
in the Caribbean area and Brazil. In parts of central and northeastern Brazil, as much as 
90% of the rural population has been found infested. The public health importance of schis- 
tosomiasis has often been underestimated as it is not an acute fulminating infection, but is 
usually seen as a chronic disease affecting rural people and those who come in contact with 
streams and ground water where the intermediate molluscan host exists. The chronicity of 
the disease and the deaths which are eventually caused by cumulative damage constitute an 
important local socio-economic problem. 

In 1951 Brazil inaugurated a cooperative project with the Bureau and with the National 
Institutes of Health of the USPHS, to test molluscocides and to conduct a study of the snails 
which are the intermediate hosts of Schistosoma mansoni (the species found in America). At 
least two species of snails and possibly a third are known to be incriminated. 

Scientists from Brazil and the National Institutes of Health have made ecological studies 
of snails and have tested their ability to resist desiccation during the long, hot, dry spells. 
The infection in the snail dies out quickly, but the snails resist desiccation for months, and 
rapidly repopulate the waters when the rains come. Sick people soon reinfect the snail and 
the vicious cycle resumes. 

Three pilot projects were set up in Brazil so that field tests could be made on various 
snail species in different types of terrain under varying climatic conditions. During pre- 
vious work in Texas and Puerto Rico over 1,000 possible molluscocides had been screened. 
Since the present studies began 300 more were given laboratory tests. Only a few showed 
promise and these were tested in the field. Of them all, sodium pentachlorophenate seems 
the most useful and relatively large field trials of pond and stream treatment have proven 
its practical value. 

The dry season would appear to be the best time to attack the snail, but tests proved 
the futility of attempting their eradication when the water was low and difficult to reach be- 
cause of the dense vegetation covering the flats left dry by receding waters. Although more 
expensive, treatments must be applied during the rainy season when the snails can be more 
easily reached. At least three applications must be made each year. 

In spite of the lack of completely satisfactory treatment for the disease, programs for 
schistosomiasis control were successful in the pilot project areas. Campaigns were pro- 
moted for sanitary excreta disposal and snails were destroyed at laundry sites by adding 
sodium pentachlorophenate to the water. These projects have convinced the authorities that 
control measures are practical and the National Malaria Service of Brazil has been directed 
to plan and inaugurate a national eradication campaign. 

Intensive research will continue on the ecology of snails; in testing new molluscocides; 
and the possible utilization of chemotherapy. As it is already known that certain Brazilian 
semi-aquatic rodents are hosts, further animal reservoirs will be sought. 

Onchocerciasis 

In Guatemala between 1946 and 1953 the Bureau, in collaboration with the National In- 
stitutes of Health (USPHS) and the Guatemalan Ministry of Health carried on a cooperative 
onchocerciasis research-demonstration program. The international technicians were from 
the staff of the National Institutes of Health. The investigations included therapeutic, ento- 
mological and parasitological studies. The results of these studies and the new data col- 
lected will assist the Guatemalan Government in its national onchocerciasis control 
program. 

In the therapeutic phase of this work a number of drugs were tested, including hetrazan 
and suramin. Although no specific was discovered, suramin was found to benefit 85% of 
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those treated with it. In the vector phase, the ecology, classification and biology of many 
flies were studied, together with the use of insecticides, larvicides, and other means for 
their control. In addition to the three known Simuliidae, three new species were incrimi- 
nated as intermediate hosts. Control of the vectors through the use of larvicides or insec- 
ticides was not always found practical because of the difficult terrain where foci of this 
genus existed. The role of horses and cattle in the problem of onchocerciasis was also 
studied. New data were collected and a number of scientific articles were contributed to 
the technical literature. 

In addition to the benefits resulting from the various studies, this project was used as 
a training center for technical personnel not only from Guatemala, but also from Venezuela 
and Mexico. 

The Bureau assisted in arranging the meeting of the Expert Committee on Onchocer- 
ciasis held in Mexico in 1953 and for its use compiled the First Supplement to the “Bibliog- 
raphy on Onchocerciasis.” This brought the references up to June 1953. In addition, a 
Bureau grant was made for the publication by the Smithsonian Institute of a monograph 
entitled uThe Blackflies (Simuliidae) in Relation to the Transmission of Onchocerciasis in 
Guatemala.“* 

Hydatidosis 

Hydatidosis is a parasitic disease which is an important problem in Argentina, Chile, 
Uruguay and the southern part of Brazil, and recent discoveries have revealed its existence 
in Alaska and in the subtropical regions of Peru. The helminth is found as an adult tape- 
worm in dogs, and as either large or multiple intermediate cysts in herbivorous animals 
and man. Hydatidosis in man is especially serious when multiple cysts occur or the cysts 
develop in vital organs. Even where life is saved by surgery the individual often remains 
incapacitated. 

For years the Bureau has cooperated with the countries in their hydatidosis problems 
by providing technical information and educational material, and in assisting at technical 
meetings ?nd.congresses on hydatidosis. A booklet, “Cachito en Peligro,” by Professor 
Velarde Perez Fontana, describing the dangers and outlining methods for control of hydati- 
dosis served as the source material for the preparation of an illustrated comic book which 
was published in both Spanish and English by the Bureau for mass distribution. A colored 
film strip, also useful in educational programs, was produced and copies were made avail- 
able to authorities. 

More direct assistance has been provided through an inter-country project in which 
the Bureau provides equipment, material, research grants, and the services of the Zone 
veterinary public health consultant who supplies leadership and advice to the countries in 
the coordination of their programs. A field demonstration unit has been equipped for the 
treatment of dogs and the education of their owners. Research grants have been made to two 
national public health institutions, one for the development of new and better taeniacides to 
rid dogs of tapeworms and the other for study of hydatidosis in wild animals. Consultation 
is provided also regarding the improvement of slaughtering methods, particularly the safe 
disposal of offal, which is one of the most important measures in the control and eradication 
of this disease. 

Hydatidosis presents a special problem in Alaska. Found in wild animals throughout 
the greater part of the country, it is now well established in dogs which are essential for 
local transportation. In 1952, a Bureau expert visited the territory to advise on control 
methods. Particular attention was given to the situation on St. Lawrence Island where the 
infecting worm is a new species of Echinococcus which, in contradistinction to mainland 
species, is found in a rodent (tundra vole) as one of its intermediate hosts and can infect 
muskrats and other rodents. The Bureau’s expert urged that the hydatidosis control program 
on the Island be expanded and developed into an eradication campaign. 

l - 

c- 

*In press, August 1954. 
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Hookworm 

The incidence of hookworm, which is so prevalent in the rural areas of a number of 
countries in this Hemisphere, can be reduced materially by the general use of sanitary pit 
latrines, or water flush toilets, and public education on the dangers of promiscuous defeca- 
tion on the surface of the ground. Several countries, with the collaboration of the Bureau, 
have initiated programs to bring about wider adoption of sanitary methods of excreta disposal 
but only a few were inaugurated as specific projects for hookworm control or simply for 
rural sanitation. These projects have now become parts of integrated rural health programs 
and the more recent ones were so incorporated from their inception, even though the main 
objective was the solution of the problem of insanitary excreta disposal. 

The program in Paraguay is typical. Surveys had revealed a hookworm incidence of 
65% in Asuncion and 80% in nearby rural areas. Beginning in September 1953 a mass medi- 
cation program was inaugurated and by the end of the year approximately 20,000 persons 
(32% of the population in the program areas) had been treated. The initial program was 
planned solely for sanitary excreta disposal but was later expanded to include smallpox 
vaccination and in 1953 its integration into a general health program commenced. 

A cooperative anti-hookworm project in Nicaragua was set up as rural sanitation, but 
in El Salvador, Panama and Peru measures for hookworm control were an integral part of 
general rural health programs from their inception. By the end of 1953 preliminary discus- 
sions were under way and plans were being prepared for four other specific projects in 
which hookworm control is a prime objective. In addition, sanitary excreta disposal was 
given a prominent place in health education programs. 
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247 

250 Diagndstico y Tratamiento de la Sifilis 
258 Pruebas Seroldgicas para Exgmenes en Masa 
259 Informe de1 Cornit de Expertos en Enfermeria (WHO-TRS No. 24) 

254 Informe Final de la Cuarta Reunidn de1 Consejo Directive 
255 Final Act of the IV Meeting of the Directing Council 
256 Acta Final de la XIII Conferencia Sanitaria Panamericana 
257 Final Act of the XIII Pan American Sanitary Conference 

252 Cahier d’Hygi;ne Pratique et Ele’mentaire pour les Ecoles Primaires de Marbial 
253 Cahier d’Hyg&ne Pratique et ElGmentaire pour les Centres d’Education d’Adultes 

1 VIII Curso International de Malaria y Otras Enfermedades Metaxkicas 

248 
249 
251 
260 
262 
263 
265 
266 

267 
268 

APPENDIX VI 

Special Publications - 1950-53 

1950 

Technical Publications 

Bibliografia de Oncocercosis 
El Control de las Enfermedades Transmisibles en el Hombre 

Official Documents 

VI Conferencia de Directores Nacionales de Sanidad 
Documentos Bkicos de la Organizacidn Sanitaria Panamericana 
Basic Documents of the Pan American Sanitary Organization 
Informe Final de las Reuniones I, II y III de1 Consejo Directive de la Organizacidn 
Sanitaria Panamericana 
FinalReportsof theI, II and III Meetings of the Directing Council of the Pan American 
Sanitary Orkanization 

1951 

Technical Publications 

Official Documents 

Miscellaneous Publications 

1952 

Technical Publications 

El Control de las Enfermedades Transmisibles en el Hombre (Sda. Edit.) 
Manual de Reacciones Serol6gicas para el Diagnktico de la Sffilis 
Profilaxia das Doencas Transmissiveis 
Nuevos Me’todos de Proteccidn contra la Tuberculosis 
La Educacidn Ba’sica de la Enfermera Profesional 
Informe de1 Comite’ de Peritos en Saneamiento Ambiental (WHO-TRS No. 10) 
Informe de1 Cornit& de Expertos en Servicios de Higiene Escolar (WHO-TRS No. 30) 
Informe de1 Cornit& de Expertos en Educacidn Profesional y Te’cnica de1 Personal 
Me’dico y Auxiliar (WHO-TRS No. 22) 
Informe de1 Cornit& de Expertos en Higiene Mental (WHO-TRS No. 31) 
Conferencias de1 Tercer Instituto International de Administracidn y Organizacidn 
de Hospitales 
Third Inter-American Congress on Brucellosis* 

*Not included in serial numbers of PASB. 
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1952 (cont’d) 
Serial 

No. 

261 XIII Conferencia Sanitaria Panamericana, Tomo I - Actas; Tomo II - Anexos 
269 Informe Final de la V Reunion de1 Consejo Directive 
270 Final Report of the V Meeting of the Directing Council 

Miscellaneous Publications 

264 

271 

2 

El Primer Congreso de Enfermeras en Costa Rica y Segundo Congreso de 
Enfermeras en Peru 
Seminarios de Trabajos en Enfermeria 
--- Segunda Edition 
IX Curso International de Malaria y Otras Enfermedades Metaxenicas 
Cartel de Reacciones de la Vacunacidn contra la Viruela* 

1953 

Technical Publications 

Informe de1 Comite’ de Expertos en Higiene Mental, Subcomite de Alcoholismo, 
Primera Reunion (WHO-TRS No. 42) 
Reglamento Sanitario International, ReglamentoNo. 2 de la OMS (WHO-TRS No. 41) 
Certificacidn Me’dica de Causa de Defuncidn** 
Informe de1 Comite de Expertos en Higiene Mental, Primera Reunion 
(WHO-TRS NO. 9) 
Informe de1 Comite de Expertos en Estadistica Sanitaria, Tercera Reunion 
(WHO-TRS NO. 53) 
Informe de1 Comite de Expertos en Administracidn Sanitaria, Primera Reunion 
(WHO-TRS NO. 55) 

Official Documents 

1 Informe Final de la VI Reunion de1 Consejo Directive de la OSP 
2 Final Report of the VI Meeting of the Directing Council 
3 Reglamento Sanitario International, Memorandum Explicative 
4 Reglamento Sanitario International, Tabla de Comparacik 
5 Documentos Basicos de la Organizacidn Sanitaria Panamericana (Sgda. Edit. Rev.) 
6 Basic Documents of the Pan American Sanitary Organization (2nd Edit. Rev.) 

Miscellaneous Publications 

3 
4 
5 

6 

Los Primeros Cincuenta Arias de la OSP 
X Curso International de Malaria y Otras Enfermedades Metaxe’nicas 
Guia para la Notification de las Enfermedades Cuarentenables y de Otras 
Enfermedades Transmisibles de las Americas a la OSP 
Guide for the Reporting of Quarantinable and Other Communicable Diseases in the 
Americas to the PASB 
Cartel de Reacciones de la Vacunacihn Contra la Viruela (Sgda. Edit.)* 

Official Documents 

. 

:kNot included in serial numbers of PASB 
**Suplemento No. 3 de1 Bole& de la OMS 
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APPENDIX VII 

Monthly Distribution of the Bulletin 

1950 - 1953 

Country 

Argentina 
Bolivia 
Brazil 
Canada 
Chile 
Colombia 
Costa Rica 
Cuba 
Dominican Republic 
Ecuador 
E 1 Salvador 
Guatemala 
Haiti 
Honduras 
Mexico 
Nicaragua 
Panama 
Paraguay 
Peru 
Puerto Rico 
United States 
Uruguay 
Venezuela 
Barbados, Bermuda, British 

Guiana, British Honduras, 
Jamaica, Windward Islands, 
Leeward Islands, Bahamas, 
Trinidad 

Guadeloupe, French Guiana, 
Martinique 

Curacao, Surinam 
Other countries 

Total 

1950 

628 
143 
873 
21 

332 
642 
262 
370 
153 
281 

96 
173 
40 

157 
507 
68 

170 
341 
281 

54 
722 
153 
405 

625 
144 
837 

337 
671 
261 
367 
153 
318 
121 
173 
39 
78 

493 
66 

166 
96 

287 
62 

743 
159 
636 

662 663 
113 114 
717 764 
34 33 

160 181 
603 595 
137 139 
358 363 
125 130 
177 184 
120 124 
165 168 

50 44 
68 77 

503 498 
81 81 

162 160 
97 95 

263 282 
62 65 

725 757 
162 160 
632 640 

27 34 33 

5 
3 

201 283 

8 8 
4 4 

234 256 

7,108 7,115 i,456 

1951 1952 1953 

5,614 
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